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Abstract
Women are often asked by their doctors to choose their preferred treatment for early breast cancer. Evidence shows that many women
are distressed and confused about how to make this treatment decision and frequently seek help from nurses. Very little is known
about women’s value-centred decision-making in relation to selecting treatment for breast cancer and for nurses it is difficult to
know how to assist these women with this process. In this study, 377 women participated prior to undergoing routine mammography
screening and the data were collected using the Pre-Decision Portfolio Questionnaire (PDPQ) by Pierce 1. The partipants identified
that expected treatment outcomes were the most important factor in choosing early breast cancer treatment. The majority reported
that it was very important that a treatment would reduce the chances the cancer would return (95.6%), increase the length of their
life (82.1%) and lead them to being healthy (80.4%). In addition, the participants indicated that it was important, or very important,
that the emotional consequences of the treatment did “not make you depressed” (88.6%) or “sad” (90.4%) and should “keep you
from worrying” (97%) and “give you peace of mind” (98.6%). Other factors, such as treatment’s side effects, were identified as less
important. Age, employment, education and having a family history of breast cancer were found to be significant influencing variables
on the values of the participants. It was concluded that assessing and understanding the treatment values of women can help nurses
focus on areas of importance to the woman and lead to informed decision-making when they are choosing treatment for early breast
cancer.

Introduction

Women who are diagnosed with an early stage of breast cancer

Throughout the industrialised world, breast cancer remains a

have more treatment choices and a better prognosis than
women who have developed an advanced form of the disease. In

major cause of morbidity and mortality in women. In western

Australia, the TNM Clinical Classification defines early breast

countries the incidence of women developing this disease

cancer as a tumour >2cm and <5cm in diameter, with no fixed

during their lifetimes is one in eleven in Australia 2, one in nine

lymph nodes and no evidence of metastases (this corresponds

in the UK 3; one in eight in the USA 4. Each year over 11,000
Australian women are diagnosed with breast cancer 2 and up to
one third of these women are aged <50 years .
2,5

to tumours T11-2, N0-12, M0) 6. The surgical recommendations
for women diagnosed with early breast cancer are a mastectomy
or breast conservation surgery (lumpectomy); both treatment
options include auxiliary dissection 6.
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After diagnosis of breast cancer, women are vulnerable to

development of the Psychosocial Clinical Practice Guidelines

high levels of stress 7,8,9 psychological distress, and they suffer

for women with breast cancer 12; the development of the role of

the consequent upheaval to their emotional wellbeing

the specialist breast care nurse and their specific competency

10,11

.

The emotional turmoil places them at risk of developing
interpersonal difficulties, body image and sexuality problems,
depression and anxiety 12. Of Australian women diagnosed, A
34% will be highly distressed or will experience high levels of
psychological disturbance; 35.4% will be experiencing distress
at three months post-diagnosis and up to 20% at twelve months
post-diagnosis 12 .

based standards 34.
Many women may not have suitable access to health services,
or possess the emotional and cognitive resources and skills
following the diagnosis of breast cancer to make informed
quality treatment decisions 35. Many women are uncertain about
choosing treatment and often seek supplementary information
and guidance from nurses 9. Nurses currently do not have
structured methods to provide this support and may feel

Breast cancer treatment decision-making
The recent fundamental paradigm shift in western countries from
the traditional, paternalistic model of healthcare to consumer
focused healthcare encourages doctors to shift the treatment
decision-making responsibility to the patient. Following a
diagnosis of early breast cancer, women are encouraged to
participate with their doctor in choosing between equally

inadequate. The support of nurses in helping women in this
decision-making process is vital because women often reflect
on their decision both before and after consulting with their
doctors.

Decision-making models

effective treatment options – mastectomy and lumpectomy

Although there are many normative and descriptive decision-

with adjuvant radiotherapy and possibly chemotherapy

making models, these do not adequately explain the process

13,14

– and women choose a treatment plan based on their values,

of choosing medical treatment in a naturalistic setting when

preferences and lifestyle 9.

the person is in a distressed state 8. Normative models describe

Many

sociodemographic

factors,

such

age

and

5,16,17

education 18,19,20 have been identified as influencing this decisionmaking process. Other factors such as expectations of quality of
life, psychological and physical state, perception of risks and
preferences about the treatment options 21,22,23 are also known to
influence choices for early breast cancer treatment.

what people should do; descriptive models describe what people
actually do 36. Recently, decision science has evolved a new area
called 'naturalistic decision-making' to describe how people
actually make a decision in a natural setting. Naturalistic
decision-making consists of four key features: it is a dynamic
process with changing conditions; it has real time reactions
to these condition changes; it has ill-defined goals and ill

There is evidence that women experience better psychological

structured tasks; and it involves knowledgeable people 37.

outcomes, such as less depression and anxiety, when they
have been involved with their doctor in choosing between

Decision-making for medical treatment

breast cancer treatments

Three major components make up the decision-making process

. However, some women do

7,24,25,26,27

not wish to participate in the responsibility of such decisions
and the burden of choice can cause further anxiety 23,28. The
varieties of treatment and information can cause confusion for

for medical treatment:
1.

choices).

women, who are already distressed. This is especially the case
when asked to make quality of life decisions from unfamiliar
medical language 29 and uncertain outcomes 7,8,30. In Australia,
these circumstance can be further compounded by a number of
health system barriers, such as a lack of continuity of care for
women with breast cancer, the short time between diagnosis
and treatment, inconsistency of information given, and the
geographical distance of treatment options 6,12.

The decision problem (which has at least two possible

2.

The decision-maker (patient).

