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ARTICLE

Distress among African American and White adults with
cancer in Louisiana

Laura M. Perry, MSa, Michael Hoerger, PhD, MSCRa,b, Oliver Sartor, MDb, and
William R. Robinson, MDb

aDepartment of Psychology, Tulane University, New Orleans, Louisiana, USA; bTulane Cancer
Center, Tulane University School of Medicine, New Orleans, Louisiana, USA

ABSTRACT
Purpose/Objectives: Screening for distress is a key priority in
cancer care, and African American patients may experience
increased distress compared to White patients. However, this
question has not yet been addressed in Louisiana. The pur-
pose of the present study was to examine the relationship
between African American race and distress at a cancer center
in Louisiana.
Design/Methods: This was a retrospective study of 1,544
patients who were treated at an academic cancer center in
2015. Extracted data included patient self-reports of distress
using the single-item Distress Thermometer (DT) and demo-
graphic and clinical characteristics. Hypotheses were tested
using logistic regression.
Findings: Distress was present in 19.7% of the sample. In uni-
variate analyses, African American patients were more likely
than White patients to experience distress (OR¼ 1.38,
p¼ .013). However, race was no longer associated with dis-
tress in a multivariate analysis that adjusted for the covariates
of age, gender, cancer site, presence of metastases, and num-
ber of distress screenings (OR¼ 1.07, p¼ .670). Distress was
more common in patients who were younger (OR¼ 2.26,
p< .001), diagnosed with lung/bronchus cancer (OR¼ 5.28,
p< .001), or screened more often (OR¼ 5.20, p< .001).
Distress was less common among patients with female breast
cancer (OR¼ 0.39, p¼ .015).
Conclusions/Implications: This study suggests that African
American individuals with cancer in Louisiana are at increased
risk for distress, but that this can be attributed to African
American patients being younger, more likely to have lung
cancer, and screened more frequently. Implications include
careful consideration of patient race, age, and cancer site dur-
ing distress management in cancer care.

KEYWORDS
anxiety/depression;
minorities; palliative care;
quality of life; quantitative

Introduction

Approximately 20–50% of individuals treated with cancer experience clinic-
ally significant psychological distress,1–6 and understanding risk factors
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could improve distress management in cancer care. The National
Comprehensive Cancer Network (NCCN) defines distress as the experience
of troublesome feelings of a physical, psychological, social, or spiritual
nature that may range in intensity from normal difficulties adjusting to
one’s illness to severe and clinically significant symptoms.7 Previous
research has identified patient characteristics that may be associated with
clinically significant distress, such as a diagnosis of lung or gastrointestinal
cancer, a later stage cancer diagnosis, higher symptom burden, female gen-
der, and younger age.2,3,8–10 Symptoms of distress tend to be associated
with important clinical outcomes in cancer such as health-related quality of
life, treatment adherence, and survival.11,12 Therefore, examining predictors
of distress may inform care designed to reduce the emotional burden
of cancer.
However, less is known about the influence of race on the likelihood of

experiencing distress after a cancer diagnosis, particularly among
Americans living in Louisiana. Compared to White adults, African
American adults with cancer are more likely to have later-stage diagnoses
and diagnoses that carry a more serious prognosis (e.g., lung cancer,
gastrointestinal cancer); these outcomes may contribute to the decreased
survival rates observed in this population.13 Furthermore, these disease
characteristics are particularly prevalent in Lousiana13 and, as previously
described, are also associated with increased rates of distress. In addition,
African American adults with cancer may be more likely to experience mis-
trust, discrimination, and stigma when receiving healthcare, most notably
in southern states such as Louisiana.14,15 Research has shown that these
negative healthcare experiences can lead to decrements in patient–physician
communication, satisfaction with medical care, and mental health
outcomes.16–19 Accordingly, it may be especially relevant to examine racial
disparities in distress in Louisiana.
Existing research on racial disparities in cancer-related distress is limited

to studies that were conducted outside of Louisiana, and methodological
issues in these studies impede the ability to identify clear patterns in find-
ings. Some studies have found that African Americans were more likely
than White patients to experience distress,20–23 whereas others found that
African Americans were less likely to have distress,24–27 or that there was
no significant association between race and distress.10,27–30 However, many
of these studies were restricted to only one specific cancer site and thus did
not include a diverse sample of diagnoses,22,24,25,27,29,31 or focused only on
long-term survivors who were no longer receiving cancer treatment.21,27

