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Abstract

This report is a review of studies that focus on rural breast cancer survivorship. It includes a

total of 14 studies using large databases and 27 other studies using qualitative and quantitative

methods. In our review of this literature, we identified four broad themes, including access to

treatment and treatment type, medical providers and health information, psychosocial

adjustment and coping, and social support and psychological support services. We review the

findings of the rural breast cancer survivorship studies within each of these broad themes. A few

of the findings of the review include that rural and urban women receive different primary

treatments for breast cancer, that rural women may have greater difficulty negotiating their

traditional gender roles during and after treatment, that rural women desire greater health-

related information about their breast cancer, and that rural women have less access to mental

health therapy. The review discusses the implications of these findings as well as the weakness in

the literature.
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Cancer is for rural people, a very lonely experience
and as prevalent as the disease is, not many people
can understand the emotional toll it takes.

Rural cancer patient [1, p. 41]

Thousands of studies have examined the
psychosocial and physical adjustment of breast
cancer survivors. The overwhelming majority of
these focus on urban women. That is, researchers
have largely ignored rural women’s psychological
and physical adjustment to breast cancer.
Nevertheless, we were able to identify 27 study
reports, most of which were conducted in the US,
that focus on the adjustment of rural breast cancer
survivors. Additionally, we identified 14 study
reports of data derived from breast cancer
registries that compare the treatments admini-
stered to rural and urban breast cancer patients.
The purpose of the present work was to review the
available empirical literature on rural breast cancer
treatment and survivorship.1 The aims of the
review were to:

* Describe the surgical treatment for breast cancer
in rural women.

* Describe the psychosocial adjustment and
support needs of rural women.

Method

To identify studies, we conducted literature
searches on CINAHL (1982–2006), Medline
(1950–2006), and PsychInfo (1806–2006), using
the following keywords: breast cancer, breast
neoplasms, and rural. Also, we searched the
reference sections of each identified study report
for additional citations. Studies were included if
they had an identifiable rural sample, reported
either qualitative or quantitative findings regarding
breast cancer treatment or survivorship, and were
published in the English language.

Tables 1 and 2 include lists of these studies.
Table 1 identifies the cancer registry database
studies that document the rates of types of
treatment that rural breast cancer patients receive.
Eight of these registries were located in the United
States, five in Australia, and one in Canada. Most
have relatively clear definitions of rurality, but a
few are somewhat unclear. The majority include
data from a relatively large number of rural breast
cancer patients and an urban comparison sample.
Table 2 lists the articles reporting studies
of psychosocial and physical adjustment; 20
used quantitative methods, five used qualitative
methods, and two used both. About two-thirds of
the studies had relatively small samples [100 or less,
range ¼ 6–100], and 78% of these studies did not
include an urban comparison group. Table 2 also

Received: 1 October 2006

Revised: 11 May 2007

Accepted: 16 May 2007

1 This review does not include studies about cancer screening,
diagnosis, or mortality.

Copyright # 2007 John Wiley & Sons, Ltd.

Psycho-Oncology
Psycho-Oncology 16: 875–887 (2007)
Published online 5 July 2007 in Wiley InterScience (www.interscience.wiley.com). DOI: 10.1002/pon.1235



T
a
b

le
1
.

D
at

ab
as

e
st

u
d
ie

s,
sa

m
p
le

ch
ar

ac
te

ri
st

ic
s,

co
u
n
tr

y,
an

d
p
ri

m
ar

y
fin

d
in

gs

S
tu

d
y

R
u

ra
l

d
e
fi

n
it

io
n

D
a
ta

b
a
se

R
u

ra
l

N
U

rb
a
n

N
S

a
m

p
le

C
o

u
n

tr
y

F
in

d
in

g

A
ns

w
in

i
et

al
.
[1

6
]

R
ur

al
co

un
tie

s
N

at
io

na
l
C

an
ce

r
D

at
ab

as
e

an
d

N
o
rt

h
C

ar
o
lin

a
C

an
ce

r
R

eg
is
tr

y

1
0
5
7

3
3
4
9

B
re

as
t

ca
nc

er
(B

C
)

p
at

ie
nt

s

fr
o
m

1
9
9
1

to
1
9
9
8

in

C
ha

rl
o
tt

e-
M

ec
kl

en
b
ur

g

C
o
un

ty
N

o
rt

h
C

ar
o
lin

a
an

d

B
C

p
at

ie
nt

s
fr

o
m

1
9
9
5

to

1
9
9
7

in
si
x

su
rr

o
un

d
in

g
ru

ra
l

co
un

tie
s

U
ni

te
d

St
at

es
R

at
es

o
f
b
re

as
t-

co
ns

er
vi

ng
su

rg
er

y
w

er
e

hi
gh

er
in

th
e

ur
b
an

co
un

ty
th

an
in

th
e

su
rr

o
un

d
in

g
ru

ra
l
co

un
tie

s

fo
r

st
ag

e
I
an

d
II

b
re

as
t

ca
nc

er

B
ea

ul
ie

u
et

al
.
[6

]
C

o
un

ty
in

fo
rm

at
io

n;
B
ea

le

co
d
e

o
f

ru
ra

l–
ur

b
an

co
nt

in
uu

m

K
en

tu
ck

y
C

an
ce

r
R

eg
is
tr

y
2
9
5
2

5
1
4
2

B
C

p
at

ie
nt

s
d
ia

gn
o
se

d
fr

o
m

1
9
9
5

to
1
9
9
9

U
ni

te
d

St
at

es
R

at
es

o
fb

re
as

t-
co

ns
er

vi
ng

su
rg

er
y

w
er

e
hi

gh
es

t
in

th
e

m
o
st

ur
b
an

co
un

tie
s

an
d

d
ec

re
as

ed
in

a
lin

ea
r

fa
sh

io
n

w
ith

in
cr

ea
si
ng

ru
ra

lit
y

C
ra

ft
et

al
.
[1

5]
R

ur
al

re
gi

o
ns

(c
o
m

p
ri
se

d
o
f

la
rg

e
ru

ra
l
to

w
ns

,
ru

ra
l
an

d

re
m

o
te

ar
ea

s)

A
us

tr
al

ia
n

na
tio

na
l
M

ed
ic

ar
e

re
co

rd
s

1
1
7
0

3
4
8
3

A
ll

B
C

p
at

ie
nt

s
w

ho

un
d
er

w
en

t
su

rg
er

y
in

1
9
9
3

A
us

tr
al

ia
R

at
es

o
f

b
re

as
t-

co
ns

er
vi

ng
su

rg
er

y
w

er
e

hi
gh

er
in

ur
b
an

re
gi

o
ns

th
an

ru
ra

l
ar

ea
s

G
o
el

et
al

.
[2

0
]

