Palliative and Supportive Care (2015), 13, 1441-1448.
© Cambridge University Press, 2015 1478-9515/15
doi:10.1017/51478951515000164

Predicting reattendance at a high-risk breast
cancer clinic

SARAH R. ORMSETH, pu.p.,' DAVID K. WELLISCH, pu.p.,' ADAM E. ARECHIGA, PSY.D., DR.PH.,>
AND TAYLOR L. DRAPER, Mm.a.2

!Department of Psychiatry and Biobehavioral Sciences, David Geffen School of Medicine at UCLA, Los Angeles,
California
2Department of Psychology, Loma Linda University, Loma Linda, California

(RECEIVED September 8, 2014; AccepTED December 30, 2014)

ABSTRACT

Objective: The research about follow-up patterns of women attending high-risk breast-cancer
clinics is sparse. This study sought to profile daughters of breast-cancer patients who are likely
to return versus those unlikely to return for follow-up care in a high-risk clinic.

Method: Our investigation included 131 patients attending the UCLA Revlon Breast Center
High Risk Clinic. Predictor variables included age, computed breast-cancer risk, participants’
perceived personal risk, clinically significant depressive symptomatology (CES—D score > 16),
current level of anxiety (State—Trait Anxiety Inventory), and survival status of participants’
mothers (survived or passed away from breast cancer).

Results: A greater likelihood of reattendance was associated with older age (adjusted odds
ratio [AOR] = 1.07, p = 0.004), computed breast-cancer risk (AOR = 1.10, p = 0.017), absence of
depressive symptomatology (AOR = 0.25, p = 0.009), past psychiatric diagnosis (AOR = 3.14,
p = 0.029), and maternal loss to breast cancer (AOR = 2.59, p = 0.034). Also, an interaction was
found between mother’s survival and perceived risk (p = 0.019), such that reattendance was
associated with higher perceived risk among participants whose mothers survived (AOR = 1.04,
p = 0.002), but not those whose mothers died (AOR = 0.99, p = 0.685). Furthermore, a
nonlinear inverted “U” relationship was observed between state anxiety and reattendance (p =
0.037); participants with moderate anxiety were more likely to reattend than those with low or
high anxiety levels.

Significance of Results: Demographic, medical, and psychosocial factors were found to be
independently associated with reattendance to a high-risk breast-cancer clinic. Explication of
the profiles of women who may or may not reattend may serve to inform the development and
implementation of interventions to increase the likelihood of follow-up care.

KEYWORDS: Breast neoplasms, Genetic predisposition to disease, Mother—child relation-
ship, Early detection of cancer, Patient compliance

INTRODUCTION

For women at high risk for breast cancer, screening
is the mainstay of risk management. Optimal risk
management is likely to be in the context of a
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multidisciplinary setting (Field & Phillips, 2007).
The advantages of multidisciplinary high-risk care
has resulted in recommendations for and develop-
ment of such clinics (Kuschel et al., 2000). High-
risk clinics provide continual surveillance, screening,
and management for high-risk women in a central-
ized context. Despite the benefits of multidisciplin-
ary high-risk cancer surveillance programs, many
women with a family history of breast cancer do not
attend or reattend for continued screening and risk
management (Hailey et al., 2000).
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While extant research has identified a number of
barriers and facilitators of screening adherence
among women at high risk for breast cancer, few
studies have examined factors related to reattend-
ance. Previous studies have primarily focused on prior
screening experiences and a limited set of demograph-
ic variables and have shown an association between a
decreased likelihood of reattendance and reluctance at
initial attendance, negative past screening experienc-
es, prior mammography screening, a foreign-language
background, and greater rurality (Cockburn et al.,
1997; Bulliard et al., 2003; Tatla et al., 2003; Katapodi
et al., 2004; Price et al., 2010). Research on reattend-
ance is particularly important considering that atten-
dance rates tend to decline with successive screening
(Fink et al., 1972; Taylor et al., 1995). Therefore,
research examining additional factors related to reat-
tendance is essential for increasing rates of reattend-
ance (Cockburn et al., 1997).