Additionally, only 5–25% of participants in these studies were African
American, so inconsistent findings may have been attributed to sampling
bias or a lack of power. Moreover, studies that included disproportionately
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low numbers of African American patients are less generalizable to individ-
uals in Louisiana, which includes a larger proportion of African American
patients compared to most other states.
The present study examined whether there were racial disparities in dis-

tress in a large sample of patients with heterogeneous cancer diagnoses in
Louisiana. Although this investigation was confined to patients in a single
state, it may set the stage for future clinical studies involving other
populations that have faced similar discrimination. Based on prior
research,3,13,15,19 we hypothesized that African American patients would be
at increased risk for experiencing distress compared to White patients.

Methods

Participants and procedures

This was a retrospective analysis of 1,544 adults treated for cancer at the
Tulane Cancer Center in 2015. The Tulane Medical Center is a catchment
area for residents within approximately 150 miles of New Orleans. Data
were extracted from the Electronic Medical Record by the Tulane Cancer
Center’s informatics core. Only individuals who self-identified as African
American (n¼ 754) or White (n¼ 790) were included in the present analy-
ses. We excluded children (n¼ 3) as well as patients of other racial groups
(n¼ 32) or who were missing data for race (n¼ 37) due to a lack of statis-
tical power to draw inferences about those demographics.
Patients completed the single-item Distress Thermometer (DT) at initial

visits and, time permitting, at additional critical visits, such as radiation vis-
its, initial and final chemotherapy visits, any visit where the decision to
transition off curative treatment had been made, and survivorship visits.
The DT asks patients to “please circle the number (0–10) that best
describes how much distress you’ve been experiencing in the past week,
including today.”32 Our primary outcome variable was whether patients
screened positive for distress during the year, commonly referred to as the
1-year prevalence. We used a cut score of �4, which is valid in screening
for distress in cancer.33 From the Electronic Medical Record, we also
extracted covariate data on demographics and the patient’s medical history,
including race, gender, age, primary cancer diagnosis, presence/absence of
metastases, and number of distress screenings received.

Analysis

Analyses were performed in SPSS 25.0. Descriptive statistics were examined
for all variables. Odds ratios in binary logistic regression were used to
examine predictors of distress. First, we examined univariate associations,
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meaning each variable’s association with distress without other variables in
the model. Then, we examined multivariate associations by including all
predictors in the model simultaneously. In addition to race (African
American vs. White), the predictors we examined included gender, age
(�65 vs. <65), cancer type (8 dummy-coded variables representing one of
the following cancer sites vs. all other cancer sites: prostate, breast, hemato-
logical, genitourinary (non-prostate), gastrointestinal, lung/bronchus, head/
neck, other), presence/absence of metastases, and number of distress
screenings. Statistical significance was determined using a two-tailed a-level
of .05.

Results

Participants were 1,544 adults with heterogeneous cancer diagnoses, includ-
ing 48.8% who were African American and 51.2% who were White (see
Table 1 for sample characteristics). They ranged in age from 23 to 95
(M¼ 63.26, SD¼ 12.14). Prostate (27.1%), breast (24.6%), and hematologic
(24.2%) cancers accounted for most of the diagnoses; 13.0% of patients had
metastatic disease. Overall, 19.7% experienced distress. In univariate analy-
ses, distress was more common among African American (22.3%) than
White (17.2%) patients (OR¼ 1.38, 95% CI: 1.07–1.77, p¼ .013; see Table
2). In our sample, African American patients were also more likely than
White patients to be female (OR¼ 3.51, p< .001), younger (OR¼ 1.64,
p< .001), and have lung/bronchus cancer (OR¼ 2.27, p< .001), GI cancer
(OR¼ 1.57, p¼ .023) or breast cancer (OR ¼ 3.87, p< .001). African
American patients were less likely to have prostate cancer (OR¼ 0.37,

Table 1. Sample characteristics.
Variable, N (%) Total Sample (N¼ 1,544) African American (N¼ 754) White (N¼ 790) p valuea