U
nc

le
ar

P
ro

vi
nc

ia
l
ca

nc
er

re
gi

st
ri
es

o
f

O
nt

ar
io

an
d

B
ri
tis

h
C

o
lu

m
b
ia

2
8
3

1
5
9
7

B
C

p
at

ie
nt

s
w

ho
w

er
e

d
ia

gn
o
se

d
w

ith
no

d
e-

ne
ga

tiv
e

B
C

in
1
9
9
1

C
an

ad
a

R
ur

al
re

si
d
en

ce
w

as
as

so
ci

at
ed

w
ith

a
lo

w
er

lik
el

ih
o
o
d

o
f

b
re

as
t-

co
ns

er
vi

ng
su

rg
er

y
an

d
ra

d
ia

tio
n

th
er

ap
y

in

B
ri
tis

h
C

o
lu

m
b
ia

,
b
ut

no
t

O
nt

ar
io

H
ag

gs
tr

o
m

et
al

.
[2

1
]

C
o
un

ty
ei

th
er

d
is
ta

nt
o
r

ad
ja

ce
nt

to
a

m
et

ro
p
o
lit

an

ar
ea

w
ith

a
p
o
p
ul

at
io

n
o
f

le
ss

th
an

2
0

0
0
0

SE
ER

p
ro

gr
am

o
f

th
e

N
at

io
na

l

C
an

ce
r

In
st

itu
te

(N
C

I)

3
8
3
0

1
8

8
7
1

B
C

p
at

ie
nt

s
d
ia

gn
o
se

d
w

ith

ea
rl
y-

st
ag

e
B
C

b
et

w
ee

n
1
9
9
2

an
d

1
9
9
9,

ag
ed

6
6
–
7
9

U
ni

te
d

St
at

es
R

ur
al

w
o
m

en
w

er
e

le
ss

lik
el

y
to

re
ce

iv
e

b
re

as
t-

co
ns

er
vi

ng
su

rg
er

y,
ra

d
ia

tio
n

th
er

ap
y,

ad
eq

ua
te

d
o
cu

m
en

ta
tio

n
o
f

es
tr

o
ge

n
re

ce
p
to

r
st

at
us

an
d

ad
eq

ua
te

ca
re

H
al

l
an

d
H

o
lm

an
[2

4]
R

em
o
te

ne
ss

o
f

ar
ea

W
es

te
rn

A
us

tr
al

ia
R

ec
o
rd

Li
nk

ag
e

P
ro

je
ct

U
nc

le
ar

a
U

nc
le

ar
a

B
C

p
at

ie
nt

s
w

ho
un

d
er

w
en

t

b
re

as
t

re
co

ns
tr

uc
tiv

e
su

rg
er

y

af
te

r
a

m
as

te
ct

o
m

y
o
r

b
re

as
t-

co
ns

er
vi

ng
su

rg
er

y
fr

o
m

1
9
8
2

to
2
0
0
0

A
us

tr
al

ia
R

at
es

o
f
b
re

as
t
re

co
ns

tr
uc

tiv
e

su
rg

er
y

w
er

e
hi

gh
er

fo
r

w
o
m

en
fr

o
m

m
et

ro
p
o
lit

an
ar

ea
s

th
an

w
o
m

en
in

ru
ra

l

ar
ea

s

Copyright # 2007 John Wiley & Sons, Ltd. Psycho-Oncology 16: 875–887 (2007)

DOI: 10.1002/pon

876 B. Ann Bettencourt et al.



H
er

sm
an

et
al

.
[2

3]
R

es
id

en
ce

no
t

in
a

m
et

ro
p
o
lit

an
ar

ea

SE
ER

p
ro

gr
am

o
f

th
e

N
at

io
na

l

C
an

ce
r

In
st

itu
te

(N
C

I)

5
4
1

4
4
6
6

B
C

p
at

ie
nt

s
d
ia

gn
o
se

d
fr

o
m

1
9
9
1

to
1
9
9
9

ag
ed

6
5

o
r
o
ld

er

w
ho

re
ce

iv
ed

ch
em

o
th

er
ap

y

U
ni

te
d

St
at

es
R

es
id

en
ce

o
ut

si
d
e

a
m

et
ro

p
o
lit

an
ar

ea
w

as
as

so
ci

at
ed

w
ith

an
in

cr
ea

se
d

nu
m

b
er

o
f

d
ay

s
b
et

w
ee

n
su

rg
er

y

an
d

b
eg

in
ni

ng
ch

em
o
th

er
ap

y

H
o
w

e
et

al
.
[2

7
]

T
en

co
nt

ig
uo

us
ru

ra
l
co

un
tie

s

in
Ill

in
o
is

Ill
in

o
is

St
at

e
C

an
ce

r
R

eg
is
tr

y
5
4
7

}
B
C

p
at

ie
nt

s
d
ia

gn
o
se

d
fr

o
m

1
9
8
6

to
1
9
8
9

U
ni

te
d

St
at

es
A

m
o
ng

th
is

ru
ra

l
sa

m
p
le

,
w

o
m

en
yo

un
ge

r
th

an
5
5

w
er

e
m

o
st

lik
el

y
to

re
ce

iv
e

se
p
ar

at
e

d
ia

gn
o
st

ic
b
io

p
sy

,

lim
ite

d
su

rg
er

y
an

d
ch

em
o
th

er
ap

y,
w

he
re

as
w

o
m

en

5
5
–
7
4

w
er

e
m

o
st

lik
el

y
to

re
ce

iv
e

ho
rm

o
ne

th
er

ap
y

K
o
k

et
al

.
[1

7
]

R
ur

al
,
re

m
o
te

an
d

m
et

ro
p
o
lit

an
ar

ea
s

(R
R

M
A

)

B
re

as
t

Sc
re

en
V

ic
to

ri
a

9
4
5

2
6
1
0

B
C

p
at

ie
nt

s
d
ia

gn
o
se

d
fr

o
m

1
9
9
3

to
2
0
0
0

A
us

tr
al

ia
R

ur
al

w
o
m

en
w

er
e

le
ss

lik
el

y
to

un
d
er

go
b
re

as
t-

co
ns

er
vi

ng
su

rg
er

y
an

d
ra

d
ia

tio
n

th
er

ap
y,

an
d

w
er

e

m
o
re

lik
el

y
to

ha
ve

a
m

as
te

ct
o
m

y

M
ed

en
et

al
.
[2

5
]

R
ur

al
re

gi
o
n

o
f

M
ic

hi
ga

n
M

ed
ic

al
re

co
rd

s
fr

o
m

th
re

e

ho
sp

ita
ls

in
no

rt
he

rn
M

ic
hi

ga
n

6
6

}
B
C

p
at

ie
nt

s
tr

ea
te

d
b
et

w
ee

n

1
9
9
9

an
d

2
0
0
0

U
ni

te
d

St
at

es
A

m
o
ng

th
is

ru
ra

l
sa

m
p
le

,
ut

ili
za

tio
n

o
f

b
re

as
t-

co
ns

er
vi

ng
th

er
ap

y
w

as
ha

lf
th

e
na

tio
na

l
av

er
ag

e
an

d

w
as

ne
ga

tiv
el

y
co

rr
el

at
ed

w
ith

tr
av

el
d
is
ta

nc
e

to
a

ra
d
ia

tio
n

o
nc

o
lo

gy
ce

nt
er

M
itc

he
ll

et
al

.
[1

9
]

