
Breast Cancer Treatment Decision Making Among Latinas and Non-Latina
Whites: A Communication Model Predicting Decisional Outcomes and

Quality of Life

Betina Yanez
Northwestern University

Annette L. Stanton and Rose C. Maly
University of California, Los Angeles

Objective: Deciding among medical treatment options is a pivotal event following cancer diagnosis, a
task that can be particularly daunting for individuals uncomfortable with communication in a medical
context. Few studies have explored the surgical decision-making process and associated outcomes among
Latinas. We propose a model to elucidate pathways through which acculturation (indicated by language
use) and reports of communication effectiveness specific to medical decision making contribute to
decisional outcomes (i.e., congruency between preferred and actual involvement in decision making,
treatment satisfaction) and quality of life among Latinas and non-Latina White women with breast
cancer. Methods: Latinas (N � 326) and non-Latina Whites (N � 168) completed measures six months
after breast cancer diagnosis, and quality of life was assessed 18 months after diagnosis. Structural
equation modeling was used to examine relationships between language use, communication effective-
ness, and outcomes. Results: Among Latinas, 63% reported congruency in decision making, whereas
76% of non-Latina Whites reported congruency. In Latinas, greater use of English was related to better
reported communication effectiveness. Effectiveness in communication was not related to congruency in
decision making, but several indicators of effectiveness in communication were related to greater
treatment satisfaction, as was greater congruency in decision making. Greater treatment satisfaction
predicted more favorable quality of life. The final model fit the data well only for Latinas. Differences
in quality of life and effectiveness in communication were observed between racial/ethnic groups.
Conclusions: Findings underscore the importance of developing targeted interventions for physicians
and Latinas with breast cancer to enhance communication in decision making.

Keywords: breast cancer, medical communication, decision making, Latina, quality of life

The equivalent survival rates conferred by mastectomy and
breast-conserving surgery in early stage breast cancer not only
provide more surgical options but also contribute to women’s
greater participation in treatment decision making. Understanding
how ethnic minority patients manage treatment decisions for breast
cancer is important in that they may face additional stressors
related to language barriers as well as distinct cultural expectations
and preferences regarding patient-physician interactions (Maly,
Umezawa, Ratliff, & Leake, 2006). Although the Latino popula-

tion constitutes the largest and fastest growing ethnic minority
group in the United States (Ennis, Rios-Vargas, & Albert, 2011),
their experience with surgical treatment decision making, particu-
larly for individuals of lower socioeconomic status and accultur-
ation, has not been comprehensively explored (Hamilton et al.,
2009).

The few studies that focus on Latinas have demonstrated that,
compared to non-Latina Whites, Latinas desire more information
about treatment (Janz, Mujahid, Hawley, Griggs, Hamilton, &
Katz, 2008), but receive less information (Maly, Leake, & Silli-
man, 2003). Compared to Whites, Latinas are less likely to par-
ticipate in the treatment decision-making process and have higher
treatment decision regret (Hawley et al., 2008; Maly, Umezawa,
Ratliff, & Leake, 2006), greater dissatisfaction with treatment
(Hawley et al., 2008; Katz et al., 2005), and poorer quality of life
after treatment (Carver, Smith, Petronis, & Antoni, 2006; Janz et
al., 2009; Maly, Stein, Umezawa, Leake, & Anglin, 2008). Patient-
physician communication among Latinos has been identified as an
important aspect of the medical treatment context warranting re-
search and intervention (Ramirez et al., 2005).

Understanding patient-physician communication during the sur-
gical treatment decision-making process and its association with
decisional outcomes (i.e., treatment satisfaction, congruency be-
tween desired and actual level of decision-making involvement)
and quality of life may inform the development of interventions in
this growing and understudied population. Accordingly, the pri-
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mary aim of this study was to develop a model which relates
patient-physician communication during the medical decision-
making process to decisional outcomes and quality of life in a
sample of low-income Latinas and White women.

Potential ethnic disparities in the decision-making process may
be explained by several factors. Acculturation has been shown to
be an important factor in cancer screening (De Alba, Sweningson,
Chandy, & Hubbell, 2004; Warren, Londoño, Wessel, & Warren,
2006) and is likely to be important during breast cancer decision
making (Hawley et al., 2008) in that Latinas, particularly less-
acculturated Latinas, may experience barriers related to language
proficiency. Among Latinas, greater acculturation is related to
greater involvement in decision making (Hawley et al., 2009). One
of the most widely cited multidimensional conceptualizations of
acculturation is Berry’s (2005) acculturation framework. This
framework posits that acculturation is the “dual process of cultural
and psychological change that takes place as a result of contact
between two or more cultural groups and their individual mem-
bers” (p. 698, Berry, 2005). Although acculturation encompasses
various change processes, ranging from language use to cultural
attitudes, we elected to focus on language use as a proxy for
acculturation because it is highly relevant in the patient-physician
communication context. Furthermore, language use is correlated
with other measures of acculturation such as nativity and culture,
and it accounts for most of the variance among acculturation
scores (Hunt, Schneider, & Comer, 2004; Lara, Gamboa, Kahra-
manian, Morales, & Hayes Bautista, 2005). Moreover, language is
considered one of the most important components of ethnic iden-
tity and has been commonly and widely assessed across accultur-
ation instruments (Laroche, Kim, Hui, & Tomiuk, 1998; Phinney,
1990).