Among high-risk women, some evidence suggests
that elevated levels of distress and depressive symp-
toms relate to decreased screening adherence (Well-
isch & Lindberg, 2001; Kash et al., 1992; Price
et al., 2010). Although anxiety has been found to be
related with both screening avoidance and adherence
(Lerman et al., 1993; Meiser et al., 2000; Hailey,
1991; Kash et al., 1992; Lerman et al., 1994; Conse-
dine et al., 2004; Lindberg & Wellisch, 2001), there
is some evidence that the anxiety—adherence rela-
tionship may be nonlinear, with a likelihood of adher-
ence declining both with increasing or decreasing
levels of anxiety (Meiser et al., 2000; Zhang et al.,
2012). Literature evaluating the effect of lifetime
psychiatric history on reattendance behavior is
more limited. However, consistent with the kindling
hypothesis (Kendler et al., 1999), it might be expect-
ed that high-risk women with a history of depression
or anxiety may be sensitized to stressful life events—
like maternal illness and death—and experience sub-
sequent maladaptation. Indeed, previous research
has demonstrated an association between past psy-
chiatric illness and current affective difficulties
among women at high risk for breast cancer (Hop-
wood et al., 1998).

Studies have also examined perceived risk as a
correlate of breast-cancer screening among high-
risk women, though findings have been inconsistent.
Perceived risk has shown a positive association with
breast-cancer screening (Lerman et al., 1993; Conse-
dine et al., 2004; McCaul et al., 1998; 1996; Zhang
et al., 2011), and has also been shown to be unassoci-
ated with screening (Sheinfeld-Gorin & Albert, 2003;
Martin & Degner, 2006; Isaacs et al., 2002; Diefen-
bach et al., 1999). However, a recent comprehensive
review about perceived risk and adherence to
breast-cancer screening among women with familial
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breast-cancer risk reported a weak to moderate posi-
tive relationship between perceived breast-cancer
risk and mammography adherence (Walker et al.,
2013).

Demographic characteristics also likely affect
screening reattendance. Research indicates that
older age and being married/partnered predicts
screening uptake (Price et al., 2010; Rahman et al.,
2005), as well as reattendance for breast-cancer
screening (Pakenham et al., 2000). Reattendance
may also be related to aspects of women’s experiences
of breast cancer within their families. Research has
also shown that women with a breast-cancer death in
the family were more likely to have had a recent mam-
mogram compared with women with only a breast-
cancer survivor in the family (Tracy et al., 2008). How-
ever, the association between mothers’ survival from
breast cancer and daughters’ reattendance rates to
high-risk clinics has not yet been examined.

The main aim of this study was to profile women
who are likely to return versus those unlikely to re-
turn for follow-up care in a high-risk breast-cancer
clinic, with a specific focus on daughters of breast-
cancer patients. A set of hypotheses emerged from
the literature that this study could bear upon. It
was expected that demographic characteristics
would be associated with an increased likelihood of
reattendance, including older age and being mar-
ried/partnered. Next, it was hypothesized that de-
pressive symptomatology, lifetime psychiatric
diagnoses, perceived breast-cancer risk, and survival
status of the mother would be associated with likeli-
hood of reattendance. Specifically, an increased like-
lihood of reattendance was expected to be associated
with higher levels of perceived risk and maternal loss
to breast cancer, while a decreased likelihood of reat-
tendance was expected to be associated with clinical-
ly significant depressive symptoms and having a
previous diagnosis of a psychiatric disorder. It was
also hypothesized that the survival status of the
mother would moderate the effects of the aforemen-
tioned hypothesized predictors on likelihood of reat-
tendance. Finally, it was hypothesized that the
relationship between state anxiety and reattendance
would be curvilinear in nature such that reattend-
ance would be more strongly associated with moder-
ate levels of anxiety than milder or more severe
anxiety.