Gender, female 719 (46.6%) 468 (62.1%) 251 (31.8%) <.001
Age, <65 years old 773 (50.1%) 425 (56.4%) 348 (44.1%) <.001
Cancer diagnosis
Prostate 419 (27.1%) 112 (14.9%) 307 (38.9%) <.001
Breast (female only) 380 (24.6%) 277 (36.7%) 103 (13.0%) <.001
Hematological 374 (24.2%) 161 (21.4%) 213 (27.0%) .010
GU (non-prostate)b 147 (9.5%) 76 (10.1%) 71 (9.0%) .465
GI 115 (7.4 %) 68 (9.0%) 47 (5.9%) .023
Lung/bronchus 89 (5.8%) 60 (8.0%) 29 (3.9%) <.001
Head/neck 54 (3.5%) 22 (2.9%) 32 (4.1%) .228
Other 58 (3.8%) 21 (2.8%) 37 (4.7%) .052

Metastases present 201 (13.0%) 79 (10.5%) 122 (15.4%) .004
Distress score �4 304 (19.7%) 168 (22.3%) 136 (17.2%) .013

Note: N¼ 1,544. GU¼ genitourinary. GI¼ gastrointestinal. Distress was assessed using the NCCN 1-item Distress
Thermometer.20

aStatistical significance associated with the difference between the African American and White subgroups on
each sample characteristic.

bProstate cancer and other GU cancers were treated as separate diagnostic categories due to the sizeable sam-
ple of prostate cancer patients and less aggressive clinical course.
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p< .001), hematological cancer (OR¼ 0.74, p¼ .010), or metastases
(OR¼ 0.64, p¼ .004). Most participants (74.7%) received only one distress
screening over the year (M¼ 1.44), with African American participants
(M¼ 1.55) receiving more screenings compared to White participants
(M¼ 1.34), t(1455.62) ¼ �4.74, p< .001.
However, as shown in Table 2, the association between race and distress dis-

sipated in a multivariate analysis that adjusted for covariates (OR¼ 1.07, 95%
CI 0.77–1.50, p¼ .670). In this multivariate analysis, younger patients were
more likely than older patients to experience distress (OR¼ 2.26, 95% CI
1.62–3.17, p< .001). As well, patients with lung/bronchus cancer were more
likely to be distressed (OR¼ 5.28, 95% CI: 2.49–11.17, p< .001), whereas
patients with female breast cancer were less likely to be distressed (OR¼ 0.39,
95% CI 0.18–0.83, p¼ .015). Analyses accounted for the fact that patients who
completed a greater number of screenings had an increased likelihood of a
positive screen (OR¼ 5.20, 95% CI 4.15–6.53, p< .001). Overall, findings
showed that race was associated with an increased likelihood of distress; how-
ever, this was accounted for by other demographic and clinical characteristics.

Discussion

This study found that approximately one in five adults receiving treatment
at a cancer center in Louisiana experienced distress, with a higher preva-
lence among African American (22.3%) than White (17.2%) individuals.

Table 2. Logistic regression of variables predicting a positive screen on the distress
thermometer.

Univariate Associationsa Multivariate Associationsb

Variable OR (95% CI) p OR (95% CI) p

Race, African American 1.38 (1.07–1.77) .013 1.07 (0.77–1.50) .670
Age, <65 years old 2.20 (1.69–2.86) <.001 2.26 (1.62–3.17) <.001
Gender, female 1.77 (1.37–2.28) <.001 1.22 (0.77–1.94) .393
Metastases present 2.15 (1.15–2.98) <.001 1.05 (0.67–1.66) .838
Cancer diagnosis
Prostate 0.56 (0.41–0.77) <.001 1.82 (0.86–5.28) .116
Breast (female only) 1.68 (1.28–2.21) <.001 0.39 (0.18–0.83) .015
Hematological 0.57 (0.41–0.79) .001 0.93 (0.46–1.88) .845
GU (non-prostate) 0.82 (0.52–1.29) .391 1.03 (0.49–2.17) .940
GI 1.15 (0.72–1.82) .566 0.92 (0.42–2.02) .841
Lung/bronchus 2.44 (1.55–3.84) <.001 5.28 (2.49–11.17) <.001
Head/neck 2.71 (1.55–4.76) .001 0.83 (0.33–2.09) .694
Other 1.59 (0.88–2.86) .126 1.05 (0.67–1.66) .205