In addition to facing language barriers, Latinas may interact
with health care providers who possess limited understanding of
Latino culture. Furthermore, physicians may provide more psy-
chosocial support and engage in relationship building with patients
who are more educated, affluent, and White versus ethnic minority
(Siminoff, Graham, & Gordon, 2006). Perceptions of racism and
language barriers may also limit the establishment of rapport and
ultimately the quality of patient-physician interactions (Schouten
& Meeuwesen, 2006). Variations in communication styles be-
tween collectivistic and individualistic cultures may also influence
levels of assertiveness in communication, such that more accul-
turated women present in a more assertive manner and conse-
quently their physicians may be more inclined to query their
preferences about treatment options (Schouten & Meeuwesen,
2006). Thus, it stands to reason that greater acculturation as
measured by language use may be associated with greater effec-
tiveness in patient-physician communication (Thind & Maly,
2006). The literature suggests that the decision-making process
may be limited by low perceived efficacy in patient-physician
communication and lack of information exchange in the form of
specific treatment information provided, physician inquiry regard-
ing the patient’s concerns and preferences, and physician respon-
siveness to the patient.

Models of medical communication underscore the significance
of preexisting individual factors (e.g., sociodemographics, com-
munication competence) in conjunction with decision-making en-
vironmental factors as key to enhancing the decision-making pro-
cess and the actual decision outcome (Feldman-Stewart, Brundage,

& Tishelman, 2005; Siminoff & Step, 2005). Models of commu-
nication have also delineated pathways through which patient-
physician communication can influence health-related outcomes.
The relational communication involvement model, for example,
postulates that oncologist communication may shape health-
related outcomes via patient involvement during the decision-
making process (Step, Rose, Albert, Cheruvu, & Siminoff, 2009).
Both empirical findings and conceptual models indicate that attri-
butes patients bring to the decision-making context, physician
attributes, and qualities of the patient-physician interaction, influ-
ence decisional and health-related outcomes (e.g., Arora, 2003;
Feldman-Stewart, Brundage, & Tishelman, 2005; Hawley et al.,
2008; Siminoff & Step, 2005).

Several outcomes of the decision-making process are important,
including congruence between patients’ preferred and actual in-
volvement in the process, treatment satisfaction, and, ultimately,
quality of life and health. The scope of preferred involvement
ranges from delegating the decision to the physician or family
members to desiring complete involvement in the process (Bruera,
Willey, Palmer, & Rosales, 2002; Degner, Sloan, & Venkatesh,
1997; Janz, Wren, Copeland, Lowert, Goldfarb, & Wilkins, 2004).
In a recent review of preferred and actual involvement in decision
making among the general cancer population, the majority of
studies found that patients wanted more involvement than they
experienced (Tariman, Berry, Cochrane, Doorenbos, & Schepp,
2010). Among samples of predominantly White patients, better
perceived patient-physician communication and patient satisfac-
tion have been associated with increased involvement in decision
making (Janz et al., 2004), favorable quality of life (Kerr, Engel,
Schlesinger-Raab, Sauer, & Holzel, 2003; Ong, Visser, Lammes,
& de Haes, 2000) and adherence to medical regimens (DiMatteo,
2003). Additionally, findings from the general breast cancer liter-
ature reveal that patients who participate at their desired level
report greater satisfaction with treatment and the decision-making
process in addition to fewer depressive symptoms across time
(Keating, Guadagnoli, Landrum, Borbas, & Weeks, 2002; Lantz et
al., 2005; Vogel, Leonhart, & Helmes, 2009). Research has yet to
address congruency between preferred and actual level of involve-
ment in relation to quality of life among Latinas.

In line with previous research and conceptual models of patient-
physician communication, we posited a model of the decision making
composed of four major components: (1) patient attributes brought to
the decision making interaction (i.e., English language use as a proxy
for acculturation); (2) factors comprising effective patient-physician
communication in decision making (patient-reported physician ade-
quacy in the decision-making process, patient-perceived self-efficacy
in communication, patient-reported physician quality of communica-
tion); (3) decisional outcomes (i.e., congruency between preferred and
actual levels of decision making, satisfaction with treatment); and (4)
quality of life (see Figure 1).1 Specific hypothesized pathways are

1 The hypothesized model is a revised model based on a reviewer’s
recommendation to separate indicators of effective communication. In the
original model, all factors comprising effective patient-physician commu-
nication in decision making were combined into one latent variable. Al-
though both models fit the data well, compared to the original model, the
revised model was deemed more informative and is presented in the current
paper.
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illustrated in Figure 1. Greater use of English was expected to be
related to more positive aspects of patient-physician communica-
tion effectiveness in decision making (hypothesized to be linked).
Patient-reported physician quality of communication was hypoth-
esized to be linked to quality of life. Congruency in decision
making was hypothesized to be linked to greater treatment satis-
faction, which in turn was hypothesized to predict greater quality
of life at 18 months after diagnosis, in light of the finding that
higher satisfaction with care is associated with better quality of life
after treatment for breast and prostate cancer (Davies, Kinman,
Thomas, & Bailey, 2008; Hart, Latini, Cowan, Carroll, & CaP-
SURE Investigators, 2008). All indirect effects were hypothesized
to be significant. A secondary goal was to compare models across
racial/ethnic groups.