3.

The context (or environment) 21,22.

The conceptual model adapted in this study was the "empiric
description of the decision-making" 22. This model enables nurses
to assist patients in their decision-making in difficult, distressing
and uncertain situations. The first stage of determining the

However, in the last five years in Australia, a number of

salience of the problem can be applied to assessing women’s

initiatives to address these deficiencies have been put in place:

values involved in choosing medical treatment 22. This model

communication skills training for oncologists ; the assessment

examines the problem for the decision-maker (patient) and

of cancer patients communication needs ; distress levels ; the

discusses the sequential stages of diagnostics:

31

32

10
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1.

2.

Salience of the problem (understanding of the problem,

treatment outcomes in a clear format that women can process

the risks and possible outcomes of each alternative).

and understand in order to help them make informed decisions
that are value–centred and suit their lifestyles.

Decomposition of alternatives (understanding the
components of alternatives).

3.

Information seeking (need or avoidance for further
information).

4.

Strategy (existence of a treatment plan).

5.

Declaration of choice (decision).

6.

Post-decision appraisal (satisfaction of decision choice/s).

Included in the model are questions that nurses can apply to
determine (diagnose) the decision support (such as information
and psychosocial interventions) necessary to assist the patient
in the process of decision-making.

The role of the nurse in decision support
Nurses have an ethical responsibility, “to promote health, to
prevent illness, to restore health and alleviate suffering” 38.
For nurses to fulfil these ethical imperatives, it is critical that
women receive sufficient information in a way they can process,
interpret, and use it as a base for informed consent for choosing
care and treatment for early breast cancer. However, the nature
of the value-centred decision-making process of women with
cancer is complex and not fully understood, and research

The study
Aim
The aim of this cross-sectional explorative survey was to
investigate the prediagnostic values and sociodemographic
variables of Australian women that influenced their choice
of treatment for early breast cancer. Before evidence-based
decision support interventions can be further developed and
evaluated, it is essential to obtain an understanding of women’s
unaided decision-making for choosing medical treatment.
Currently, there is limited information available for nurses that
provides a structured method to guide the matching of women’s
values with the care provided. To redress this gap, this study
provides a baseline to compare the treatment values of women
and the sociodemographic factors that influence them.

Research Question
The research question developed for this study was: What are
women’s prediagnostic values and influencing sociodemographic
variables involved in choosing early breast cancer treatment in
a hypothetical scenario?

of aspects of women with breast cancer continues 39,40,41,42,43.

Definitions

Published studies and future research should guide and assist

The research variables for the study were defined as:

nurses in their decision support assessment and interventions.

•

Treatment values – the factors important to women when
they are choosing hypothetical medical treatment for early
breast cancer.

•

Pre-diagnostic decision-making – the choosing of medical
treatment if they are hypothetically diagnosed with early
breast cancer.

•

Socio-demographic variables – the background of
participants such as age, education level, employment
status, occupation and personal and family history of breast
cancer.

•

Hypothetical scenario – questions relating to what
treatment choices they would make if diagnosed with early
breast cancer.

For nurses to help women choose medical treatments that are
consistent with their values and lifestyle and improve their
satisfaction, more information and understanding is required
about what factors women believe are important and what
sociodemographic variables influence choice of treatment.
Values can be defined as 'ideals, beliefs, customs, modes of
conduct, qualities, or goals that are highly prized or preferred
by individuals, groups or society’, which are culturally based44.
In decision science, a ‘value’ is described as attractiveness of
a possible outcome

45

and a ‘utility’ is defined as a patient’s

preference for a particular alternative 21,46. Individual decisions
are value-centred and choices are mediated (influenced) by
their religious, personal and cultural values 22 and satisfaction is
related to choices that are consistent with a person’s values and
expectations 47. If nurses are able to accurately assess women’s

Participants

values and understand some of the influencing sociodemographic

The total non-probability (convenience) sample consisted of
377 women (response rate 66%) who were undertaking routine
mammography screening at a Brisbane breast clinic. Brisbane is
the capital city of the state of Queensland in Australia. Women

variables, they are able to target and deliver clear information
that is important to women to help them make informed
treatment decisions. Nurses need to provide information about
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who had declined the invitation to participate in the study
stated that they had attended the breast clinic during their
work time and wanted to return to their workplace as soon as
possible.
The rationale for selecting this sample was that mammography
is a screening procedure for breast cancer and so the women
“How important is it to you

are already aware of the possibility of being diagnosed with
breast cancer. Data gathered from these women are the closest
match to women actually diagnosed with breast cancer without
increasing the distress to women already in the midst of
diagnosis or treatment. This sample also provided contact with
a large number of women who were attending routine breast
cancer screening.

Result

that the treatment….”

Influencing variables#

Treatment outcome
“allow

you

to

get

well

quickly?”

“be

a

tried

and

true

treatment?”

“let you be healthy?”

“let you live a long life?”

“help you get completely
well?”

“cure you?”

“get rid of the cancer?”

“reduce chances the cancer
will come back?”