Number of Screenings 3.95 (3.35–4.67) <.001 5.20 (4.15–6.53) <.001
Note. N¼ 1,544. OR¼Odds ratio. CI¼ Confidence interval.
aBinary logistic regression models with each variable as the sole predictor in a model estimating its univariate
association with a positive distress screen (DT �4).

bMultivariate binary logistic regression where every variable was entered simultaneously in a model estimating
each predictor’s multivariate association with a positive distress screen (DT �4) while controlling for every
other variable.
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This finding of increased likelihood of distress in African Americans disap-
peared in a multivariate analysis that accounted for key demographic and
clinical characteristics. Thus, it may have been driven by the fact that
African Americans at our cancer center were more likely to be diagnosed
at a younger age, with lung/bronchus cancer, and screened at a higher fre-
quency. Previous research has speculated that these relationships may be
due in part to racial differences in cancer pathogenesis or to cultural differ-
ences in the amount of exposure to carcinogens, such as tobacco.34,35

Building on prior research, this study found that racial disparities in dis-
tress exist, and simultaneously suggests a nuanced perspective in which
clinicians must attend not only to the impact of race but also other diag-
nostic and demographic factors underlying race-related differences
in distress.
Consistent with a large body of research, cancer type and age were the

most robust predictors of distress. Specifically, this study found that indi-
viduals with lung cancer were five times more likely than individuals with
other diagnoses to be distressed. This is a well-documented finding that
may be due to the aggressiveness and poor prognosis associated with lung
cancer or to smoking-related stigma experienced by these individuals.13,26,36

Additionally, individuals who were under the age of 65 were more than
twice as likely as those over 65 to be distressed, a finding that is also sup-
ported by prior research.3,26,36 Compared to older individuals, younger
individuals may experience increased disruption in social or occupational
roles when they receive a cancer diagnosis, may have less effective coping
strategies, or may have fewer support resources at cancer centers.
Individuals who received more distress screenings were also more likely to
have a positive distress screen. One potential explanation for this is that
individuals who initially presented with high distress scores may have been
more likely to be screened again in an effort to monitor their symptoms.
This study had both strengths and limitations. To our knowledge, this

was the first study conducted in Louisiana that examined racial disparities
in distress among individuals with cancer. Furthermore, the large sample
size and sizable proportion of African American participants allowed us to
have a more representative sample than prior studies and allowed greater
power to test the hypothesized association.10,20–31 Multivariate logistic
regression analyses allowed us to examine the predictors of distress while
controlling for potential confounders. However, the study was retrospective
and relied on information documented in electronic medical records. Data
were not available on socio-economic status (e.g., education, income, health
insurance), marital status, prior cancer experience, mental health diagnosis,
time since diagnosis, or cancer stage. Future research should include pro-
spective designs and should examine whether these additional
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sociodemographic and clinical factors are associated with distress in cancer.
Additionally, our cancer center did not track changes in patients’ distress
scores over time, and future quality improvement studies may wish to exam-
ine whether there are racial disparities in distress in response to treatment.
This research has the potential to improve clinical practice in oncology

care. Current distress management guidelines recommend routinely screen-
ing for distress at initial visits and at appropriate intervals thereafter.7

Given our findings, clinicians should be cognizant that African American
adults may be at an elevated risk of distress due to demographic and clin-
ical factors characterizing this population (e.g., younger age and more lung
cancer diagnoses), and healthcare centers should ensure that available sup-
port services are culturally responsive.21–23,25 It may also be important to
consider the needs of all lung cancer and younger patients, regardless of
race,3,13,26,36 as well as attend to characteristics that we did not assess, such
as income, insurance status, or disease stage. These individuals may benefit
from increased frequency of distress screening to monitor their distress
symptoms. Patients who screen positive for distress at any point in their
illness should be offered further mental health evaluation or referral to
palliative care services.37

In summary, this study found that African American patients were at
increased risk for distress compared to White patients at an academic can-
cer center in Louisiana. However, this finding was explained by differences
across racial groups in the age at diagnosis, likelihood of presenting with
lung cancer, and frequency of distress screening. Results have implications
for how distress is managed in oncology care.