P
o
st

co
d
e

o
f

w
o
m

an
’s

us
ua

l

re
si
d
en

ce

W
es

te
rn

A
us

tr
al

ia
C

an
ce

r

R
eg

is
tr

y

2
0
6

6
9
3

B
C

p
at

ie
nt

s
d
ia

gn
o
se

d
in

1
9
9
9

A
us

tr
al

ia
R

ur
al

w
o
m

en
w

er
e

le
ss

lik
el

y
to

re
ce

iv
e

b
re

as
t-

co
ns

er
vi

ng
su

rg
er

y,
ra

d
ia

tio
n

th
er

ap
y,

an
d

ho
rm

o
na

l

th
er

ap
y

Sa
m

na
ka

y
et

al
.
[1

8
]

A
us

tr
al

ia
p
o
st

d
ef

in
iti

o
ns

o
f

m
et

ro
p
o
lit

an
an

d
ru

ra
l
ar

ea
s

R
o
ya

l
P
er

th
H

o
sp

ita
l

M
ul

tid
is
ci

p
lin

ar
y

B
re

as
t

Se
rv

ic
e

D
at

ab
as

e

5
8
7

1
3
6

B
C

p
at

ie
nt

s
tr

ea
te

d
at

R
o
ya

l

P
er

th
H

o
sp

ita
l
b
et

w
ee

n
2
0
0
0

an
d

2
0
0
2

A
us

tr
al

ia
W

o
m

en
fr

o
m

ru
ra

la
re

as
w

er
e

m
o
re

lik
el

y
to

un
d
er

go

m
as

te
ct

o
m

y,
b
ut

th
is

d
iff

er
en

ce
w

as
no

t
si
gn

ifi
ca

nt

Sc
ho

o
tm

an
an

d
A

ft

[2
2]

N
o
t

liv
in

g
in

a
M

et
ro

p
o
lit

an

St
at

is
tic

al
A

re
a

(M
SA

)
at

th
e

tim
e

o
f

d
ia

gn
o
si
s

SE
ER

p
ro

gr
am

o
f

th
e

N
at

io
na

l

C
an

ce
r

In
st

itu
te

(N
C

I)

5
0
3

6
4
8
5

B
C

p
at

ie
nt

s
d
ia

gn
o
se

d
fr

o
m

1
9
9
1

to
1
9
9
6

in
ni

ne

ge
o
gr

ap
hi

c
re

gi
o
ns

U
ni

te
d

St
at

es
R

ur
al

w
o
m

en
w

er
e

le
ss

lik
el

y
to

re
ce

iv
e

ra
d
ia

tio
n

th
er

ap
y

fo
llo

w
in

g
b
re

as
t-

co
ns

er
vi

ng
su

rg
er

y

T
ro

p
m

an
et

al
.
[1

1
]

R
ur

al
N

o
rt

h
C

ar
o
lin

a
R

ea
ch

in
g

C
o
m

m
un

iti
es

fo
r

C
an

ce
r

C
ar

e

2
5
1

}
B
C

p
at

ie
nt

s
re

ce
iv

in
g

tr
ea

tm
en

t
fr

o
m

1
9
9
1

to
1
9
9
6

in
fiv

e
N

o
rt

h
C

ar
o
lin

a
co

un
tie

s

U
ni

te
d

St
at

es
R

ur
al

p
at

ie
nt

s
d
id

no
t

re
ce

iv
e

ad
ju

va
nt

th
er

ap
y

as

o
ft
en

as
N

C
Is

ta
nd

ar
d
s

re
co

m
m

en
d
.M

as
te

ct
o
m

y
w

as

p
er

fo
rm

ed
si
gn

ifi
ca

nt
ly

m
o
re

o
ft
en

th
an

b
re

as
t-

co
ns

er
vi

ng
su

rg
er

y

}
,
sa

m
p
le

si
ze

is
ze

ro
.

a
D

at
a

re
p
o
rt

ed
fo

r
th

e
en

ti
re

sa
m

p
le

,
to

ta
l
N
¼

7
3
0
3
:

877Rural breast cancer

Copyright # 2007 John Wiley & Sons, Ltd. Psycho-Oncology 16: 875–887 (2007)

DOI: 10.1002/pon



T
a
b

le
2
.

N
o
n
-d

at
ab

as
e

st
u
d
ie

s,
ru

ra
l
d
ef

in
it
io

n
s,

m
et

h
o
d
,
sa

m
p
le

ch
ar

ac
te

ri
st

ic
s

an
d

co
u
n
tr

y

S
tu

d
y

R
u

ra
l

d
e
fi

n
it

io
n

M
e
th

o
d

R
u

ra
l

N
U

rb
a
n

N

S
a
m

p
le

C
o

u
n

tr
y

A
lb

er
t

et
al

.
[4

2]
D

ef
in

ed
ru

ra
l
ar

ea
w

ith
2
5
2

0
0
0

in
ha

b
ita

nt
s

(s
m

al
l-
ar

ea
an

al
ys

is
)

Q
ua

nt
ita

tiv
e

su
rv

ey
2
6
9

}
B
re

as
t

ca
nc

er
(B

C
)

p
at

ie
nt

s
b
eg

an
st

ud
y

at
ho

sp
ita

l

d
is
ch

ar
ge

,
su

b
se

q
ue

nt
su

rv
ey

s
at

6
,
1
2
,
2
4
,
an

d
3
6

m
o
nt

hs

G
er

m
an

y

C
o
lli
e

et
al

.
[3

4]
Se

ve
n

ru
ra

l
co

un
tie

s
in

Si
er

ra
N

ev
ad

a,
C

al
ifo

rn
ia

Q
ua

nt
ita

tiv
e

su
rv

ey
1
0
0

}
B
C

p
at

ie
nt

s
w

ith
in

3
m

o
nt

hs
o
f

d
ia

gn
o
si
s

o
r

B
C

su
rv

iv
o
rs

a

w
ith

in
3

m
o
nt

hs
o
f

co
m

p
le

tin
g

tr
ea

tm
en

t

U
ni

te
d

St
at

es

C
ue

lla
r

et
al

.
[4

6
]

R
ur

al
co

m
m

un
iti

es
in

So
ut

he
rn

M
is
si
ss

ip
p
i

Q
ua

nt
ita

tiv
e

su
rv

ey

an
d

in
te

rv
ie

w

3
0

b
}

T
im

e
si
nc

e
tr

ea
tm

en
t

un
cl

ea
r;

‘p
at

ie
nt

s
w

ith
b
re

as
t

ca
nc

er
’

U
ni

te
d

St
at

es

D
av

is
et

al
.
[5

]
A

n
ar

ea
o
f

re
si
d
en

ce
o
ut

si
d
e

th
e

m
et

ro
p
o
lit

an
ar

ea

in
w

hi
ch

th
e

tr
ea

tm
en

t
ce

nt
er

is
lo

ca
te

d

Q
ua

nt
ita

tiv
e

p
ho

ne

su
rv

ey

8
0

}
T

im
e

si
nc

e
tr

ea
tm

en
t

un
cl

ea
r;

B
C

su
rv

iv
o
rs

A
us

tr
al

ia

D
av

is
et

al
.
[4

]
R

es
id

in
g

o
ut

si
d
e

a
ca

p
ita

l
o
r

m
et

ro
p
o
lit

an
ci

ty
Q

ua
nt

ita
tiv

e
su

rv
ey

2
0
4

}
B
C

su
rv

iv
o
rs

,
tim

e
si
nc

e
d
ia

gn
o
si
s

ra
ng

ed
fr

o
m

6
to

1
2

m
o
nt

hs
U

ni
te

d
St

at
es

D
em

ar
ee

[3
1
]

R
ur

al
co

m
m

un
iti

es
;
no

t
m

et
ro

p
o
lit

an
Q

ua
nt

ita
tiv

e
su

rv
ey

6
b

}
B
C

p
at

ie
nt

s
re

ce
iv

in
g

ra
d
ia

tio
n

th
er

ap
y

U
ni

te
d

St
at

es

D
o
o
re

nb
o
s

et
al

.