METHODS

Participants and Procedure

The data for the present study were obtained during
participants’ initial appointments at the UCLA Re-
vlon Breast Center High Risk Clinic. The High Risk
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Clinic is a multidisciplinary center that serves pa-
tients at familial risk for breast cancer. During their
first visit to the clinic, patients are individually seen
and counseled by an oncologist, a genetics counselor,
a nurse practitioner, a nutritionist, and a psycholo-
gist. Most patients also receive a mammogram.

The research carried out in the current study was
in compliance with the Helsinki Declaration and ap-
proved by the institutional review board at UCLA.
Women were eligible for participation if their biolog-
ical mother had been diagnosed with breast cancer,
were at least 18 years old, spoke English, and had
never themselves been diagnosed with breast cancer.
Data for 131 patients from the High Risk Clinic were
available for the analyses conducted. A psychologist
conducted a semistructured clinical interview with
participants during their first appointment, during
which psychosocial background information was ob-
tained. Participants also completed questionnaires
assessing depression and anxiety symptoms during
their initial appointment.

Measures

The primary outcome variable was reattendance to
the high-risk clinic, defined as a dichotomous mea-
sure of whether patients returned for a follow-up ap-
pointment (reattendance coded as 1, did not follow up
as 0).

To ascertain their mothers’ breast-cancer survival,
participants were asked whether their mothers were
still alive, and the cause of death if deceased (died
from breast cancer coded as 1, alive or non-breast-
cancer death as 0). Perceived risk was assessed by
having participants rate from 0 (not at all likely) to
100 (extremely likely) the likelihood that they would
ever develop breast cancer. Participants were also
asked about their lifetime history of any diagnosed
psychiatric condition (previous psychiatric diagnosis
coded as 1, no psychiatric history as 0).

The State—Trait Anxiety Inventory (STAI) (Spiel-
berger et al., 1970) was utilized to evaluate current
level of anxiety (“state anxiety”). The State scale con-
tains 20 items, and responses are measured on a 4-
point Likert-type scale, with higher scores signifying
the presence of higher levels of anxiety. The STAI
manual reports high internal consistency for the
State scale (o = 0.92), which was replicated in our
study (a = 0.90).

The Center for Epidemiologic Studies Depression
Scale (CES-D) (Radloff, 1977) was employed to assess
current depressive symptomatology. The CES-D
consists of 20 items, and scores may range from of
0 to 60, with higher scores signifying the presence
of more symptomatology. The test has good reliability
(a=0.85 for the general population; o = 0.90 for a
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clinical population); the reliability of the scale was
strong in the current study (a = 0.95). Although not
constituting a clinical diagnosis of depression, scores
at or above 16 on the CES—D are considered indica-
tive of clinically significant symptoms of depression.

Additionally, a number of variables were consid-
ered as potential covariates, including age in years
at interview, ethnicity (Caucasian or non-Cauca-
sian), marital status (married/partnered or unmar-
ried/not partnered), educational attainment (high
school, some college, college graduate, or graduate
school), employment status (currently employed or
unemployed), participant age at the time of mother’s
breast-cancer diagnosis, mother’s age at the time of
diagnosis, number of relatives with a past or
present breast-cancer diagnosis, and computed
breast-cancer risk using the Gail model (Gail et al.,
1989).