Funding

This research was supported by the Research Competitiveness Subprogram of the Louisiana
Board of Regents (LA-BoR) and the National Institute of General Medical Sciences
(U54GM104940).

References

1. Kendall J, Glaze K, Oakland S, Hansen J, Parry C. What do 1281 distress screeners
tell us about cancer patients in a community cancer center? Psycho-Oncology 2011;
20(6):594–600. doi:10.1002/pon.1907

2. VanHoose L, Black LL, Doty K, et al. An analysis of the distress thermometer prob-
lem list and distress in patients with cancer. Support Care Cancer. 2015;23(5):
1225–1232. doi:10.1007/s00520-014-2471-1

3. Salvo N, Zeng L, Zhang L, et al. Frequency of reporting and predictive factors for
anxiety and depression in patients with advanced cancer. Clin Oncol. 2012;24(2):
139–148. doi:10.1016/j.clon.2011.05.003

JOURNAL OF PSYCHOSOCIAL ONCOLOGY 69

https://doi.org/10.1002/pon.1907
https://doi.org/10.1007/s00520-014-2471-1
https://doi.org/10.1016/j.clon.2011.05.003


4. Mehnert A, Hartung T, Friedrich M, et al. One in two cancer patients is significantly
distressed: Prevalence and indicators of distress. Psycho-Oncology 2018;27(1):75–82.
doi:10.1002/pon.4464

5. Funk R, Cisneros C, Williams RC, Kendall J, Hamann HA. What happens after dis-
tress screening? Patterns of supportive care service utilization among oncology
patients identified through a systematic screening protocol. Support Care Cancer
2016;24(7):2861–2868.

6. Krebber A-M, Jansen F, Cuijpers P, Leemans CR, Verdonck-de Leeuw IM. Screening
for psychological distress in follow-up care to identify head and neck cancer patients
with untreated distress. Support Care Cancer. 2016;24(6):2541–2548. doi:10.1007/
s00520-015-3053-6

7. Holland JC, Andersen B, Breitbart WS, et al. Distress management. J Natl Compr
Canc Netw. 2013;11(2):190–209. doi:10.6004/jnccn.2013.0027

8. Hurria A, Li D, Hansen K, et al. Distress in older patients with cancer. J Clin Oncol.
2009;27(26):4346–4351. doi:10.1200/JCO.2008.19.9463

9. Grassi L, Johansen C, Annunziata MA, et al. Screening for distress in cancer patients:
a multicenter, nationwide study in Italy. Cancer 2013;119(9):1714–1721. doi:10.1002/
cncr.27902

10. Graves KD, Arnold SM, Love CL, Kirsh KL, Moore PG, Passik SD. Distress screening
in a multidisciplinary lung cancer clinic: prevalence and predictors of clinically sig-
nificant distress. Lung Cancer. 2007;55(2):215–224. doi:10.1016/j.lungcan.2006.10.001

11. Head BA, Schapmire TJ, Keeney CE, et al. Use of the Distress Thermometer to dis-
cern clinically relevant quality of life differences in women with breast cancer. Qual
Life Res. 2012;21(2):215–223. doi:10.1007/s11136-011-9934-3

12. Arrieta �O, Angulo LP, N�u~nez-Valencia C, et al. Association of depression and anxiety
on quality of life, treatment adherence, and prognosis in patients with advanced non-
small cell lung cancer. Ann Surg Oncol. 2013;20(6):1941–1948. doi:10.1245/s10434-
012-2793-5

13. Siegel RL, Miller KD, Jemal A. Cancer statistics, 2018. CA Cancer J Clin. 2018;68(1):
7–30. doi:10.3322/caac.21442

14. Carpenter WR, Godley PA, Clark JA, et al. Racial differences in trust and regular
source of patient care and the implications for prostate cancer screening use. Cancer
2009;115(21):5048–5059. doi:10.1002/cncr.24539