[2
9]

W
o
m

en
fr

o
m

ru
ra

l
ho

sp
ita

ls
Q

ua
nt

ita
tiv

e
su

rv
ey

1
0
8

2
4
2

W
o
m

en
ne

w
ly

d
ia

gn
o
se

d
w

ith
b
re

as
t

ca
nc

er
an

d

un
d
er

go
in

g
ch

em
o
th

er
ap

y

U
ni

te
d

St
at

es

D
un

aw
ay

et
al

.

[3
0]

Fi
ve

co
un

ty
ar

ea
o
f

ru
ra

l
N

o
rt

he
as

te
rn

K
en

tu
ck

y
Q

ua
lit

at
iv

e

in
te

rv
ie

w
s

1
0

}
B
C

su
rv

iv
o
rs

,
tim

e
si
nc

e
d
ia

gn
o
si
s

ra
ng

ed
fr

o
m

1
2

to
3
6

m
o
nt

hs
U

ni
te

d
St

at
es

G
ir
gi

s
et

al
.
[7

]
P
o
st

al
co

d
es

in
N

ew
So

ut
h

W
al

es
w

er
e

cl
as

si
fie

d

as
ru

ra
l

Q
ua

nt
ita

tiv
e

su
rv

ey
1
2
9

1
0
0

B
C

p
at

ie
nt

s
an

d
su

rv
iv

o
rs

,
tim

e
si
nc

e
d
ia

gn
o
si
s

ra
ng

ed
fr

o
m

3
m

o
nt

hs
to

6
ye

ar
s

A
us

tr
al

ia

G
ra

y
et

al
.
[3

]
Se

lf-
re

p
o
rt

o
f

liv
in

g
o
n

a
fa

rm
/c

o
un

tr
y

ho
m

e/
vi

lla
ge

,

o
r

liv
in

g
in

a
to

w
n,

o
r

sm
al

l
ci

ty

Q
ua

nt
ita

tiv
e

su
rv

ey

an
d

q
ua

lit
at

iv
e

fo
cu

s
gr

o
up

s

2
7
6

fo
cu

s
gr

o
up

o
nl

y;
1
5
7

fo
cu

s

gr
o
up

an
d

su
rv

ey

}
T

im
e

si
nc

e
d
ia

gn
o
si
s

ra
ng

ed
fr

o
m

le
ss

th
an

2
ye

ar
s

to
m

o
re

th
an

6
ye

ar
s

C
an

ad
a

H
ei

sh
m

an
[1

2
]

C
o
un

tie
s

w
ith

le
ss

th
an

5
0

0
0
0

Q
ua

nt
ita

tiv
e

in
te

rv
ie

w
3
6

}
B
C

p
at

ie
nt

s
in

tr
ea

tm
en

t
(N
¼

3
0
)

an
d

B
C

su
rv

iv
o
rs

w
ho

ha
d

co
m

p
le

te
d

tr
ea

tm
en

t
(N
¼

6
)

U
ni

te
d

St
at

es

H
o
ka

ns
o
n

et
al

.

[1
3]

T
o
w

ns
w

ith
p
o
p
ul

at
io

ns
le

ss
th

an
1
0
0
0
,1

0
0
0–

1
5

0
0
0
,

1
5

0
0
0
–
3
0

0
0
0
,
an

d
m

o
re

th
an

3
0

0
0
0
.
Sa

m
p
le

ca
te

go
ri
ze

d
as

p
re

d
o
m

in
an

tly
ru

ra
l

Q
ua

nt
ita

tiv
e

su
rv

ey
1
6
1

}
B
C

su
rv

iv
o
rs

w
ho

w
er

e
in

iti
al

ly
re

fe
rr

ed
to

th
e

cl
in

ic
b
et

w
ee

n

1
9
9
5

an
d

1
9
9
6

U
ni

te
d

St
at

es

H
o
w

e
et

al
.
[2

6
]

T
en

co
un

tie
s

w
ith

a
p
o
p
ul

at
io

n
d
en

si
ty

o
f

le
ss

th
an

1
0
0

p
er

so
ns

p
er

sq
ua

re
m

ile

R
ev

ie
w

o
f

ho
sp

ita
l

m
ed

ic
al

re
co

rd
s

1
4
7

4
5
1

B
C

p
at

ie
nt

s
d
ia

gn
o
se

d
fr

o
m

1
9
8
6

to
1
9
8
7

U
ni

te
d

St
at

es

878 B. Ann Bettencourt et al.

Copyright # 2007 John Wiley & Sons, Ltd. Psycho-Oncology 16: 875–887 (2007)

DOI: 10.1002/pon



K
o
o
p
m

an
et

al
.

[4
1
]

Se
ve

n
ru

ra
l
co

un
tie

s
in

Si
er

ra
N

ev
ad

a,
C

A
Q

ua
nt

ita
tiv

e
su

rv
ey

an
d

in
te

rv
ie

w

1
0
0

}
B
C

p
at

ie
nt

s
w

ith
in

3
m

o
nt

hs
o
f

d
ia

gn
o
si
s,

o
r

B
C

su
rv

iv
o
rs

w
ith

in
6

m
o
nt

hs
o
f

co
m

p
le

tin
g

tr
ea

tm
en

t
fo

r
B
C

U
ni

te
d

St
at

es

Le
ng

ac
he

r
et

al
.

[4
4
]

N
o
t

liv
in

g
in

an
ur

b
an

o
r

su
b
ur

b
an

ar
ea

Q
ua

nt
ita

tiv
e

su
rv

ey
6
3

4
0

T
im

e
si
nc

e
tr

ea
tm

en
t

un
cl

ea
r;

w
o
m

en
w

ith
a

d
ia

gn
o
si
s

o
f

B
C

U
ni

te
d

St
at

es

Lo
p
ez

et
al

.
[4

8]
T

hr
ee

ru
ra

l
co

un
tie

s,
ea

ch
ha

vi
ng

a
p
o
p
ul

at
io

n

o
f

le
ss

th
an

3
0

0
0
0

Q
ua

lit
at

iv
e

gr
o
up

d
is
cu

ss
io

n
se

ss
io

ns

1
8

}
B
C

su
rv

iv
o
rs

w
ho

ha
d

co
m

p
le

te
d

th
ei

r
in

iti
al

tr
ea

tm
en

t;
tim

e

si
nc

e
d
ia

gn
o
si
s

ra
ng

ed
fr

o
m

1
to

5
3

ye
ar

s

U
ni

te
d

St
at

es

Ly
o
ns

an
d

Sh
el

to
n

[4
3
]