Statistical Analyses

Analyses were conducted using SPSS 19.0. Associa-
tions between reattendance and potential control
variables were examined using x* and ¢ tests for cat-
egorical and continuous variables, respectively. Vari-
ables that had a significant association with
reattendance were included as covariates in the mul-
tivariate models to ascertain unbiased point esti-
mates. Three multivariate logistic regression
models were used to predict reattendance as a depen-
dent variable, with results expressed in adjusted
odds ratios (AORs) with 95% confidence intervals
(95% CIs). The first model assessed likelihood of reat-
tendance based on the focal main effects, after con-
trolling for relevant covariates. Perceived breast-
cancer risk, depressive symptomatology, state-anxi-
ety percentile score, personal history of a psychiatric
diagnosis, and survival status of participants’ moth-
ers were included in the model as main effects.
Next, to test the moderating effects of mother’s
survival status, the two-way interactions of survival
status with perceived risk and the other focal predic-
tors were considered. Continuous predictors were
mean-centered prior to creating interaction terms
(Aiken & West, 1991). Preliminary analyses revealed
three nonsignificant interaction terms (survival x
state anxiety, survival x depression, and survival x
past psychopathology, F's < 1). Thus, these terms
were trimmed, and the significance of the survival
status x perceived risk interaction effect was tested
in the multivariate model. In the third model, the
quadratic effect of state anxiety was added to the
main-effects model to discern whether the associa-
tion between likelihood of reattendance and state
anxiety might be nonlinear. Quadratic state-anxiety
scores were computed by squaring the centered
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Table 1. Summary of sample characteristics and model variables for participants who returned for a follow-up
appointment compared to those who did not

Total Sample Attended Follow-Up Appointment

(N =131) Yes (n = 65) No (n = 66)
Variable M + SD or n (%) M+ SD or n (%) M+ SD or n (%)
Sample characteristics
Age in years 39.85 +10.10 42.75 +9.23 36.99 +10.17
Ethnicity
Caucasian 107 (81.68) 54 (83.08) 53 (80.30)
Non-Caucasian 24 (18.32) 11 (16.92) 13 (19.70)
Education
High school 8 (6.11) 3 (4.62) 5 (7.58)
Some college 18 (13.74) 12 (18.46) 6 (9.10)
College graduate 48 (36.64) 21 (32.31) 27 (40.91)
Graduate school 57 (43.51) 29 (44.62) 28 (42.42)
Married or partnered 82 (62.60) 50 (76.92) 32 (48.49)
Employed 101 (77.10) 52 (80.00) 49 (74.24)
Computed breast-cancer risk 18.24 +17.15 19.62 +9.20 16.87 +3.88
Number of family with breast cancer 2.12 +1.21 2.15 +1.29 2.08 +1.27
Age at mother’s diagnosis 24.18 +11.80 24.98 +11.69 23.40 +11.94
Mother’s age at diagnosis 51.35 +11.94 50.32 +12.87 52.40 +10.90
Model variables
Significant distress (CES-D) 35 (26.72) 12 (18.46) 23 (34.85)
Prior psychiatric diagnosis 36 (27.48) 22 (33.85) 14 (21.21)
State anxiety percentile 65.16 +8.67 64.24 +7.70 66.08 +9.50
Perceived breast-cancer risk 52.49 +25.17 56.77 +24.81 48.27 +24.99
Maternal breast-cancer loss 58 (44.28) 35 (53.85) 23 (34.85)

CES-D = Center for Epidemiologic Studies Depression Scale.

state-anxiety percentile scores. Likelihood ratio tests
were employed to determine whether the increment
in the proportion of variance accounted for by
addition of the higher-order terms was statistically
significant.

RESULTS

A total of 131 (65 reattended, 66 did not return) par-
ticipants were included in the study. Table 1 shows
the background characteristics of the sample. With
respect to age, the overall sample was relatively
young (M = 39.85, SD = 10.10) and exhibited abso-
lute breast-cancer risks moderately higher than
that in the general population (18.24% calculated
lifetime risk). Additionally, the majority of partici-
pants were Caucasian (81.68%, n = 107), married
(62.60%, n = 82), and had a college or advanced de-
gree (80.15%, n = 105). The background characteris-
tics of the two groups were generally similar.
However, compared to participants who returned
for a follow-up appointment, participants who did
not reattend were younger (#(129)= -3.40, p =
0.001), less likely to be married (3*(1) = 11.31, p =
0.001), and had a lower computed breast-cancer
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risk (£(129) = -2.22, p = 0.029). Given these find-
ings, age, marital status, and computed breast-
cancer risk were used as control variables.