Methods

Participants

Participants were newly diagnosed women with breast cancer
enrolled in the Medi-Cal (California’s Medicaid) Breast and Cer-
vical Cancer Treatment Program (BCCTP). BCCTP funds treat-
ment for uninsured and underinsured low-income women. Data
were collected at 6 months (Time 1) and 18 months (Time 2) after
diagnosis. Written invitations to participate in a 1-hr telephone
survey in either English or Spanish were mailed to 1,869 women,

of whom 60 refused further contact. Of 1,809 potential partici-
pants, 1,036 eligible women agreed to participate, with 921 women
completing the Time 1 survey, and 790 women completing surveys
at both points. Chen et al. (2008) provide a detailed description of
methodology and recruitment (see also Christie, Meyerowitz, &
Maly, 2010). Women were excluded if they did not self-identify as
White or Latina, had not completed surgery by the first assess-
ment, or were diagnosed with Stage 0 or IV cancer as they likely
had a different decision-making experience than women diagnosed
with early stage cancer (i.e., Stages I- III). The current sample
consists of 326 Latina women and 168 Whites. Compared with
Time 1 survey responders, Time 2 nonresponders did not signifi-
cantly differ on demographic variables, medical and cancer-related
variables, and effectiveness in communication variables (all ps
�.05). Interviews were conducted in English or Spanish; 83% of
Latinas were interviewed in Spanish and 100% of Whites were
interviewed in English.

Physicians

The majority of Latina and White participants reported that their
surgeon was male (80%) and 81% of Latinas reported that their
surgeon was of a different racial/ethnic background. Sixty-three
percent of Latinas reported that their surgeon did not speak their
language, and 30% of Latinas reported that their oncologist did not
speak their language.

Congruency 
Time 1 

Treatment 
Satisfaction

Time 1 

Patient-Reported 
Physician

Adequacy in the 
Decision Process 

Time 1
+

+

+

+

+

Patient-Perceived 
Self-Efficacy in 
Communication 

Time 1 

+

+

+

+ +

Language Use 
Time 1 

+

Patient -Reported 
Physician Quality 
of Communication 

Time 2 

+

Quality
of

Life 
Time 2 

Patient
Attributes

Patient-Physician Communication  
Effectiveness in Decision Making 

Decisional Outcomes  Health-Related Outcomes 

+

Figure 1. Conceptual model of patient-physician communication in decision making and association to quality
of life. Paths where a positive association was predicted are represented with a plus sign (�).

554 YANEZ, STANTON, AND MALY

Th
is

 d
oc

um
en

t i
s c

op
yr

ig
ht

ed
 b

y 
th

e 
A

m
er

ic
an

 P
sy

ch
ol

og
ic

al
 A

ss
oc

ia
tio

n 
or

 o
ne

 o
f i

ts
 a

lli
ed

 p
ub

lis
he

rs
.  

Th
is

 a
rti

cl
e 

is
 in

te
nd

ed
 so

le
ly

 fo
r t

he
 p

er
so

na
l u

se
 o

f t
he

 in
di

vi
du

al
 u

se
r a

nd
 is

 n
ot

 to
 b

e 
di

ss
em

in
at

ed
 b

ro
ad

ly
.



Measures

Questionnaires were translated into Spanish and then back-
translated into English and the two versions were reconciled be-
tween translators.

Language use. Latina acculturation was measured at Time 1
with the Language Use subscale of the Short Acculturation Scale
for Hispanics (Marin, Sabogal, Marin, Otero-Sabogal, & Perez-
Stable, 1987). The five items assess what language the participant
spoke as a child, with friends, and at home, with a higher total
score (range � 5 – 25) indicating more use of English than another
language. The subscale has reliability and validity coefficients
similar to the full scale and may be used in its place (Marin et al.,
1987). Internal consistency reliability was high (� � .93) in the
present sample. White women did not complete the scale.

Patient-physician communication effectiveness in decision
making. Administered at Time 1, the Perceived Efficacy in
Patient-Physician Interactions Questionnaire (PEPPI) contains five
items that describe patients’ confidence in their ability to commu-
nicate with physicians and obtain needed attention to chief medical
concerns (Maly, Frank, Marshall, DiMatteo, & Reuben, 1998).
High scores (range � 0 – 50) reflect higher perceived self-efficacy
in communication. The internal consistency reliability coefficients
were � .89 for Latinas and Whites.