Very important

64.9%

Average important

28.2%

Less important

6.9%

Very important

74.0%

Average important

19.6%

Less important

6.4%

Very important

80.4%

Average important

19.1%

Less important

0.5%

Very important

82.1%

Average important

15.7%

Less important

2.2%

Very important

90.1%

Average important

9.6%

Less important

0.3%

Very important

90.9%

Average important

8.2%

Less important

0.8%

Very important

93.6%

Average important

6.4%

Less important

0%

Very important

95.6%

Average important

4.4%

Less important

0%

Believers

86.3%

in God

82.4%
59.1%
p=0.0038

Age

51.3 ±7

Professional

27.2%

Mean

54.4 ±9.1

Occupation

21.1%

(±SD) ##

57.8 ±8.6

Age

p=0.0033
51.5 ± 8.0

Mean

56.2 ± 8.1

37.5%

(±SD) ##

42

100%

Age

p=0.022
51.5± 8.0

Mean

54.8± 8.6

40.7%

(±SD) ##

62.3±3.2

33.3%

Employed

p=0.0090
68.3%

p= 0.0122*

37.5%
Employed

Employed

p=0.0082
69.5%

p=0.067*
69.1%

45.0%
0%
p=0.0234
Employed

68.2%
28.6%
0%
p=0.098

Table 1: Participant’s (N = 377) rating of the importance of different values relating to potential breast cancer treatment and influencing
sociodemographic background variables.

# Influencing variables of categorical nature given as percentages in the categories 'very important', 'average important', and 'less
important'. For example, for the treatment outcome “be a tried and true treatment?”, 86.3% who rated this 'very important' also
reported belief in God; 82.4% who rated this 'average important' reported belief in God; and 59.1% who rated this 'less important'
reported belief in God (p = 0.0038).
## Age is presented by mean value and standard deviation (SD). For example, women who rated the treatment outcome “let you
live a long life” as 'very important' had a mean age of 51.3 years; 'average important' a mean age of 54.4 years; and 'less important'
a mean age of 57.8 years (p = 0.0033).
* These p-values are results of Fisher’s exact test.
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“How important is it to you

Result

that the treatment….”

Influencing variables

Side effects
“not be painful?”

“not make you sick?”

“not have many side effects?”

“not have serious side
effects?”

“not be dangerous?”

Very important

32.5%

Average important

33.9%

Less important

33.6%

Very important

40.2%

Average important

32.0%

Less important

27.8%

Very important

45.2%

Average important

36.8%

Less important

18.0%

Very important

59.9%

Average important

31.0%

Less important

9.1%

Very important

82.2%

Average important

14.2%

Less important

3.6%

Very important

56.1%

Average important

32.5%

Less important

11.4%

Very important

60.1%

Average important

30.3%

Less important

9.6%

Very important

76.6%

Average important

20.3%

Less important

3.0%

Very important

87.9%

Average important

10.7%

Less important

1.4%

University

26.3%

Education

35.1%
47.8%
p=0.0112

Professional

26.6%

Occupation

21.2%
46.2%
p=0.0243

Emotional consequences

“not make you depressed?”

“not make you sad?”

“keep you from worrying?”

“give you peace of mind?”

Family

51.0%

history of

47.4%

breast cancer

25.6%
p=0.0148

Family

50.2%

University

31.0%

history of

48.6%

Education

33.3%

breast cancer

23.5%

57.6%

p=0.0412

p=0.0363

Urban living

78.1%
92.4%
62.5%
p=0.0136

Table 1 (continued)

Instrument and data collection

representative of the study’s population were used to validate

The Pre-Decision Portfolio Questionnaire 1 was used to collect

the instrument prior to data collection of the sample. The

data for the study. This instrument was developed following the
analysis of interviews from 48 women diagnosed with early breast
cancer in a grounded theory study 9. Information was collected
from participants about their sociodemographic background
and their decision-making treatment values relating to early
breast cancer treatment 1. A small group of Australian women

internal consistency reliability of the value items was assessed
by the Cronbach alpha method and the results were: Treatment
Outcomes = 0.84; Side Effects = 0.80; Emotional Consequences
= 0.73; Effects of Treatment on Energy Levels = 0.93; General
Perceptions = 0.84; Characteristics of Treatment = 0.75.
The questionnaire was a series of closed-ended questions about
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women’s demographic details and decision-making values for

questions relating to general characteristics of the treatment,

treatment. The questionnaire was divided into two areas: socio-

the effect of treatment on energy, side effects, treatment

demographic variables and treatment values. Socio-demographic

outcome, and emotional and perception consequences of the

variables included thirteen items: age, education, marital status,

treatment. For comparative analysis, the scale was reduced to a

address postcode, occupation, employment status, income,

3-point scale ('not so important', 'average important', and 'very

private health insurance status, and experience with breast
cancer or cancer in the family and/or a close person, medical
diagnosis and significant support person. Treatment Values

important'). A full list of the items can be found in Tables 1
and 2.

covered thirty-one items scored on a 5-point scale from 'not

When women arrived at the breast screening clinic, they

at all important' to 'critically important'. These items included

were given written information about the study while waiting

“How important is it to you

Result

that the treatment….”

Influencing variables

Effects of treatment on energy levels
“not limit your activities?”

“not make you tired?”

“keep you physically active?”

“keep your energy level up?”
“not interfere with your daily
life?”

“let you control your life”

Very important

50.7%

Average important

35.6%

Less important
Very important

13.7%
53.8%

Average important

34.7%

Less important
Very important

11.5%
54.7%

Average important

36.3%

Less important
Very important

9.1%
56.4%

Average important

36.5%

Less important
Very important

7.1%
50.4%

Average important

31.6%

Less important

18.0%

Very important

64.7%

Average important

29.8%

Less important

5.5%

Very important

16.4%

Average important

19.4%

Less important
Very important

64.2%
27.6%

Average important

31.0%

Less important

41.4%

Very important

31.1%

Average important

40.5%

Less important

28.4%

Very important

37.6%

Average important

28.7%

Less important

33.7%
47.9%

University

26.8%

36.6%

Education

44.0%

Believers

84.6%

in God

78.1%
100%
p=0.0404

General perceptions
“not change the way people
think about you?”
“not interfere with your sex
life?”
“allow you to wear clothes
and look normal?”
“not make you feel bad about
your body?”
“allow you to still feel like a
woman?”