The main-effects model was significant—y*(8) =
45.89, p < 0.001, Nagelkerke R?=0.39—and cor-
rectly classified 70.77% of patients who reattended
and 75.76% of patients who did not return for fol-
low-up; overall, the correct classification rate was
73.28%. Seven of the eight variables had significant
independent associations with clinic reattendance
(see Table 2). When holding other variables constant,
this model suggests that likelihood of reattendance
increased by 7% for each 1l-year increase in age,
and each standardized unit increment in computed
breast-cancer risk was associated with a 10% rise in
likelihood of reattendance. For each standardized
unit increment in perceived breast-cancer risk, likeli-
hood of reattendance increased by 2%. Participants
with clinically significant distress were only about
25% as likely to reattend as those who did not demon-
strate marked depressive symptomatology. For each
percentile increase in state anxiety, likelihood of reat-
tendance decreased by 5%. Finally, the likelihood of
reattendance among participants who reported a
past psychiatric diagnosis was over three times as
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Table 2. Logistic regression predicting the likelihood of reattendance

95% CI for AOR

Variable B SE AOR Lower Upper
Age in years 0.07%* 0.03 1.07 1.02 1.13
Computed breast-cancer risk 0.10* 0.04 1.10 1.02 1.20
Married or partnered 0.68 0.46 1.98 0.80 4.88
Significant distress (CES-D) —1.39%* 0.54 0.25 0.09 0.71
Prior psychiatric diagnosis 1.14% 0.52 3.14 1.13 8.74
State anxiety percentile —-0.05% 0.03 0.95 0.90 1.00
Perceived breast-cancer risk 0.02% 0.01 1.02 1.00 1.04
Maternal breast-cancer loss 0.95% 0.45 2.59 1.08 6.23

AOR = adjusted odds ratio; 95% CI = 95% confidence interval; CES—D = Center for Epidemiologic Studies

Depression Scale.
*p < 0.05, ¥¥p < 0.01.
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Fig. 1. Predicted probability of reattendance as a function of per-
ceived breast-cancer risk for daughters whose mothers survived
breast cancer and those whose mothers died from breast cancer
(plotted using Lowess smoothing with a bandwidth of 0.8).

large as those without a psychiatric history, and the
likelihood of reattendance among participants whose
mothers died from breast cancer was over 2% times
that of participants whose mothers survived breast
cancer.

In addition to main effects, the interaction of sur-
vival status and perceived risk was also assessed.
While the significance of all other previously present
predictors remained virtually unchanged, entry of
this interaction term into the multivariate model sig-
nificantly improved the fit over the main effects—only
model: y2,.(1) =5.53, p =0.019, Nagelkerke R?=
0.43. This suggests that the association between per-
ceived risk and likelihood of reattendance was mod-
erated by mother’s survival status. To facilitate
interpretation of this significant interaction effect,
the association between perceived risk and likelihood
of reattendance was examined separately among
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daughters whose mothers died from breast cancer
and daughters whose mothers survived (see
Figure 1). Analyses revealed that higher perceived
risk was associated with a greater likelihood of reat-
tendance among participants whose mothers sur-
vived breast cancer (p = 0.002, AOR = 1.04, 95%
CI=1.01-1.07). In contrast, no association was
shown between perceived risk and reattendance
among participants whose mothers died (p = 0.685,
AOR = 0.99, 95% CI = 0.97—-1.02). This interaction
effect is illustrated in Figure 1, which shows predict-
ed probabilities of reattendance based on perceived
breast-cancer risk, stratified by mother’s survival
status.