Patient-reported physician adequacy in the decision-making
process was measured with items assessing physician inquiry, time
and information provision, and interactive information giving. To

assess physician inquiry into treatment preferences at Time 1,
patients were asked “How much did your breast cancer doctor ask
you for your input or opinion about which treatment you pre-
ferred?” Responses were on a 4-point Likert scale ranging from
not at all to a great deal. The item on inquiry demonstrates
convergent validity with other measures of patient-physician com-
munication (Maly et al., 2008). To assess patient-reported time and
information provision regarding their treatment, patients were
asked “Would you have liked more time or information to help you
decide about the treatment?” Responses were on a 4-point Likert
scale ranging from not at all to a great deal. Scores were reverse
coded such that higher scores reflected sufficient receipt of time
and information. Time and information provision demonstrates
convergent validity with other measures of patient-physician com-
munication and predictive validity with medical outcomes (Heisler
et al., 2002; Kaplan, Gandek, Greenfield, Rogers, & Ware, 1995).
At Time 1, interactive information giving was measured with a
published index (Maly, Leake, & Silliman, 2003) which asked how
many of 15 breast cancer-related topics that any of the partici-
pants’ physicians had discussed with them. The measure forms a
unidimensional scale (range � 0–15) (Maly, Leake, & Silliman,
2003) and demonstrates convergent validity with other measures
of patient-physician communication (Maly et al., 2008). The breast
cancer surgeon was the most frequently mentioned physician dis-
cussant in all 15 topics. Internal consistency reliability coefficients
were �.84 for Latinas and Whites.

Congruency 

Treatment 
Satisfaction 

Patient-Reported 
Physician

Adequacy in the 
Decision Process

.36*** 
(.06) 

.12 
(.03)

.16* 
(.13) 

Patient-Perceived 
Self-Efficacy in 
Communication 

.43*** 
(.08) 

-.23** 
(-.02) 

.23** 
(4.81) 

.17* 
(.54)

.09 
(.00)

.33** 
(.19)

-.03 
(-.03) .56*** 

(.92)

Patient 
Attributes 

Patient-Physician Communication  
Effectiveness in Decision Making 

Decisional Outcomes  Health-Related Outcomes 

Language Use 

Comorbidity 

Quality 
of 

Life 

-.28** 
(-5.45) 

Patient-Reported 
Physician Quality 
of Communication 

.10 
(.21) 

Figure 2. Final structural equation model of correlates of patient-physician communication in decision making
and association to quality of life for Latinas. All estimated parameters are standardized with unstandardized
coefficients in parentheses. The circles designate latent variables; the squares represent measured variables.
� p � .05. �� p � .01. ��� p � .001.
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Assessing patient-reported physician communication quality,
the Consumer Assessment of Health Care Providers and Systems
survey (Hargraves, Hays, & Cleary, 2003), administered at Time 2,
evaluates the physician-patient interaction with a total score on
four questions (e.g.,“How often did he or she listen carefully to
you?”). Responses were on a 4-point Likert scale: never, some-
times, usually, and often. Internal consistency reliability coeffi-
cients were � .89 for Latinas and Whites.

Decisional outcomes. At Time 1, congruency between pre-
ferred and actual decision-making involvement was coded as the
match between two questions: “Would you have preferred that the
doctor make the decision for you?” and “Who would you say made
the final decision about the kind of treatment you should have for
your breast cancer?” Only participants (98%) who responded with
self or a physician as the final decision maker were included in
analyses. Congruency was coded as a binary variable indicating a
match or no match between the two questions.

A single item at Time 1 asked overall how satisfied women were
with their breast cancer care. Responses ranged from 1–5, with
higher scores indicating greater satisfaction.

Sociodemographic and cancer-related variables. Stage of
breast cancer, education, age, and comorbidities are factors that
can be related to quality of life outcomes. Stage of cancer was
confirmed by chart review; education and age were provided by
self-report. Assessed at Time 1, comorbidities were assessed by
self-report using the Katz adaptation of the Charlson Comorbidity
Index (Katz, Chang, Sangha, Fossel, & Bates, 1996).

Quality of life. As a multidimensional construct, quality of
life was assessed with three measures at Time 2. The Medical
Outcomes Study Short Form (MOS SF-36) is a 36-item self-report
measure of quality of life, organized into eight dimensions (e.g.,
physical functioning, bodily pain, social functioning), which can
be combined to form Mental Component Summary and Physical
Component Summary scores (Ware, Kosinski, & Keller, 1994).
Scores are standardized, ranging from 0 to 100, with higher scores
indicating better quality of life. Internal reliability consistency
coefficients were � .88 for Latinas and Whites. The Breast Cancer
Prevention Trial Symptom Checklist (BCPT), completed at Time
2, assesses eight domains of symptoms associated with breast
cancer treatment (e.g., hot flashes, cognitive problems, weight
problems; Stanton, Bernaards, & Ganz, 2005). Women rated the
extent they were bothered by each symptom on a scale ranging
from 0–4; the total score was used. Internal consistency coeffi-
cients were � .83 for Latinas and Whites. Breast cancer-specific
emotional health was assessed with four items, including worrying
about the breast cancer recurring or worrying about the family’s
ability to manage if the participant gets sicker (Silliman, Dukes,
Sullivan, & Kaplan, 1998). The scale demonstrates convergent
validity with important quality of life outcomes (Maly et al., 2008).
Responses ranged from 1–4, with higher scores indicating greater
worry. Internal consistency reliability coefficients were � .82 for
Latinas and Whites. The breast cancer-specific emotional health
and breast cancer symptoms scales were reverse coded such that
higher scores indicated more favorable quality of life.