R
ur

al
ar

ea
s

o
f

th
e

A
la

b
am

a
an

d
M

is
si
ss

ip
p
i

Q
ua

nt
ita

tiv
e

A
p
p
ro

x
2
4

A
p
p
ro

x

2
9

W
o
m

en
d
ia

gn
o
se

d
w

ith
b
re

as
t

ca
nc

er
d
ur

in
g

th
e

p
re

vi
o
us

6
m

o
nt

hs
U

ni
te

d
St

at
es

M
as

ta
gl

ia
an

d

K
ri
st

ja
ns

o
n

[1
4]

N
o
t

liv
in

g
in

an
ur

b
an

ce
nt

er
Q

ua
nt

ita
tiv

e
su

rv
ey

8
7

1
7
4

B
C

p
at

ie
nt

s
an

d
su

rv
iv

o
rs

;
tim

e
si
nc

e
su

rg
er

y
ra

ng
ed

fr
o
m

0
to

8
m

o
nt

hs

A
us

tr
al

ia

M
at

he
w

s
et

al
.[

3
3]

R
ur

al
N

o
rt

h
C

ar
o
lin

a
Q

ua
lit

at
iv

e
in

te
rv

ie
w

s
2
6

}
B
C

p
at

ie
nt

s
an

d
su

rv
iv

o
rs

w
ho

w
er

e
ev

en
tu

al
ly

d
ia

gn
o
se

d
o
r

ha
d

b
ee

n
p
re

vi
o
us

ly
d
ia

gn
o
se

d
w

ith
ad

va
nc

ed
B
C

;
tim

e
si
nc

e
b
io

p
sy

va
ri
ed

U
ni

te
d

St
at

es

M
cG

ra
th

,
et

al
.

[8
,9

]

R
ur

al
Q

ue
en

sl
an

d
(b

as
ed

o
n

A
us

tr
al

ia
’s

st
an

d
ar

d
cl

as
si
fic

at
io

n)

Q
ua

lit
at

iv
e

an
d

q
ua

nt
ita

tiv
e

st
ru

ct
ur

ed

in
te

rv
ie

w
s

2
4

}
B
C

p
at

ie
nt

s
an

d
su

rv
iv

o
rs

,
tim

e
si
nc

e
d
ia

gn
o
si
s

va
ri
ed

A
us

tr
al

ia

P
al

es
h

et
al

.
[3

5
]

Se
ve

n
ru

ra
l
co

un
tie

s
w

ith
p
o
p
ul

at
io

ns
le

ss
th

an

1
2

0
0
0

in
N

o
rt

he
rn

C
al

ifo
rn

ia

Q
ua

nt
ita

tiv
e

8
2

}
B
C

p
at

ie
nt

s
re

cr
ui

te
d

ei
th

er
w

ith
in

3
m

o
nt

hs
o
f

d
ia

gn
o
si
s

o
r

w
ith

in

6
m

o
nt

hs
o
f

co
m

p
le

tin
g

m
ed

ic
al

tr
ea

tm
en

t

U
ni

te
d

St
at

es

R
o
ge

rs
-C

la
rk

[4
9
]

P
ar

tic
ip

an
ts

liv
ed

in
ru

ra
l
so

ut
hw

es
t

Q
ue

en
sl
an

d
Q

ua
lit

at
iv

e
in

te
rv

ie
w

s
9

}
B
C

su
rv

iv
o
rs

w
ho

w
er

e
d
ia

gn
o
se

d
at

le
as

t
5

ye
ar

s
p
ri
o
r

A
us

tr
al

ia

Sa
eg

ro
ve

[4
7
]

O
ne

ru
ra

l
co

un
ty

–
m

un
ic

ip
al

ity
;
to

ta
l
p
o
p
ul

at
io

n

1
0
0

0
0
0

Q
ua

nt
ita

tiv
e

2
8

}
T

im
e

si
nc

e
d
ia

gn
o
si
s

un
cl

ea
r;

w
o
m

en
w

ho
ha

d
‘c

an
ce

r
o
f
th

e
b
re

as
t’

N
o
rw

ay

T
ul

lo
h

an
d

G
o
ld

sw
o
rt

hy
[2

8
]

R
ur

al
to

w
n

w
ith

p
o
p
ul

at
io

n
o
f

1
5

0
0
0

an
d

su
rr

o
un

d
in

g
fa

rm
p
o
p
ul

at
io

n
o
f

2
0
0
0

Q
ua

nt
ita

tiv
e

an
al

ys
is

o
f

m
ed

ic
al

re
co

rd
s

2
8

}
B
C

p
at

ie
nt

s
d
ia

gn
o
se

d
fr

o
m

Se
p
te

m
b
er

1
9
9
2

to
A

ug
us

t
1
9
9
5

A
us

tr
al

ia

va
n

d
er

W
eg

an
d

St
re

ul
i
[4

5
]

R
ur

al
ar

ea
o
f

Sw
itz

er
la

nd
Q

ua
nt

ita
tiv

e
in

te
rv

ie
w

5
3

b
}

B
C

p
at

ie
nt

s
an

d
su

rv
iv

o
rs

,
tim

e
si
nc

e
d
ia

gn
o
si
s

va
ri
ed

Sw
itz

er
la

nd

W
hi

te
et

al
.
[3

9]
P
at

ie
nt

s
re

fe
rr

ed
to

th
e

R
ur

al
C

an
ce

r
C

ar
e

C
lin

ic
Q

ua
nt

ita
tiv

e
su

rv
ey

o
f

kn
o
w

le
d
ge

ra
te

s

4
8

b
}

B
C

p
at

ie
nt

s
re

cr
ui

te
d

at
va

ri
o
us

p
ha

se
s

o
f

d
is
ea

se
an

d
tr

ea
tm

en
t

U
ni

te
d

St
at

es

W
ils

o
n

et
al

.
[3

2
]

T
w

en
ty

p
re

d
o
m

in
an

tly
ru

ra
l
co

m
m

un
iti

es
in

W
as

hi
ng

to
n

Q
ua

lit
at

iv
e

fo
cu

s

gr
o
up

s

1
2
8

}
B
C

su
rv

iv
o
rs

,
tim

e
si
nc

e
d
ia

gn
o
si
s

w
as

o
ne

ye
ar

o
r

m
o
re

U
ni

te
d

St
at

es

}
,
sa

m
p
le

si
ze

w
as

ze
ro

.
a
T

h
e

te
rm

su
rv

iv
or

w
as

u
se

d
to

d
en

o
te

in
d
iv

id
u
al

s
w

h
o

h
ad

co
m

p
le

te
d

p
ri

m
ar

y
an

d
ad

ju
va

n
t

tr
ea

tm
en

t.
b
St

u
d
y

in
cl

u
d
ed

p
at

ie
n
ts

w
it
h

o
th

er
ki

n
d
s

o
f

ca
n
ce

r,
N

re
p
o
rt

ed
fo

r
b
re

as
t

ca
n
ce

r
p
at

ie
n
ts

o
n
ly

.