To assess nonlinearity in the association between
state anxiety and likelihood of reattendance, a qua-
dratic effect for the state-anxiety term was intro-
duced to the multivariate logistic regression model.
As previously discussed, the linear state-anxiety
term was significantly associated with reattendance
in the main-effects model (see Table 2). When the
quadratic term was entered into the model, all previ-
ously significant main effects remained as such, in-
cluding the linear state-anxiety term (p = 0.049,
AOR =0.95, 95% CI =0.90-0.99). The quadratic
state-anxiety term was also shown to be significant
(p=0.037, AOR =0.99, 95% CI = 0.99-1.00), and
the addition of this term resulted in significant im-
provement of the model (2..(1)=6.26, p =0.012,
Nagelkerke R? = 0.44), demonstrating that a nonlin-
ear relationship better described the data. We plotted
predicted probability of reattendance as a function of
state anxiety to examine the association between
state anxiety and likelihood of reattendance. As de-
picted in Figure 2, the peak probability of reattend-
ance implied by the model occurs at a state-anxiety
percentile approaching 60, with reattendance declin-
ing both with increasing and decreasing levels of
state anxiety.
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Fig. 2. Predicted probability of reattendance as a function of state-
anxiety percentile scores (dashed lines represent 95% confidence
intervals).

DISCUSSION

This study sought to profile daughters of breast-can-
cer patients who were likely to return versus those
unlikely to return for follow-up care in a high-risk
breast-cancer clinic. As predicted, demographic char-
acteristics were found to be related to clinic atten-
dance. Though not significant in multivariate
analyses, the finding that greater reattendance was
observed among participants who were married/
partnered supports the results of previous studies
(Pakenham et al., 2000). Some suggest that a stable
relationship provides the social support that is often
related to higher levels of adherence to health recom-
mendations (Lerman et al., 1990). Age was signifi-
cant in the multivariate model, and, holding all
other variables constant, it was found that each
year of increased age was associated with a 7% great-
er likelihood of reattendance; in fact, likelihood of re-
attendance doubled with each decade of age. This
agrees with the thrust of the literature that older
age is predictive of greater reattendance as well as
adherence to such breast-cancer screening practices
as mammography ((Pakenham et al., 2000; Price
et al., 2010; Rahman et al., 2005). We view this as log-
ical because older patients would have more stability
and security in their lives, personified by long-term
relationships, having children, and more established
career patterns. These life circumstances help sup-
port such older patients in facing the anxiety of
high-risk status and clinic attendance, and offer
more reason to live, thus reinforcing the possibility
of clinic reattendance.

Clinically significant depressive symptoms turned
out to be among the most significant predictors
of non-reattendance. Our hypothesis was supported
in that those patients with clinically significant
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depressive symptomatology (CES—D score of 16 or
higher) were only 25% as likely to return for follow-
up. This begins to make a case for measuring depres-
sion at baseline in clinics such as this, and for pa-
tients found to have CES—D scores above 16 to be
given additional attention. This might mean offering
them more emotional support, some time with a clin-
ic mental health professional during the first visit,
and more diligent callbacks to ensure that they
scheduled and attended follow-up appointments.
With regard to our hypothesis about a previous di-
agnosis of a psychiatric condition, we were mistaken
in our prediction. Unexpectedly, a history of a psychi-
atric diagnosis proved to be predictive of substan-
tially greater likelihood of clinic reattendance. This
is in sharp contrast to the finding that current clini-
cally significant symptoms of depression eventuated
in significantly less likelihood of reattendance. How-
ever, it is important to note that having a previous
psychiatric diagnosis does not necessarily equate to
having a current psychiatric diagnosis. Moreover,
the presence of anxiety and significant depressive
symptomatology were statistically controlled for in
consideration of the effects of this variable. It is pos-
sible that having had a previous diagnosis sensitizes
one to the value and need for clinical care, and that
such patients are likely to be more motivated and ac-
cepting of care in a situation such as the high-risk
clinic. These findings suggest that such history
should not be considered as a rule-out factor that
would preclude continuity of care, but perhaps as
an asset and motivating factor in continuity of care.
The hypothesis that maternal loss to breast cancer
would predict higher likelihood of compliance with
clinic attendance was borne out by the data analysis.
This finding is consistent with the research showing
that loss of a close family member to breast cancer
may motivate reattendance and adherence to can-
cer-screening recommendations (Tracy et al., 2008).
By itself, it is a powerful predictor, with results indi-
cating that participants who lost their mothers to
breast cancer were over 2% times more likely to follow
up. However, and as hypothesized, the data in our
study reflect the fact that this variable cannot be con-
sidered in isolation but should be considered in an in-
teractional context with other relevant predictors.
We considered this variable in relation to per-
ceived risk and in doing so discovered that perceived
risk differentially impacts reattendance according to
maternal loss. Our results demonstrated that moth-
er’s survival status moderated the relationship be-
tween reattendance and perceived risk such that a
higher level of perceived risk was associated with a
greater likelihood of reattendance only for partici-
pants whose mothers survived breast cancer. This
finding has sensitized us to be more attentive to
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patients whose mothers survived who perceive them-
selves at lower risk. For the women whose mothers
died from breast cancer, perceived risk became some-
what of a moot point in predicting clinic return. Per-
haps the fact their mothers died from breast cancer is
decisive in their patterns of reattendance.