Data Analysis

Multivariate normality was violated so the models were esti-
mated with maximum likelihood estimation (ML) and evaluated

with the Robust S-B �2. Initial confirmatory factor analyses were
performed with each latent construct. This analysis tested the
measurement model and examined associations among the latent
and measured variables. Structural equation modeling (SEM) was
employed to examine the relations among language use, commu-
nication in decision making, decisional outcomes (i.e., treatment
satisfaction and congruency in decision making), and quality of
life. Models were tested using ML estimation in EQS (Version
6.1). To evaluate goodness of model fit, multiple fit indices were
computed: Robust S-B �2, robust root mean squared error of
approximation (RMSEA), robust comparative fit index (CFI), and
the standardized root-mean-square residual (SRMR; Hu & Bentler,
1999). Lagrange Multiplier tests and Wald tests were examined to
see if any additional paths should be included or excluded, if
theoretically plausible (Chou & Bentler, 1990). In addition, the
models for the two racial/ethnic groups were compared with mul-
tiple group analyses, without the inclusion of language use in the
model as Whites were not administered the language use scale.

Results

Table 1 displays sociodemographic information and cancer-
related descriptive data, and Table 2 displays descriptive statistics
on the decision-making and dependent variables. Eighty-eight
percent of Latinas reported they were born in Mexico, Central or
South America, and 11% reported being born in the United States.

Comparisons between Latinas and Whites revealed discrepan-
cies in several key measures. Latinas reported worse communica-
tion relative to their White counterparts. Latinas also reported
poorer breast cancer emotional health than Whites. However,
Latinas reported higher treatment satisfaction than Whites.

Preliminary analyses. Control variables including stage of
cancer, education, age, and having one or more comorbid condi-
tions were examined for inclusion in the hypothesized model.
Having a comorbid condition was significantly related to the

Table 1
Sociodemographic and Cancer-Related Characteristics

Variable
Latinas

(n � 326)
Whites

(n � 168)

Age (SD) 50.03 (9.37) 53.80 (9.41)
Range 25–85 27–82

Education, N (%)
�High school 263 (80.7%) 61 (36.3%)
�High school 62 (19.0%) 107 (63.7%)

Income, N (%)
Less than $10,000 106 (32.5%) 50 (30.5%)
$10,000–�$20,000 74 (22.7%) 69 (42.1%)
$20,000–�$30,000 96 (29.5%) 31 (18.9%)
Greater than $30,000 50 (14.7%) 14 (8.5%)

Comorbidity, N (%)
None 243 (74.5%) 108 (64.3%)
Any 83 (25.5%) 60 (35.7%)

Stage of diagnosis, N (%)
I 94 (28.8%) 63 (37.5%)
II 166 (50.9%) 66 (39.3%)
III 66 (20.3%) 39 (23.2%)

Treatment type, N (%)
Lumpectomy 174 (53.4%) 94 (56.0%)
Mastectomy 149 (45.7%) 69 (41.0%)
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quality of life outcomes among Latinas and Whites and therefore
was included in analyses (see Table 3). The most common comor-
bid conditions were rheumatoid arthritis and diabetes. Other po-
tential control variables were not included in analyses as they were
not significantly related to quality of life, congruency in decision
making, or treatment satisfaction for either Latinas or Whites (all
ps � .05). Stage of cancer was modestly correlated with physician
inquiry into treatment preferences for Latinas, but was not corre-
lated with any other indicators of the communication effectiveness
variable and was not included in analyses.

Confirmatory factor analyses. For Latinas, fit indices for
the CFA model testing the adequacy of the measurement model

were good: Robust S-B �2(11, N � 326) � 8.41, p � .68, Robust
CFI � 1.00, Robust RMSEA � .00, SRMR � .03. Similarly, for
Whites, fit indices for the CFA were good: Robust S-B �2(11, N �
168) � 13.56, p � .26, Robust CFI � .99, Robust RMSEA � .04,
SRMR � .04. Table 2 presents the factor loadings of the measured
variables on their hypothesized latent variables in the CFA model,
as well as the means and standard deviations or frequencies of all
measured variables in the model. All measured variables hypoth-
esized to be indicators of the latent variables had factors loadings
that exceeded .30, and all were significant (p � .05).

Group comparisons. The initial factor structures for the two
racial/ethnic groups were compared with a test of factorial invari-

Table 2
Means, Standard Deviations, and Factor Loadings in the Confirmatory Factor Analysis

Variable

Latinas
M (SD) or percent

distribution

Whites
M (SD) or percent

distribution p-value

Latina
standardized

and
unstandardized

factor
loadings�

White
standardized

and
unstandardized

factor
loadings�

� B � B

Language use 7.53 (4.50) — — — — — —
Patient perceived self-efficacy in

communication 35.67 (13.32) 41.15 (9.41) �.001 — — — —
Patient-reported physician adequacy in the

decision process
Interactive information giving 9.33 (2.79) 11.32 (2.69) �.001 .60 1.00 .61 1.00
Time/information provision 13.27 (3.20) 14.57 (2.74) �.001 .31 .21 .58 .40
Physician inquiry into preferences 2.82 (1.10) 3.09 (1.11) �.05 .71 .47 .57 .43

Patient-reported physician quality of
communication 1.93 (1.15) 2.33 (1.07) �.001 — — — —

Congruency in decision making involvement
(incongruent/congruent) 37.12/62.88 23.80/76.20 �.05 — — — —

Treatment satisfaction 4.85 (0.40) 4.69 (0.62) �.05 — — — —
Quality of life

Breast cancer symptoms 52.17 (9.98) 52.40 (10.55) .81 .88 1.00 .55 1.00
Breast cancer emotional health 10.51 (3.36) 11.98 (3.22) �.001 .31 .12 .65 .36
SF-36 physical health 43.97 (10.01) 43.26 (11.80) .52 .64 .73 .44 .90
SF-36 mental health 47.22 (12.10) 45.40 (13.03) .13 .48 .67 .84 1.90

� All factor loadings p � .05.