Very important
Average important
Less important

Table 2
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15.4%

University

27.5%

Education

34.8%
43.0%
p=0.0286

34.5%
p=0.0104

“How important is it to you

Result

that the treatment….”

Influencing variables

General characteristics of treatment
“be convenient?”

“be affordable?”

“be quick?”

“allow you to get back to work
soon?”

Very important

14.9%

Average important

30.6%

Less important

54.5%

Very important

18.7%

Average important

29.1%

Less important

52.2%

Very important

22.6%

Average important

30.4%

Less important

46.9%

Very important

38.1%

Average important

29.8%

Less important

32.1%

Living with

77.6%

With private

70.6%

somebody

81.6%

health

82.9%

91.2%

insurance

87.4%

University

p=0.0083
26.3%

Education

35.5%

p=0.0071

40.0%
p=0.0284

Table 2 (continued)

for their mammography screening. If women consented to
participate in the research, they were asked to complete the
consent form and a questionnaire and to place both items in
a sealed box located in the waiting room. The information
sheet for the study included an explanation of the two surgical
options for early breast cancer; mastectomy (total removal of
the breast) and lumpectomy (removal of breast lump).

Pilot Study
A pilot study of 47 women who completed a questionnaire
prior to routine mammography screening was conducted and

rates in the extreme categories, the treatment outcomes were
reduced from a 5-point scoring scale ('not at all important' to
'critically important') to a 3-point scale ('very importan', 'average
importan', 'less important'). Bivariate associations between
sociodemographic variables and decision-making treatment
values were assessed using Chi-square tests and Fisher’s exact
tests, if both characteristics were categorical (Fisher’s exact test
was used when expected frequencies were small), and analysis
of variance, if one characteristic was categorical and the other
numerical (age). Statistical analysis was performed using SPSS
for Windows release 6.1.3 and, in the statistical analysis, a
significance level of 0.05 was assumed.

evaluated, using the protocol described above. No changes were
required to the data collection procedure and protocol, so the
entire pilot data collected was included in the study.

Ethical considerations
The researchers applied and obtained ethical approval for the
study from the Experimentation Ethics Committee of James
Cook University and permission from the site for conducting of
the study. During the study the clinic’s specialist breast nurses
were available to give support to the women in the study if they
felt distressed by the questionnaire. No women approached the
specialist breast nurses or indicated in the open-ended questions
at the end of the questionnaire that they had experienced
distress while participating in the study.

Data analysis

Findings
Participants
The participants (N=377) in the study ranged in age from 33
to 76 years (mean age = 52 years, SD ± 8.2 years); 80.6% were
living in the urban area of Brisbane; 57.9% had completed high
school, 8.3% had completed Technical and Further Education
(TAFE) and 33.8% had completed university; 86% reported
residing with others; 83.9% reported a belief in God; 66.1%
reported being in employment; 82.9% held private health
insurance; 23.9% reported a household income of >$AUS
27,500 per person per year. Six of the participants reported a
personal history of breast cancer and 47.1% a family history of
breast cancer.
Almost three-quarters (73.3%)(N=377) of the participants
reported that they would choose to undergo a lumpectomy with

Descriptive and inferential analyses of the data were performed

radiation, compared with 26.7% who would choose mastectomy

following the data cleaning process. Because of low response

treatment. Due to the amount of data collected, specific details
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about the decision-making styles and processes of the sample

“reduce chances the cancer will come back”, although this was

have been separated and discussed elsewhere 68.

not significant (p = 0.098).

Breast cancer treatment values

Discussion

Table 1 presents the participant’s rating of their values when

Treatment values

deciding about early breast cancer treatment. The majority

The study identified that treatment outcomes were the most

(82.2%) rated as 'very important' that the treatment "not be

important consideration for selecting hypothetical medical

dangerous", that it should “get rid of the cancer “ (93.6%), that

treatment. These findings are consistent with other studies

it would “reduce chances the cancer will come back” (95.6%),

of women diagnosed with breast cancer 23,48. Understanding

that it would “cure you” (90.9%), and that it would “give you

information about the precise types of treatment that are

peace of mind” (87.9%).

important to individual women is critical for nurses, so that they

Most high percentages in the 'very important' category were
related to statements concerning treatment outcome. The vast
majority rated as 'very important' that the treatment would
“reduce chances the cancer will come back” (95.6%) and that
it would “get rid of the cancer” (93.6%). Many were concerned
about the side effects of treatment; an overwhelming majority
desired that the treatment should “not be dangerous” (82.2%)
and that it should “give you peace of mind” (87.9%). Practical
consideration of expense and time taken to recover was rated
'less important'. Only 18.7% rated as 'very important' that
treatment be affordable or to “allow you to get back to work
soon” (38.1%).

decision–making, reduce their distress levels and increase their
psychological wellbeing 49. By contrast, non-focused information
can increase women’s uncertainty and anxiety, and lead to
depression and post-decision regret 8,9,50.
In decision-making, if the attractiveness between the alternatives
are small, people will often seek further information 9,51,55. Nurses
require careful consideration to frame the problems of each
treatment alternative, because this discussion may alter the
women’s preferences

. A study about

52,53

women choosing

adjuvant therapy following surgery reports that the global
presentation of information is more important to the decisionmaking for women than other factors 54.