15. Moore AD, Hamilton JB, Knafl GJ, et al. The influence of mistrust, racism, religious
participation, and access to care on patient satisfaction for African American men:
the North Carolina-Louisiana Prostate Cancer Project. J Natl Med Assoc. 2013;105(1):
59–68. doi:10.1016/s0027-9684(15)30086-9

16. Maly RC, Stein JA, Umezawa Y, Leake B, Anglin MD. Racial/ethnic differences in
breast cancer outcomes among older patients: effects of physician communication
and patient empowerment. Health Psychol. 2008;27(6):728. doi:10.1037/0278-6133.27.
6.728

17. Benkert R, Peters RM, Clark R. Effects of perceived racism, cultural mistrust and
trust in providers on satisfaction with care. J Natl Medl Assoc. 2006;98(9):1533.

18. Sheppard VB, Harper FW, Davis K, Hirpa F, Makambi K. The importance of con-
textual factors and age in association with anxiety and depression in black breast can-
cer patients. Psycho-Oncology 2014;23(2):143–150. doi:10.1002/pon.3382

19. Paradies Y, Ben J, Denson N, et al. Racism as a determinant of health: a systematic
review and meta-analysis. PLoS One. 2015;10(9):e0138511. doi:10.1371/journal.pone.
0138511

70 L. M. PERRY ET AL.

https://doi.org/10.1002/pon.4464
https://doi.org/10.1007/s00520-015-3053-6
https://doi.org/10.1007/s00520-015-3053-6
https://doi.org/10.6004/jnccn.2013.0027
https://doi.org/10.1200/JCO.2008.19.9463
https://doi.org/10.1002/cncr.27902
https://doi.org/10.1002/cncr.27902
https://doi.org/10.1016/j.lungcan.2006.10.001
https://doi.org/10.1007/s11136-011-9934-3
https://doi.org/10.1245/s10434-012-2793-5
https://doi.org/10.1245/s10434-012-2793-5
https://doi.org/10.3322/caac.21442
https://doi.org/10.1002/cncr.24539
https://doi.org/10.1016/s0027-9684(15)30086-9
https://doi.org/10.1037/0278-6133.27.6.728
https://doi.org/10.1037/0278-6133.27.6.728
https://doi.org/10.1002/pon.3382
https://doi.org/10.1371/journal.pone.0138511
https://doi.org/10.1371/journal.pone.0138511


20. Pinheiro LC, Wheeler SB, Chen RC, Mayer DK, Lyons JC, Reeve BB. The effects of
cancer and racial disparities in health-related quality of life among older Americans:
a case-control, population-based study. Cancer 2015;121(8):1312–1320. doi:10.1002/
cncr.29205

21. Apenteng BA, Hansen AR, Opoku ST, Mase WA. Racial disparities in emotional dis-
tress among cancer survivors: insights from the Health Information National Trends
Survey (HINTS). J Cancer Educ. 2017;32(3):556–565. doi:10.1007/s13187-016-0984-7

22. Nelson CJ, Balk EM, Roth AJ. Distress, anxiety, depression, and emotional well-being
in African-American men with prostate cancer. Psycho-Oncology 2010;19(10):
1052–1060. doi:10.1002/pon.1659

23. Weiss T, Weinberger MI, Holland J, Nelson C, Moadel A. Falling through the cracks:
a review of psychological distress and psychosocial service needs in older Black and
Hispanic patients with cancer. J Geriatric Oncol. 2012;3(2):163–173. doi:10.1016/j.jgo.
2011.12.001

24. Bradley CJ, Wilk A. Racial differences in quality of life and employment outcomes in
insured women with breast cancer. J Cancer Surviv. 2014;8(1):49–59. doi:10.1007/
s11764-013-0316-4

25. Pinheiro LC, Samuel CA, Reeder-Hayes KE, Wheeler SB, Olshan AF, Reeve BB.
Understanding racial differences in health-related quality of life in a population-based
cohort of breast cancer survivors. Breast Cancer Res Treat. 2016;159(3):535–543. doi:
10.1007/s10549-016-3965-y

26. Brintzenhofe-Szoc KM, Levin TT, Li Y, Kissane DW, Zabora JR. Mixed anxiety/
depression symptoms in a large cancer cohort: prevalence by cancer type.
Psychosomatics 2009;50(4):383–391. doi:10.1176/appi.psy.50.4.383