Table 3
Zero-Order Correlations for All Measured Variables in the Model. Latinas Below Diagonal, Whites Above Diagonal

1 2 3 4 5 6 7 8 9 10 11 12 13

1. Language use — — — — — — — — — — — —
2. Patient self-efficacy .17� — .21�� .29�� .20� .30�� .10 .22�� .03 �.08 .10 �.07 .01
3. Information giving .37��� .40��� — .29�� .35��� .35�� �.06 .40��� .06 .03 .10 .14 .04
4. Physician quality of communication .18� .28�� .32��� — .27�� .24�� .08 .31�� .09 .08 .08 .09 .01
5. Physician inquiry .10 .33��� .45��� .28��� — .35��� .09 .29�� .11 .07 .05 .15� .03
6. Time/information provision .05 .08 .20�� .12 .25�� — .03 .31�� .09 .22�� .10 .19�� �.02
7. Congruency .05 �.03 .05 .10 .02 .10 — �.09 �.03 �.01 �.09 .02 .04
8. Treatment satisfaction �.09 .16� .22�� .20�� .16� .15� .18� — .06 .12 .19� �.03 .04
9. Breast cancer symptoms �.06 .05 .06 .06 .08 .03 .07 .24�� — .35��� .47��� .53��� �.21��

10. Breast cancer emotions .10 .10 .07 .12 .04 .12 .08 .12 .30�� — .54��� .26�� �.13�

11. Mental health .01 .13� .10 .19�� .03 .02 .10 .14� .45��� .50��� — .25�� �.15�

12. Physical health �.09 .11 .06 .10 .05 .03 .02 .16� .58��� .20�� .20�� — �.40���

13. Comorbid condition .08 �.10 �.06 .05 �.01 .05 �.03 �.02 �.22�� �.11 �.15� �.23�� —

� p � .05. �� p � .01. ��� p � .001.
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ance. The Robust 	S-B �2 between the model with the factor
loadings constrained to equality between the Latina and White
groups and a nonconstrained model was 23.20 with a change in
five degrees of freedom (p � .001). Thus, the factor structures
were not comparable across groups; Lagrange Multiplier tests
indicated that the factor loadings for information and time provi-
sion, breast cancer emotional health, and mental health contributed
to the difference. Releasing these equality constraints improved the
Robust S-B �2 difference between models to nonsignificance.

Structural equation model for Latinas. Mardia’s normal-
ized multivariate coefficient for the sample of Latinas (7.6) was
elevated. The SEM model had a good fit for Latinas (see Figure 2):
Robust S-B �2(54, N � 326) � 67.87, p � .09, Robust CFI � .97,
Robust RMSEA � .03, SRMR � .04. After removal of the
nonsignificant path from patient perceived self-efficacy in com-
munication to treatment satisfaction based on the Wald test, the
final model Robust S-B �2(55, N � 326) � 68.05, p � .11, Robust
CFI � .97, Robust RMSEA � .03, SRMR � .04 continued to
demonstrate a good fit. In the final model (see Figure 2), language
use and patient perceived self-efficacy in communication ex-
plained 34.0% of the variance in patient-reported physician ade-
quacy in the decision process. Language use, congruency in deci-
sion making, and patient-reported physician adequacy in the
decision process explained 16.0% of the variance in treatment
satisfaction. Patient-reported physician adequacy in the decision
process explained 28.0% of the variance in patient-reported quality
of physician communication. Treatment satisfaction, patient-
reported physician quality of communication in the decision pro-
cess and comorbid conditions explained 16.0% of the variance in
quality of life. The indirect effect of language use on patient-
reported physician adequacy in the decision process was signifi-
cant (standardized coefficient � .08, p � .05). The indirect effects
of patient- perceived efficacy in communication and language use
on patient-reported physician quality of communication were sig-
nificant (standardized coefficients � .23, .21, respectively, ps �
.05). The indirect effects of patient-perceived efficacy in commu-
nication and language use on treatment satisfaction were signifi-
cant (standardized coefficients � .15, .15, respectively, ps � .05).
The indirect effects of congruency in decision making, patient-
perceived efficacy in communication, and patient-reported physi-
cian adequacy in the decision process on quality of life were
significant (standardized coefficients � .04, .06, .15, respectively,
ps � .05). Neither the indirect effect of patient-reported physician
adequacy in the decision process on satisfaction nor the indirect
effect of language use on quality of life was significant (ps � .05).
No indirect effects on congruency were significant (ps � .05).