Breast cancer treatment values and
sociodemographic factors
Table 1 presents the

can provide more focused information support to aid women’s

influence of sociodemographic

characteristics of the participants' ratings of values of breast
cancer treatment. The sociodemographic factors considered
– age, employment status, occupation, education, belief in God,
family history of breast cancer, residence in urban or rural areas,
living with alone or with others, and private health insurance
coverage – were found to be influencing sociodemographic
background variables. Younger participants were more likely
than older participants to to rates as 'very important' the
treatment outcome, “let you live a long life” (p=0.003), but 'less
important' that it “helps you get completely well” (p=0.022).
Participants who rated as 'very important' that the treatment
should “cure you” were on average >10 years younger and more
likely to be employed than participants who rated this as 'less
important' (p=0.0090, p=0.0122, respectively).

In this study 93.1% of the participants also rated as 'average
important' and 'very important' that the treatment outcome
“allow you to get well quickly”. This result is not surprising since
a diagnosis and treatment of breast cancer can have dramatic
financial effects on the lifestyle of women and their ability to
care for children and perform their daily activities 5. In addition,
given the remoteness of parts of Australia, women often have
difficulty accessing information and services. Nurses who care
for women in North Queensland anecdotally report that some
women in this area may choose to undergo mastectomy (even if
this is not the preferred option), so they can return home more
quickly (particularly if living and running the family farm),
rather than the time and travel needed to undertake radiation
therapy.
Women’s needs and preferences for decision involvement,
specific types of information and psychosocial support , change
throughout the course of the treatment and require frequent
individualised 55 review and assessment by nurses. Inability to

Of the participants who rated “get rid of the cancer” as 'very

differentiate between treatment alternatives can lead to less

important', 68.3% were currently employed compared with

satisfactory decisions 56 and post-decision regret 9. Women need

45.0% rated this as of 'average importance' (p = 0.0234).

to understand clearly the differences between each alternative

Employment showed a similar trend in the treatment outcome

and the information should be individually customised to explain

16
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the consequences characteristic of each type of treatment 50 so

of nursing care, and that they understand psychological support

that they can choose a treatment that matches their values and

is important, they also feel that they often do not have the

preferences .

skills and time to provide this support 65,66. In Australia, the role

22

Women will individually experience a myriad of psychological
and emotional changes following diagnosis and in the treatment
phase 12, and following breast cancer treatment one-third of
women can experience severe psychological adjustment disorders
such as anxiety and depression 57,58. In Australia, a recent study
of 132 women diagnosed with early breast cancer and prior to

of specialist breast care nurses is evolving. More nurses in more
locations can identify and care for women who are at increased
risk of psychological morbidity 67,68. Women who are separated or
divorced or financially disadvantaged by earning a low income
have little social support or specific cultural needs 6

any initial treatment, found 23.5% were depressed and 28.8%

Socio-demographic variables

were experiencing anxiety 59 measured using the Brief Symptom

In the present study there was a positive correlations between

Inventory -18 . Therefore, nurses need to consider how they

participants' age treatment decision-making, and this is

can provide short- and long-term psychological support and

consistent with previous studies of women diagnosed with

interventions for women after their initial treatment to increase

breast cancer 15,16,17. For example, younger women want more

their quality of life and improve their psychological wellbeing 12.

information than older women 17,69, although older women often

Women are being offered early discharge after treatment from

are less knowledgeable about breast cancer 70. In addition, older

some centres, and nurses need to assess their social support. If

women may not be as computer literate as younger women and

early discharge from hospital after surgery for breast cancer is

nurses need to offer non-internet forms of information to meet

safe and is well received by patients, early discharge seems to

individual preferences. Moreover, threatening information can

enhance the opportunity for social support within the family .

lead to reacting in an adaptive or maladaptive manner. The

60

61

Almost three-quarters of the participants reported that they
would hypothetically choose a lumpectomy with radiation

order of the information may affect a women’s adaptation 71 and
requires careful planning by nurses.

therapy if they were diagnosed with early breast cancer, but 60%

Employed women were more likely to choose radical surgical

of Australian women diagnosed with breast cancer undergo a

treatment. Women in the sample were on average younger

total mastectomy 62. One possible explanation for this result in

(mean=53yrs) and well educated (33.8% with university

the study may be that the information is presented differently

education). Reasons for this finding are not clear, but may

in a clinical setting when women are actually given a definitive

include women taking notice of the education campaigns and

diagnosis of early breast cancer and told that radiation treatment

reading more in media reports about the side effects of breast

can be between six to nine weeks, as opposed to undergoing

cancer treatment. Furthermore, this result raises questions about

one operation. Because treatment outcome values were rated

the possible relationship between education levels and the

highest, diagnosed women may unconsciously choose the

processing of information by women. Possibly, they understood

treatment (mastectomy) that they believe will best fulfill

that some negative treatment consequences might be necessary

these values. Success of outcome appears more important than
problems with body image despite the rational knowledge that
both treatments are equal in outcome.
Women who

have chosen a mastectomy often experience

more difficulty with their self image and self esteem, whereas
women with conservation surgery are often more concerned
with a recurrence of breast cancer 50. Consequently, nurses also
need to provide women with information about the newer
and safer techniques for breast reconstruction 63. Individualised
assessment of women’s social support, resourcefulness and self
esteem is essential to predict the wellbeing 64 and long-term
psychological adjustment of women 22.

to achieve health. Positive correlations were found between
participants' university education and perceptions of themselves
and their bodies.
Participants with a family history of breast cancer were more
likely to hypothetically prefer treatment that did not have
negative psychological consequences of sadness or depression.
These women possibly have experienced an affected family
member suffering significant psychological problems, such
as depression and anxiety. Likewise, women with a family
history of breast cancer often experience a significant level
of psychological distress that requires counselling 72. There is
evidence 73 that a woman's psychological state before breast