879Rural breast cancer

Copyright # 2007 John Wiley & Sons, Ltd. Psycho-Oncology 16: 875–887 (2007)

DOI: 10.1002/pon



shows the period of time after diagnosis varied
across the studies, and the definitions of rurality
varied considerably across studies; most definitions
were not highly specific. Only two studies reported
relying on urban–rural county codes and eight
studies referred to the population of a town or
county. The remaining 17 studies merely stated
that the study was conducted in rural counties,
regions or communities. As identified in Table 2,
about two-thirds of the studies have been con-
ducted in the US (19.2% of total population is
rural; [2]); the remaining studies were conducted in
Australia (8.4% of total population in Australia/
New Zealand is rural), Canada (18.9% rural),
Germany (11.5% rural), Japan (34.3% rural),
Norway (22.6%), and Switzerland (32.5% rural).
With a few exceptions, the results across studies
tend to indicate continuity across these rural areas.
Nevertheless, we recognize that rural experiences
are likely to have within-country as well as within-
county/state uniqueness.
To organize our review, first we summarized all

of the findings available in each study report. Next,
we identified common themes evident in these
findings.2 Finally, we structured the current review
according to these common themes. The themes
include: (1) access to treatment and treatment type;
(2) medical providers and health information; (3)
psychosocial adjustment and coping; and (4) social
support and psychological support services.

Results

Access to treatment and treatment type

Travel issues

Studies confirm that rural breast cancer patients
must travel long distances to receive oncology-
related care and that many must stay in urban
areas for the duration of their primary cancer
treatment. For example, based on a focus group
study, Gray et al. ([3]; N ¼ 433) revealed that 50%
of the rural breast cancer patients in their sample
traveled over 1 h for surgery and 25% traveled
more than 3 h. Likewise, for this same sample, 21%
traveled more than 3 h for chemotherapy, and 61%
traveled more than 3 h for radiation therapy.
Similarly, Davis et al.’s ([4]; N ¼ 80) study of rural
women with early-stage breast cancer in Australia
revealed that 32% traveled more than 60 miles for
surgery, 68% for radiotherapy, and 36% for
chemotherapy. In an earlier study, Davis and
colleagues ([5]; N ¼ 80) conducted a telephone
survey of rural breast cancer survivors in Australia
and found that the majority (83%) reported

staying away from their homes to receive treat-
ment, and the primary reason for this was lack of
available treatment facilities in rural areas.
As might be expected, traveling long distances to

receive treatment can be stressful. Davis et al. ([4];
N ¼ 204) showed that the great majority of their
participants reported problems obtaining informa-
tion about travel and accommodations. Some
reported difficulties due to disruption of family life
and employment. In addition, rural breast cancer
patients may experience a sense of isolation and
displacement in urban treatment settings. More-
over, those who develop relationships with other
cancer patients in urban settings may feel a loss of
social support upon returning to their rural
communities [3].

Surgical and adjuvant treatments

Not only do rural women experience more
difficulties with accessing treatment facilities
but also, compared to their urban counter-
parts, they often receive different primary and
adjuvant treatments. Studies ([3,4,6–11]; see also
Heishman [12]; Hokanson et al. [13]; Mastaglia and
Kristjanson [14]) suggest that, compared to urban
breast cancer patients, rural breast cancer patients
are more likely to undergo mastectomy and receive
chemotherapy and are less likely to undergo
lumpectomy and receive radiation therapy. For
example, in a study ([15]; N ¼ 4653) of Australian
women receiving medical benefits, frequency of
breast-conserving surgery was significantly lower
among rural women (also see Answini et al. [16] for
similar results in North Carolina; N ¼ 4406). Kok
et al. ([17]; N ¼ 6418) report that rural patients in
Australia were less likely to undergo breast-
conserving surgery, despite that there were no
differences between rural and urban women in
tumor size (see also Samnakay et al. [18]; N ¼ 723).
Similarly, another study in Australia (Mitchell
et al. [19]; N ¼ 899) suggests rural women are not
only less likely to undergo breast-conserving
surgery but are also less likely to receive radiation
therapy and hormone therapy (also see Goel et al.
[20] for similar results in British Columbia;
N ¼ 1880).
Several authors have utilized the national

Surveillance, Epidemiology, and End Results
(SEER)}Medicare database, which includes
tumor registries of nine geographic areas in the
US and covers 14% of the nation’s population.
Utilizing SEER, Haggstrom et al. ([21];
N ¼ 22 701) reported that rural breast cancer
patients, between the ages of 66 and 79, were less
likely to receive breast-conserving surgery, radia-
tion therapy, adequate documentation of estrogen
receptor status, and adequate care in general
(also see Schootman and Aft [22]; N ¼ 6988).
Additionally using SEER, Hershman et al. ([23];

2Directly comparing the separate literature on rural breast cancer
survivors to that of urban breast cancer survivors goes beyond the
scope of this review.
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N ¼ 5007) identified all women who received
chemotherapy within 12 months of primary breast
surgery. The results of their analysis revealed that
living outside a metropolitan area was associated
with an increased number of days between surgery
and beginning chemotherapy. The authors note
that this is important because delayed onset of
chemotherapy is associated with increased mortality.

Factors affecting treatment

The relative distance between an urban treatment
facility and rural breast cancer patients’ homes
may play a role in determining the type of
treatment they receive. For example, compared
with those living in highly remote areas, breast
cancer patients who lived in less remote, ‘highly
accessible’ rural areas in Western Australia were
more likely to have been treated in metro-
politan areas and to have received reconstructive
surgery ([24]; N ¼ 7303). Also, Beaulieu et al.’s ([6];
N ¼ 8094) analysis of a cancer registry from
the state of Kentucky found that those breast
cancer survivors who lived in rural counties that
were adjacent to a metropolitan area were more
likely to receive breast-conserving surgery than
their counterparts living in rural counties not
adjacent to a metropolitan area. Finally, Meden
et al. ([25]; N ¼ 66) found that in a rural region
of Michigan, use of breast-conserving therapy
was nearly half of the US average and that, within
the same sample, greater travel distance was
negatively correlated with the use of breast-
conserving therapy.
Several researchers have pointed to possible

reasons that distance influences the type of treat-
ment a breast cancer patient receives. Davis
et al. [4] concluded that rural women may
make treatment decisions that are influenced by
difficulties with transportation, lack of easily
accessible health-care services, and events occur-
ring at home. Other researchers [3,8–10,12] point to
the need for prolonged periods away from home
and the social and economic costs associated with
travel.
Somewhat consistent with the findings related to

treatment facility distance, Howe et al. ([26]; see
also Howe et al.’s [27]) database study revealed that
rural breast cancer patients treated in rural
hospitals in the state of Illinois were less likely to
have access to state-of-the-art treatment than those
treated in urban hospitals. Importantly, however,
one study of treatments provided within a rural
hospital in Australia ([28]; N ¼ 28) suggests that a
rural setting need not be an obstacle for rural
women receiving breast-conserving treatment
(also see Doorenbos et al. [29]; N ¼ 350).
This study focused on a rural hospital that adopted
a ‘multidisciplinary approach’ to breast cancer
treatment that included an oncologist, a specialist