Structural Equation Model for non-Latina Whites. Mari-
da’s normalized multivariate coefficient for the sample of Whites
was 10.28. The hypothesized model for Latinas was replicated
among the White sample, without the inclusion of language use in
the model. The initial model did not have a good fit: Robust S-B
�2(47, N � 168) � 66.00, p � .03, Robust CFI � .92, Robust
RMSEA � .05, SRMR � .06 (Hu & Bentler, 1999). Lagrange
Multiplier and Wald tests did not indicate reasonable path modi-
fications that would improve the model fit. Because the structural
model was not a good fit for White women, we elected not to run
tests of invariance at the structural level between Latinas and
Whites.

Discussion

This study is among the first to examine pathways through
which language use and perceptions of communication effective-
ness specific to a medical decision-making context contribute to
decisional outcomes and quality of life in Latinas with breast
cancer. Consistent with hypotheses, greater use of English was
associated with greater patient-reported physician adequacy in the
decision process and greater patient self-efficacy in communica-
tion. Greater patient-perceived efficacy in communication was
associated with greater patient-reported physician adequacy in the
decision process. In turn, greater patient-reported physician ade-
quacy in the decision process was related to greater treatment
satisfaction, as was congruency in decision making. Greater
patient-reported physician adequacy in the decision process pre-
dicted greater patient-reported physician quality of communication
at 18 months. Higher treatment satisfaction at six months after
diagnosis predicted more favorable quality of life at 18 months.
Significant indirect effects suggest that language use, patient-
perceived efficacy in communication, and patient-reported physi-
cian adequacy in the decision process contribute to outcomes in the
model.

These findings underscore the important role that language
plays in contributing to effective patient-physician communication
during the medical decision-making process. The process of mak-
ing a medical decision can be daunting, especially for women
unfamiliar with the dominant culture of the medical system and
from lower socioeconomic environments, who may have limited
resources in place. In the current study, level of acculturation was
measured by predominant language use; Latinas with greater com-
mand of English are likely to experience fewer barriers to medical
communication in the United States and may feel more comfort-
able being assertive in communicating preferences and concerns
with physicians (Schouten & Meeuwesen, 2006).

In light of the established findings of greater treatment dissat-
isfaction and poorer quality of life demonstrated by Latinas with
breast cancer (Janz et al., 2009; Yanez, Thompson, & Stanton,
2011), the current findings also suggest that enhancing patient-
physician communication for this group is of particular impor-
tance. Among Latinas, a diagnosis of breast cancer might be
especially disruptive in light of culturally specific causal attribu-
tions about cancer, including the belief that cancer represents
punishment as well as fatalistic beliefs that cancer is equated with
a death sentence (Buki, Garces, Hinestrosa, Kogan Carillo, &
French, 2008; Espinosa de los Monteros & Gallo, 2011; Ramirez,
Suarez, Laufman, Barroso, & Chalela, 2000). Effective patient-
physician communication can be a means to help Latinas establish
more adaptive and realistic beliefs about their prognosis and ulti-
mately enhance their medical experience.

Findings that were counter to hypothesis also deserve attention.
Greater use of English among Latinas was associated with lower
treatment satisfaction. Perhaps low-income Latinas who use more
English had more access to informational resources, were more
likely to compare the medical care they received to an optimal
treatment scenario, or had higher expectations for their medical
care, contributing to lower satisfaction.

Also contrary to hypothesis, neither patient-reported physician
adequacy in the decision process nor patient-perceived communi-
cation self-efficacy was significantly related to congruency. One
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potential explanation is that Latinas may have desired to be the
final treatment decision maker but elected to defer the decision to
their physicians out of respect for authority figures. Respect for
authority figures, termed respecto in Spanish, is an important
characteristic of Hispanic cultures. Patients taking the lead in
conversation or making the final treatment decision may be viewed
by Latinos as arrogant (Sheppard et al., 2008). Cultural expecta-
tions may have prevented women from taking the lead in making
the decision despite having experienced an effective patient-
physician communication process, thus weakening the link be-
tween communication effectiveness and congruence. Among Lati-
nas and Whites, external factors also may contribute to the lack of
association. It is possible, for example, that family or friends who
were present during the consultation encouraged the patient to
change her desired level of participation. Such external influences
are not captured in the current model. Collection of data regarding
women’s explanations for other contributors (e.g., agreeableness)
to incongruence in decision making would provide a richer expla-
nation of the relevance of this variable for Latinas and other
women. It is also worth noting that the present study employed one
approach to establishing congruency in decision making and other
approaches for establishing congruency in decision making should
be investigated in future research. Also worth noting is that al-
though higher patient self-efficacy in communication was not
directly related to congruency or treatment satisfaction, it did have
a significant indirect effect on satisfaction. Similarly, although
language use was not related to patient-reported physician quality
of communication, it did have a significant indirect effect on
patient-reported physician adequacy in the decision process.

Patient-reported physician quality of communication was not
significantly related to better quality of life, suggesting that among
Latinas it is the more practical aspects of the physician-initiated
communication reflected in the patient-reported physician ade-
quacy in the decision process construct that more strongly relate to
decisional and health outcomes. One interpretation of this finding
is that among Latinas, specifically those who have little to no
command of the English language, the practical aspects of com-
munication in decision making are more strongly related to out-
comes than the quality or value placed on the communication.