While many Australian nurses report that information about

cancer is one of the best predictors of adjustment following

the physical aspect of breast cancer is integral to the provision

breast cancer treatment.
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in designing an action plan with her doctor. Nurses need to

The limitations of this study were the convenience sampling

provide focused information supports that frame the problems of

method and the fact that the sample consisted of women who
were undergoing routine mammography screening for breast
cancer and had not been diagnosed with breast cancer. The
participants were asked to imagine if they had been diagnosed
with early breast cancer and to consider what factors would be
important to them in choosing between the equal alternatives
of mastectomy or lumpectomy (conservation surgery).

each treatment alternative, so women can clearly differentiate
between treatment options and make decisions that match their
values and lifestyle, and use the current evidence available, such
as the Psychosocial Clinical Practice Guidelines for women
with breast cancer developed by the National Breast Cancer
Centre 12.

However, many women who undergo routine mammography
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References
1.

Pierce PF. Pre-decision Portfolio Questionnaire. School of Nursing
University of Michigan, Ann Arbor, Unpublished, 1995.

2.

National Breast Cancer Centre. What is breast cancer? 2005. http://
www.breasthealth.com.au/whatisbreastcancer/index.html, Retrieved
1/12/05.

3.

National Health Scheme Breast Cancer. NHS Cancer Screening
Programmes 2006. http://www.cancerscreening.nhs.uk/breastscreen/
breastcancer.html Retrieved 17/01/06.

4.

American Cancer Society. Overview of breast cancer, 2006. http://
www.cancer.org/docroot/CRI/content/CRI_2_2_1X_How_many_
people_get_breast_cancer_5.asp?sitearea= Retrieved 17/01/06.

5.

National Health and Medical Research Council. Clinical practice
guidelines for the management and support of younger women with
early breast cancer. Australian Government National Health and
Medical Research Council, Canberra. 2003.

6.

National Health and Medical Research Council Clinical practice
guidelines: management of the early breast cancer, Commonwealth of
Australia, Canberra, 2001.

7.

Pierce P F. Decision-making of women with early stage breast cancer:
a qualitative study of treatment choices, UMI Dissertation Services,
Ann Arbor (1986)

8.

Pierce PF. Women’s experience of choice: confronting the options
for treatment of breast cancer. In Breast Cancer: Collaborative
Management (Ed. Harness J, Obermas H, Lichter A, Alder D & Cody
R) Lewis Publishers, Chelsea, 1988.

9.

Pierce PF. Deciding on breast cancer treatment: a description of
decision behavior. Nursing Research, 1993;42(1):22-28.

have been able to process the treatment information more
effectively and match their treatment choices with their values,
preferences and belief system better than those in distress, and
possibly make better decisions. The sample reflected a higher
percentage than the general population of women who were
university educated. Further research is required to examine the
influence of education in women’s treatment values. However,
the findings suggest that factors influencing choice of medical
treatment vary dramatically. Therefore, it is recommended that
women receive individual assessment by nurses to determine
their values, access to information, problem solving ability and
desired level of engagement in decisions and decision support,
when choosing medical treatment for early breast cancer.

Conclusion
This preliminary study provides baseline data about Australian
women’s unaided prediagnostic decision-making values for early
breast cancer treatment. Participants in the study indicated
that if they were hypothetically diagnosed with early breast
cancer, treatment outcomes were the most important deciding
consideration. Other treatment factors, such as the side effects
and emotional consequences, were less important. Therefore, it
is imperative that nurses assess the values and preferences that
a woman brings to the decision-making process of treatment
choice for early breast cancer. In addition, nurses should assess

10. Cimprich B. & Ronis D. Attention and symptom distress in women
with and without breast cancer. Nursing Research, 2001; 50(2):86-94.
11. Cimprich, B. Pre-treatment symptom distress in women newly diagnosed
with breast cancer. Cancer Nursing, 1999; 22(3): 185-194.

a woman’s understanding and access to important information

12. National Health and Medical Research Council. Psychosocial clinical
practice guidelines: information, support and counselling for women

relating to treatment options and her ability to problem solve

with breast cancer, Commonwealth of Australia, Canberra, 2000.

18

Vol 8 • No 1

March 2007

13. Fisher B, Poisson R, Margolese R, Wolmark N. & Wickerham

28. Leinster S, Ashcroft J & Slade P, et al. Mastectomy versus conservative

P, et al. Eight-year result of a randomized clinical trial comparing

surgery: psychosocial effects of the patient’s choice of treatment.

total mastectomy and lumpectomy with of without radiation in the
treatment of breast cancer. The New England Journal of Medicine,
1989; 320: 822-828.
14. Early Breast Cancer Triallists’ Collaborative Group. Effects of
radiotherapy and surgery in early breast: an overview of the randomized
trials. New England Journal of Medicine, 1995; 335: 1444-1455.

Journal of Psychosocial Oncology, 1989; 23(1): 179-192.
29. Kee F. Patients’ prerogatives and perceptions of benefit. British Medical
Journal, 1996; 312(7036): 958-960
30. Hack T F, Degner, LF & Dyck DG. Relationship between preferences
for decisional control and illness information among women with
breast cancer: a quantitative and qualitative analysis. Social Science
Medicine, 1994; 39(2): 279-289.