27. Janz NK, Friese CR, Li Y, Graff JJ, Hamilton AS, Hawley ST. Emotional well-being
years post-treatment for breast cancer: prospective, multi-ethnic, and population-
based analysis. J Cancer Surviv. 2014;8(1):131–142. doi:10.1007/s11764-013-0309-3

28. Jacobsen PB, Donovan KA, Trask PC, et al. Screening for psychologic distress in
ambulatory cancer patients. Cancer 2005;103(7):1494–1502. doi:10.1002/cncr.20940

29. Janz NK, Mujahid M, Lantz PM, et al. Population-based study of the relationship of
treatment and sociodemographics on quality of life for early stage breast cancer. Qual
Life Res. 2005;14(6):1467–1479. doi:10.1007/s11136-005-0288-6

30. Maly RC, Liu Y, Liang LJ, Ganz PA. Quality of life over 5 years after a breast cancer
diagnosis among low-income women: effects of race/ethnicity and patient-physician
communication. Cancer 2015;121(6):916–926. doi:10.1002/cncr.29150

31. Janz NK, Mujahid MS, Hawley ST, et al. Racial/ethnic differences in quality of life
after diagnosis of breast cancer. J Cancer Surviv. 2009;3(4):212–222. doi:10.1007/
s11764-009-0097-y

32. Roth AJ, Kornblith AB, Batel-Copel L, Peabody E, Scher HI, Holland JC. Rapid
screening for psychologic distress in men with prostate carcinoma: a pilot study.
Cancer 1998;82(10):1904–1908.

33. Ma X, Zhang J, Zhong W, et al. The diagnostic role of a short screening tool—the
distress thermometer: a meta-analysis. Support Care Cancer. 2014;22(7):1741–1755.
doi:10.1007/s00520-014-2143-1

34. Sin MK. Lung cancer disparities and African-Americans. Public Health Nurs. 2017;
34(4):359–362. doi:10.1111/phn.12335

35. Robbins HA, Engels EA, Pfeiffer RM, Shiels MS. Age at cancer diagnosis for blacks
compared with whites in the United States. J Natl Cancer Inst. 2015;107(3). doi:10.
1093/jnci/dju489

JOURNAL OF PSYCHOSOCIAL ONCOLOGY 71

https://doi.org/10.1002/cncr.29205
https://doi.org/10.1002/cncr.29205
https://doi.org/10.1007/s13187-016-0984-7
https://doi.org/10.1002/pon.1659
https://doi.org/10.1016/j.jgo.2011.12.001
https://doi.org/10.1016/j.jgo.2011.12.001
https://doi.org/10.1007/s11764-013-0316-4
https://doi.org/10.1007/s11764-013-0316-4
https://doi.org/10.1007/s10549-016-3965-y
https://doi.org/10.1176/appi.psy.50.4.383
https://doi.org/10.1007/s11764-013-0309-3
https://doi.org/10.1002/cncr.20940
https://doi.org/10.1007/s11136-005-0288-6
https://doi.org/10.1002/cncr.29150
https://doi.org/10.1007/s11764-009-0097-y
https://doi.org/10.1007/s11764-009-0097-y
https://doi.org/10.1007/s00520-014-2143-1
https://doi.org/10.1111/phn.12335
https://doi.org/10.1093/jnci/dju489
https://doi.org/10.1093/jnci/dju489


36. Sellick SM, Edwardson AD. Screening new cancer patients for psychological distress
using the hospital anxiety and depression scale. Psycho-Oncology 2007;16(6):534–542.
doi:10.1002/pon.1085

37. Hui D, Mori M, Watanabe SM, et al. Referral criteria for outpatient specialty pallia-
tive cancer care: an international consensus. Lancet Oncol. 2016;17(12):e552–e559.
doi:10.1016/S1470-2045(16)30577-0

72 L. M. PERRY ET AL.

https://doi.org/10.1002/pon.1085
https://doi.org/10.1016/S1470-2045(16)30577-0

	Abstract
	Introduction
	Methods
	Participants and procedures
	Analysis

	Results
	Discussion
	References