Bivariate analyses between Latinas and Whites revealed several
notable group differences (see Table 2). Compared to Latinas,
Whites reported significantly better efficacy in communication,
greater patient-reported physician adequacy in the decision pro-
cess, greater patient-reported physician quality in communication,
and greater congruency in decision-making. Whites reported sig-
nificantly better breast cancer emotional health, a finding which is
consistent with the literature on quality of life disparities in breast
cancer (Yanez et al., 2011). These findings underscore the need for
interventions to improve Latinas’ communication in decision mak-
ing. Tests of invariance for factor loadings across Latinas and
non-Latinas revealed significant differences on factor loadings for
patient-reported physician adequacy in the decision process and
quality of life. These results suggest that ethnicity may moderate
the structure of patient-reported physician adequacy in the decision
process and quality of life for Latinas and Whites. Time and
information provision was less strongly related to patient-reported
physician adequacy in the decision process for Latinas than for
Whites. For Latinas, quality of life was more strongly associated
with breast cancer symptoms and physical health, whereas for

Whites quality of life was more strongly associated with emotional
health and mental health. Fit indices for the structural equation
model revealed that the model was not a good fit for White
women. This finding is not surprising given that the hypothesized
model is a conceptually driven model developed for Latina women
with the language use variable central to the model and the specific
aim of testing direct and indirect paths between language use,
communication in decision making, and outcome variables.

Results suggest that better patient-reported physician adequacy
in the decision process appears to contribute directly to high
treatment satisfaction. Women’s communication self-efficacy ap-
pears important to extent that it facilitates better physician com-
munication. However, reverse causality is plausible. Research also
is necessary to examine additional contributors to treatment satis-
faction and quality of life. For example, one possibility is that
women who reported greater overall satisfaction with treatment
also experienced better quality of care (e.g., comprehensive hos-
pital, more knowledgeable treatment team), which increased qual-
ity of life.

Findings require interpretation in light of additional study
limitations. Findings are based on patient retrospective self-
report and therefore are subject to recall and response biases;
however, patients with breast cancer can accurately report de-
tails of their treatment (Liu, Diamant, Thind, & Maly, 2010).
Another limitation is the use of language as a proxy for accul-
turation; other potentially influential aspects of the accultura-
tion process were not captured in the current model. For exam-
ple, inclusion of indicators of acculturation such as women’s
perspectives on social roles may provide a richer measurement
of acculturation, as views on social roles likely inform commu-
nication processes. Also worth noting is that the current model
employed a single-item measure of treatment satisfaction.
Single-item measures must be interpreted with caution as they
may have low reliability. However, if the construct being mea-
sured is unambiguous and narrow in scope, single-item mea-
surement may suffice (Gardner, Cummings, Dunham, & Pierce,
1998). Participants were recruited from California, and the
majority were of Mexican origin (California Health Interview
Survey, 2005). Mexicans are the least likely of Latino popula-
tions living in the United States to have graduated from high
school and are more likely to be living below the poverty level
(compared to Cubans; Howe et al., 2006). Although additional
Latino groups warrant study, Latinas of Mexican heritage are an
important group to target for investigation and evidence-based
intervention.

Findings support the importance of interventions targeted at
enhancing patient-reported physician adequacy in the decision
process and women’s self-efficacy for communicating with their
physicians. Such approaches may consist of modeling question
asking and helping women to prepare questions prior to their
medical consultation (Greenfield, Kaplan, Ware, Yano, & Frank,
1988). Interventions are needed to facilitate expression of patients’
priorities and concerns in a manner which is concordant with their
culture but which also promotes comfort with expression. The goal
of such interventions is to provide women with the maximum
opportunity to have their concerns addressed and their treatment
preferences acknowledged. Although very limited, research on
interventions to enhance decision-making skills suggests that Lati-
nas prefer help with asking questions and can benefit from re-
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sources such as Latina peer role models (Sheppard et al., 2008);
additional studies are needed to determine the most effective ways
to implement culturally sensitive interventions to enhance com-
munication.

Current findings also highlight the important role physicians
play in the decision-making process. Some physicians ignore the
psychosocial aspects of illness and the need to engage patients
explicitly in a discussion of patients’ decisional preferences (Dow-
sett et al., 2000). Research demonstrates that Latinas are likely to
benefit when their physician elicits patient preferences, provides
information tailored to their diagnosis, and asks open-ended ques-
tions (see Lee, Back, Block, & Stewart, 2002, for a review on
medical communication). Although Latinas, specifically Spanish-
speaking Latinas, are less likely to make the final treatment deci-
sion compared to their White counterparts (Hawley et al., 2009;
Maly et al., 2006), health care professionals should not equate
lower desired involvement in decision making with a desire for
less cancer-related information or attention to their needs. Latinas
may also benefit from having physicians elicit their preferences for
involvement in decision making, which may establish rapport and
invite a collaborative decision-making process. Continued research
in the areas of patient-physician communication and decision
making can inform targeted and tailored interventions to improve
the breast cancer experience of Latinas.
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