15. Beisecker A E. Aging and the desire for information and input in

31. Boyle FM, Dunn SM. & Heinrich P. More than one-way to foster

medical decisions: patient consumerism in medical encounters. The

communication skills for medical oncology fellows: a national program

Gerontologist, 1988; 28(3): 330-335.
16. Johnson J D, Roberts CS, Cox CE, Reintgen DS, Levine J S. &
Parsons M. Breast cancer patients’ personality style, age, and treatment
decision-making. Journal of Surgical Oncology, 1996;63(3): 183-186.
17. Meyer

BJ, Russo C. & Talbot A. Discourse comprehension and

in Australia, Journal of Clinical Oncology, 2003; 21(22): 4255.
32. Butow P. The communication goals and needs of cancer patients,
Psycho-Oncology, 2005; 14(100): 846-847.
33. Ryan H, Schofield P, Cockburn J, Butow P, Tattersall M, Turner J, et al.
How to recognize and manage psychosocial distress in cancer patients.
European Journal of Cancer Care, 2005;14(1): 7-15.

problem solving: decisions about the treatment of breast cancer by

34. National Breast Cancer Centre. Specialist breast nurse competency

women across the life span. Psychology of Aging, 1995; 10(1): 84-103.

standards and associated educational requirements- executive summary.

18. Siminoff L A & Fetting JH. Factors affecting treatment decisions for a
life-threatening illness: the case of medical treatment of breast cancer.
Social Science Medicine, 1991; 32(7): 813-818.
19. Graling PR & Grant JM. Demographics and patient treatment choice
in stage I breast cancer. American Operating Room Nurse Journal,
1995; 62(3): 376-384.
20. Street RL, Voigt B, Geyer C, Manning T. & Swanson G P. Increasing
patient involvement in choosing treatment for early breast cancer.
Cancer, 1995; 76(11): 2275-2285.
21. Pierce PF &

Hicks FD. Patient decision-making behavior: An

emerging paradigm for nursing science. Nursing Research, 2001; 50(5):
267-274.
22. Pierce PF. What is an ethical decision? Critical Care Nursing Clinics of
North America, 1997; 8(1):1- 11.
23. Degner L F, Kristjanson LJ, Bowman D, Sloan J A, Carriere KC, O’Neil
J, Bilodeau B, Watson P. & Mueller B. Information needs and decisional
preferences in women with breast cancer. Journal of American Medical
Association, 1997; 277(18): 1485-1492.
24. Fallowfield L J. Psychosocial adjustment after treatment for early breast
cancer. Oncology (Huntingt), 1990; 4(4) 89-97; discussion 97-8, 100.
25. Kaplan S, Greenfield S & Ware J E. Assessing the effects of physicianpatient interactions on the outcomes of chronic disease. Medical Care,
1989;27: S110-S127.
26. Owens RG, Ashcroft J J, Leinster S J. & Slade P D. Informal decision
analysis with breast cancer patients: an aid to psychological preparation
for surgery. Journal of Psychosocial Oncology, 1987; 5(2): 23-33.
27. Sinsheimer L M & Holland JC. Psychological issues in breast cancer.
Seminars in Oncology, 1987; 14(1): 75-82.

National Breast Cancer Centre, Camperdown, 2005.
35. Cimprich B & Ronis D L. An environmental intervention to restore
attention in women with newly diagnosed breast cancer. Cancer
Nursing, 2003;26(4): 284-292.
36. Reed SK. Cognition: Theory and Applications, Brooks/Cole Publishing
Company, Pacific Grove, 1996.
37. Klein GO, Calderwood R & Zsambok CE. Decision making in action:
models and methods, Ablex Publishing Corporation, Norwood, 1993.
38. International Council of Nurses. Code of Nurses Ethics, International
Council of Nurses, Geneva, 2000.
39. Degner LF, Hack T., O’Neil, Ll & Kristjanson LJ. A new approach to
elicit meaning in the context of breast cancer, Cancer Nursing, 2003;
26(3): 169-178.
40. Cimprich B, So H, Ronis DL & Trask C. Pre-treatment factors related
to cognitive functioning in women newly diagnosed with breast cancer.
Psycho-Oncology, 2005;14(1): 70-78.
41. Northouse L, Kershaw T, Mood D. & Schafenacker A. Effects of
family intervention on the quality of life of women with recurrent
breast caner and their caregivers, Psycho-Oncology, 2005;14(6): 478491.
42. Fallowfield, L. Learning how to communicate in cancer settings.
Support Care Cancer, 2005;13(6): 349-350.
43. O’Connor AM, Graham A & Visser A. Implementing shared decisionmaking in diverse health care systems: the role of patient aids. Patient
Education Counselling, 2005; 57(3): 247-249.
44. Burkhardt MA & Nathaniel A K. Ethics and issues in contemporary
nursing, Delmar: Thomson Learning, Albany, 2002.
45. Matheson JE & Howard RA. An introduction to decision analysis. in
Readings in decision analysis. Stanford Research Institute, Menlo Park,
1977.
46. Luce RD & Raiffa H. Games and decision: introduction and critical
survey, Wiley and Sons, New York, 1957.