With regard to the hypothesis that the association
between anxiety and reattendance would be curvilin-
ear, this was robustly supported by the data. Previ-
ous literature has shown anxiety to negatively
affect breast-cancer surveillance (Kash et al., 1992).
It is evident, in our data, that a certain level of anxi-
ety is motivating and facilitative of clinic attendance
and reattendance. There is literature which shows
that the effects of anxiety on adherence to recom-
mended screening practices is best considered as an
inverted “U” (Zhang et al., 2012). Similar to the find-
ings discussed earlier regarding depressive sympto-
matology, these data on state anxiety suggest a
need to carefully identify and consider immediate in-
tervention with the patient showing significant anx-
iety symptoms on a screening measure such as the
State—Trait Anxiety Inventory.

Too little anxiety and too much anxiety appear to
place patients at increased risk for non-reattendance.
Therefore, in addition to identifying patients who are
overwhelmed with anxiety, we have learned to be
equally concerned with identification of patients
with seemingly too little anxiety appropriate to the
clinical context. It may be that patients endorsing
minimal levels of anxiety are utilizing the defense
mechanisms of denial, suppression, or repression in
ways that do not facilitate optimal adherence with
clinical care. With regard to the patients with clearly
identifiable severe anxiety, we see the necessity for
extra and intensive interventions starting from the
point of the initial visit. Anxiety may be related to
posttraumatic stress disorder, which has been previ-
ously identified in women at high risk who have wit-
nessed fatal breast cancer in their mother or other
close family relatives (Lindberg & Wellisch, 2001).
It is essential that such patients be offered anxiety-
management interventions starting from the base-
line clinic visit. This may be particularly necessary
in helping such patients deal with such issues as
breast self-examination, mammography, and inte-
gration of risk information (Kash et al., 1992).

It is important to take some limitations into con-
sideration when interpreting the findings from our
present study. The demographics of the study sample
were weighted toward Caucasian, highly educated,
married women, thus limiting generalizability to
other populations. Additionally, it cannot be assumed
that the subset of patients who did not return to the
high-risk clinic did not get other types of surveillance
in another clinical setting. In future studies, the

https://doi.org/10.1017/51478951515000164 Published online by Cambridge University Press

1447

assessment of depression, anxiety, and past psychiat-
ric history should be strengthened through use of a
structured clinical interview for the Diagnostic and
Statistical Manual modules for major depressive dis-
order, generalized anxiety disorder, and posttrau-
matic stress disorder, at a minimum, as well as a
more detailed questionnaire regarding past psychiat-
ric history. Further research of reattendance to high-
risk breast-cancer clinics is needed to corroborate
these findings and identify additional modifiable psy-
chosocial factors that may be targeted from the first
visit to increase the likelihood of follow-up care.
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