breast surgeon, and telephone conferences with
other specialists. Medical records revealed that
68% of the 25 patients treated at this hospital over
a three-year period received breast-conserving
surgery.
In addition to the influences of distance

from treatment facilities and rural location of
treatment facilities, it appears that physicians may
play a particularly influential role in rural breast
cancer patients’ treatment decisions. For example,
in Gray et al.’s [3] study, six of the eight
participants who had a mastectomy reported that
they deferred this decision to their physician.
Related to this finding, Stafford et al.’s ([10];
N ¼ 191) survey showed that 70% of their mostly
rural early-stage patient sample reported that their
surgeon discussed both mastectomy and lumpect-
omy surgery options with them. Fifty-five percent
of these patients recalled that their surgeon said
mastectomy was the better option for them, 34%
recalled that they were told that the treatments
were equal options, and only 10% recalled that
they were told that breast-conserving surgery was a
better option. Likewise, more than half of the
patients in Stafford et al.’s study reported that the
most influential person in their decision process
was their surgeon. These findings should be
considered in light of Dunaway et al.’s ([30];
N ¼ 10) results that showed that rural breast
cancer survivors who felt they had retained control
and were allowed to participate in their treatment
decisions reported better experiences than did those
who felt they did not.

Medical providers and health information

Relationships with medical providers

Clearly, rural women need the support and
information that medical care professionals can
provide. Demaree’s ([31]; N ¼ 6) survey findings
suggest that rural breast cancer survivors
were highly satisfied with the support they received
from their medical care staff during their primary
treatment. Rural breast cancer patients in
Wilson et al.’s ([32]; N ¼ 128) qualitative study
reported that relationships with medical care
providers were best when the women (1) could
see the provider immediately with their concerns;
(2) believed that they could trust their provider;
(3) felt that their provider listened to them; and
(4) perceived mutual respect. Moreover, rural
women in Dunaway et al.’s [30] qualitative study
who received care locally felt more positive about
their providers than did those who had received
care further away.
Wilson et al. [32] revealed that only 20% of the

rural breast cancer survivors in their focus group
study reported that they had been treated poorly
by the health-care system and that they had
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unsatisfactory interactions with medical care pro-
viders. Such dysfunctional interactions can include
(1) poor communication with physicians; (2) feeling
ignored; (3) waiting long periods for test results;
and (4) feeling rushed in decision-making
[3,30,32,33]. One survey of rural breast cancer
patients and survivors studied predictors of diffi-
culties communicating with health-care profes-
sionals ([34]; N ¼ 89).3 The study showed that
those participants who were unmarried, had lower
levels of self-efficacy for seeking and understanding
medical information, and had more difficulty
regulating negative affect, reported greater difficulty
communicating with health-care professionals.
Somewhat related to this, rural breast cancer
patients in Dunaway et al.’s [37] study reported
wanting more compassion, honesty, and an appre-
ciation of their individuality from their physicians.
Despite that there is some evidence that rural

women are largely satisfied with the medical
support they receive during primary breast cancer
treatment, their satisfaction may decrease follow-
ing the completion of primary treatment. One
reason that rural breast cancer patients may lack
medical support after the completion of primary
treatment is that local physicians may not be
readily available [3]. Another is that, when local
physicians are available, they may lack adequate
knowledge of oncology-related care. Howe et al.
([26]; N ¼ 547) suggest that having the expertise
required for cancer care is challenging for rural
physicians because they have minimal access to
continuing education about cancer and its treat-
ment (also see Gray et al. [3]). Consistent with this,
Hatzell et al.’s [38] survey of physicians located in
rural areas suggested that they were unaware of
some of the recommended treatments in the
guidelines of the National Cancer Institute
(USA). Further exacerbating the problem, poor
communication between local rural physicians and
cancer specialists who remotely treat rural breast
cancer patients may lead patients to feel that they
lack adequate medical care [3].

Other sources of health information

Beyond the problem that general practitioners may
lack oncology-related health information, rural
breast cancer patients themselves report lacking
adequate access to relevant health-related informa-
tion [3,4]. For example, Davis et al. [4] revealed
that 30% of the breast cancer survivors in their
study stated that living outside a major city had
limited their access to health information and that
less than 50% received adequate information about
radiotherapy and breast reconstruction. Wilson
et al.’s [32] study suggested that rural breast cancer

survivors desired greater patient education, wanted
more information about what to expect during and
after surgery and treatment, and felt ill prepared to
deal with the consequences of surgery and che-
motherapy. Finally, there is little evidence that
rural breast cancer patients are provided with
information that is targeted toward rural women in
particular [4,5,8,9,32].

The implications of lack of health information

The apparent lack of oncology-related and general-
health information provided to rural breast cancer
patients is especially troubling, because at least
some rural breast cancer patients are likely to have
misinformation and misconceptions about cancer.
Deficits in knowledge about breast cancer and its
treatment have been revealed in a survey conducted
by White et al. ([39]; N ¼ 48). Their results showed
that 73% of the late-stage rural breast cancer
patients and 49% of the early-stage rural breast
cancer patients lacked important cancer-related
knowledge. For late-stage breast cancer patients,
the greatest deficit was in their knowledge about
chemotherapy, and for early-stage breast cancer
patients, the greatest deficit was in their general
knowledge about the disease of cancer. In another
study, McGrath et al. ([8,9]; N ¼ 24) found that
rural breast cancer patients were often unaware of
the stage of their cancer (also see Howe et al. [26]).
With respect to misconceptions, a few of the

rural women interviewed by Heishman [12] attrib-
uted breast cancer symptoms to hard work,
bumping of the breast, weather, or menopause.
Also, some of these same rural cancer survivors
stated that they had thought they were too young
to get breast cancer, suggested that if the cancer is
exposed to air during surgery it will spread, and
conveyed that lymph nodes aid in moving cancer
through the body. The majority of women in
Heishman’s study who had undergone mastectomy
believed that the mastectomy would ‘get rid of all
the cancer.’ Mathews et al. ([33]; N ¼ 26) points to
similar misconceptions, showing that rural women
in their sample believed that cancer screening is
‘looking for trouble,’ that the disease is virtually
unstoppable, that attempts to look for cancer
tempted fate, and that refusing to name or
acknowledge the disease would protect them
from suffering its full effects. Making cancer-
related health information more available to rural
women is important not only for redressing these
misconceptions, but also for providing helpful
information about coping strategies [40].

Psychosocial adjustment and coping

Distress, body image, and stigma

Studies [7–10,12,32] suggest that rural breast
cancer survivors experience psychological distress

3The participants of Collie et al. [34] and Palesh et al. [35] are the
same as those originally reported in Koopman et al. [36].