Vol 8 • No 1

March 2007

19 

The Australian Journal of
Cancer Nursing
47. O’Connor AM. & O’Brien-Pallas LL. Decisional Conflict. In Nursing
diagnosis and Intervention (Eds, McFarland, G. K. & McFarland, E.
A.) C.V.Mosby, Toronto, 1989.
48. Bilodeau BA & Degner LF. Information needs, sources of information,
and decisional roles in women with breast cancer. Oncology Nursing
Forum, 1996; 23(4): 691-696.
49. Devine EC & Westlake SK. The effects of psycho educational care

64. Dirksen SR. Predicting well being among breast cancer survivors.
Journal of Advanced Nursing, 2000, 32(4): 937-943.
65. Wilkes L, White K, Beale B, Cole R. & Tracy S. Supportive care for
women with breast cancer: Australian nurses’ perspective. Nursing
Health Sciences, 1999; 1(2): 71-76.
66. Parle M, Gallagher J, Gray C, Akers G & Liebert B. From evidence

provided to adults with cancer: meta-analysis of 116 studies. Oncology

to practice: factors affecting the specialist breast nurses detection

Nursing Forum, 1995; 22(9): 1369-1381.

of psychological morbidity in women with breast cancer. Psycho-

50. Dunn J, Steginga, SK, Occhipinti S, Wilson K & McCaffrey, J. The
profiles of distress in women following treatment for primary breast
cancer. Breast, 1998;7: 251-254.

effects of attractiveness, dominance, and attribute differences on
information acquisition in multiattribute binary choice. Organizational
Behaviour and Human Decision Processes, 1991;49: 258-281.
52. Tversky A & Kahneman D. The framing of decisions and the
psychology of choice. Science, 1981; 211: 453-458.
Pennie RA &

67. McArdle AL. Psychological support for patients undergoing breast
cancer surgery: a randomised study. British Medical Journal, 1996; 312:

51. Bockenholt U, Albert D, Aschenbrenner M. & Schmalhofer F. The

53. O’Connor AM,

Oncology, 2001; 10: 503-510.

Dales RE. Framing effects on

813-817.
68. Budden LM, Pierce PF, Hayes BA. & Buettner PG. Australian
women’s pre-diagnostic decision- making styles relating to treatment
choices for early breast cancer. Research Theory for Nursing Practice:
An International Journal, 2003; 17(2): 117-136.
69. Galloway S,

Harrison D, Evans-Boyden B, Palmer-Wickham S,

expectations, decisions, and side effects experienced: the case of

Burlein-Hall S, Rich-van der Biji L, West P & Blair A. Informational

influenza immunization. Journal of Clinical Epidemiology, 1996;

needs of women with a recent diagnosis of breast cancer: development

49(11): 1271-1276.

and initial testing of a tool. Journal of Advanced Nursing, 1997;25(6):

54. Siminoff LA & Fetting JH. Effects of outcome framing on treatment
decisions in the real world: impact of framing on adjuvant breast cancer
decisions. Medical Decision Making, 1989; 9(4): 262-271.
55. Pierce PF. When the patient chooses: describing unaided decisions in
health care. Human Factors, 1996;38(2): 278-87.
56. Yates JF. Judgment and Decision Making, Prentice Hall, Englewood

1175-1183.
70. Vaeth

PA. Women’s knowledge about breast cancer: dimensions

of knowledge and scale development. American Journal of Clinical
Oncology, 1993; 16(5): 446-454.
71. Prentice-Dunn SF & Flournoy JM. Effects of persuasive message order
on coping with breast cancer information. Health Education Research,

Cliffs, 1990.
57. Keller M. Psychosocial care of breast cancer patients. Anticancer
Research, 1998; 18(3C): 2257-2259.
58. Spiegel D. Psychosocial aspects of breast cancer treatment. Seminars in
Oncology, 1997; 24(Suppl 1): S1-36-S1-47.

2001;16(1): 81-84.
72. Kash KM, Holland JC, Halper MS. & Miller DG. Psychological distress
and surveillance behaviors of women with a family history of breast
cancer. Journal of National Cancer Institute, 1992;84(1): 24-30.

59. Budden LM, Pierce PF, Hayes, BA. & Buettner PG. Australian

73. Carlson M & Hamrin E. Psychological and psychosocial aspects of

women’s decision-making styles and levels of distress relating to

breast cancer and breast cancer treatment: a literature review. Cancer

the selection of surgical treatment for early breast cancer, North
Queensland Cancer Research Forum, November 11, 2005. James Cook
University School of Medicine, Townsville, Australia.
60. Derogatis LR. SI-18 Brief Symptom Inventory 18 Administration,

Nursing, 1994; 17(5): 418-428.
74. Silverman E, Woloshin S, Schwartz L M, Byram SJ, Welch HG.
& Fischhoff B. Women’s views on breast cancer risk and screening

Scoring, and Procedures Manual, National Computer Systems,

mammography: a qualitative interview study. Medical Decision Making,

Minneapolis, 2000.

2001;21(3): 231-240.

61. Lipshitz R & Straus O. Coping with uncertainty: a naturalistic

75. Speedy S & Hase S. Health beliefs and perceptions of women

decision-making analysis. Organizational Behavior and Human

presenting or not presenting for mammographic screening in a rural

Decision Processes, 1997; 69(2): 149-163
62. Back M.F. & Morgan G.W. The rate of breast conserving surgery in
early breast cancer: an audit of surgical practice at St Vincent’s campus
NSW 1990-1994, Australian Radiology, 2000; 44: 60-64.
63. Reaby LL. Reasons why women who have mastectomy decide to have
or not to have breast reconstruction. Plastic Reconstructive Surgery,
1998; 101(7): 1810-1818.

20

Vol 8 • No 1

health setting. Australian Journal of Rural Health, 2000; 8: 208-213.
76. Madden SJ & Parbhoo S. Evaluation of women’s worries and the
effects of a preparatory booklet for patients attending a breast clinic.
Breast, 1994; 3: 169-172.
77. Ganz PA. Quality of life across the continuum of breast cancer care.
The Breast Journal, 2000; 6(5): 324-330.

March 2007