882 B. Ann Bettencourt et al.

Copyright # 2007 John Wiley & Sons, Ltd. Psycho-Oncology 16: 875–887 (2007)

DOI: 10.1002/pon



during and after treatment. For example, rural
breast cancer survivors report having anxiety and
emotional difficulties as well as being worried
about the recurrence of cancer [8–10,12,32]. Con-
sistent with this outcome, Koopman et al. ([41];
N ¼ 100) found that a large majority of rural
breast cancer survivors in their sample considered
their diagnosis to be one of their most stressful life
events, reported relatively high levels of help-
lessness/hopelessness, and some met the criteria
for Post Traumatic Stress Disorder. Similarly,
Albert et al.’s ([42]; N ¼ 269) quantitative-survey
findings showed that rural breast cancer survivors
had a relatively low level of quality of life when
they were discharged from the hospital. Although
the levels of quality of life for rural breast cancer
survivors tended to improve over a 12-month
period, these levels remained below the population
average. Finally, Palesh et al. ([35]; N ¼ 82)
showed that lower levels of emotional self-efficacy
and greater levels of stressful life events, but not
satisfaction with social support, predicted greater
mood disturbance among their sample of rural
breast cancer patients.
There is some indication that living in a rural

area may be particularly problematic, in terms of
adjusting to breast cancer. Girgis et al. ([7];
N ¼ 129) revealed that a higher proportion of
rural women than urban women indicated that
they needed help with their cancer-related fears
(also see Heishman [12]; Wilson et al. [32]). Lyons
and Shelton ([43]; N ¼ 53) found that women in
rural areas of Mississippi and Alabama reported
lower quality of life, compared with those living in
urban areas. Nevertheless, at least one study ([44];
N ¼ 103; also see van der Weg and Streuli [45])
revealed no evidence that rural women are more
likely to use complementary and alternative thera-
pies for breast cancer and its side effects than were
urban women.
A few studies [45–47] have compared rural breast

cancer patients to rural patients with other
diseases. For example, a study of rural Norwegian
breast cancer patients ([47]; N ¼ 28), prostrate
cancer patients (N ¼ 21), and patients with other
cancer diagnoses (N ¼ 35) showed that, whereas
the mental health and general health of different
types of patients were similar, breast cancer
patients reported lower energy levels and lower
levels of vitality than other patients. These breast
cancer patients (as well as prostate cancer patients)
reported that poor physical health influenced their
daily activities more than did other patients. Also,
Cuellar et al.’s ([46]; N ¼ 30; also see Demaree [31])
survey of rural breast cancer patients and other
rural patient groups showed that levels of depres-
sion were similar for patients with breast cancer,
myocardial infarction, and stroke. Nevertheless,
12% of the breast cancer patients had scores (using
the Center for Epidemiological Studies Depression

Index) that indicated substantial levels of depres-
sion.
Other issues related to psychological adjustment

include concerns about body image and being
stigmatized [8,9,32,48]. In Heishman’s [12] study of
36 rural breast cancer patients, 13 women men-
tioned appearance and self-esteem issues, nine of
whom felt self-conscious in public, five of whom
said they felt ugly or disgusting after mastectomy.
By comparison, of those breast cancer patients in
Heishman’s study who had received a lumpectomy,
many reported that the lumpectomy enabled them
to maintain a positive self-image. Additionally,
there is some evidence that rural women may feel
stigmatized because of their breast cancer diag-
nosis. McGrath et al. [8,9] report that in the rural
setting, breast cancer is seen as a difficult topic to
talk about, which was described by one participant
as ‘a backwoods taboo.’ Lopez et al. ([48]; N ¼ 18)
suggested that stigmatization of cancer in a rural
African American community might have been
shaped by beliefs that cancer always leads to death,
that it is contagious, and that cancer may lead to
rejection by male partners.

Social roles

Treatment for breast cancer can disrupt rural
women’s social-role performances, especially in
gender-specific roles. Rural women may be espe-
cially concerned about role disruption because
their social roles as caregivers are central to their
lives [8,9] and position them as valued members of
their communities [48]. Rural breast cancer pa-
tients who must reside away from home during
treatment report being concerned about the dis-
ruption of their family-related social roles [4].
Consistent with this, rural women in Gray et al.’s
[3] study felt that running a home and taking care
of children while coping with breast cancer
diagnosis and treatment was more difficult in a
rural area, where services were less accessible.
Girgis et al. [7] revealed that, compared to their
urban counterparts, rural breast cancer survivors
were 2.5 times more likely to report needing help
with physical and daily living needs after treat-
ment. Consistent with this finding, Heishman [12]
reports that many of the rural breast cancer
survivors in her sample felt significant relief
when others helped with traditional gender role
demands.

Coping strategies

Rural women seem to use a variety of strategies to
cope with their breast cancer diagnosis, treatment,
and recovery. Studies [12,31] suggest that rural
women may be particularly inclined to use avoi-
dant coping strategies, such as denial. Based on her
qualitative study, Heishman [12] summarized that
avoidance was the most commonly reported coping
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strategy used by rural breast cancer survivors.
Heishman used the phrase ‘Don’t dwell on it’ to
represent the responses of these rural breast cancer
survivors. Heishman identified acceptance as an-
other coping strategy common among her sample
of rural breast cancer survivors. Somewhat con-
sistent with this finding, Wilson et al. [32] reported
that ‘trying to maintain a positive attitude’ was a
commonly used coping method among their
sample of rural breast cancer survivors.
Some rural breast cancer survivors report turn-

ing to their religious faith as a means of coping, but
perhaps not to the extent that might be expected.
Wilson et al. [32] reported that only 10% of their
sample indicated that relying on religious beliefs
was helpful to them, and Heishman [12] reported
that 8 of the 36 women in her sample reported that
their religious beliefs and activities helped them
cope with breast cancer. Nevertheless, religion may
be especially important to some rural subgroups,
such as African American women [33,48]. Both
Matthews et al. and Lopez et al. report that rural
African American breast cancer patients frequently
state that they ‘turn things over to God’ as a way of
coping.

Social support and psychological support services

Davis et al. [4] revealed that the great majority of
rural breast cancer patients in their study perceived
receiving enough social support during their
diagnosis and treatment. These rural patients
indicated that their primary sources of support
during this period were medical personnel and
volunteers with a history of breast cancer. In a
similar vein, Demaree [31] found that, during
primary treatment for cancer, rural breast cancer
patients appeared to be more satisfied with social
support from medical staff than from their families.
Nevertheless, Demaree’s findings revealed that,
compared with other rural cancer patients, rural
breast cancer patients’ levels of satisfaction with
emotional support from all sources decreased over
time.
Support from family members seems to be of

particular concern among rural breast cancer
survivors. Although many rural breast cancer
patients report fearing that they may put a strain
on their families, they concurrently report needing
additional support from family members [8,9,31].
Similarly, Heishman [12] revealed that the majority
of the rural breast cancer survivors in her sample
cited their friends as more supportive than family
members.
Rural communities can be supportive for some

rural breast cancer patients [3,12,49]. All but one
participant in Rogers-Clark’s [49] study said that
they would not have traded the benefits of their
supportive rural communities for the convenience
of living in an urban environment. In tightly knit

rural communities, friends and neighbors often
show support by calling, visiting, and providing
food (also see, Heishman [12]; Gray et al. [3]).
Nevertheless, the results of these same studies
reveal that rural breast cancer survivors report that
living in a rural community can be isolating
because of concerns about privacy and gossip
[3,8,9,49].
Research documents a lack of mental-health

services for breast cancer survivors who live in
rural areas [4]. For example, Davis et al. [4]
revealed that very few rural breast cancer patients
or their families received support from social
workers or other mental health professionals.
Similarly, Rogers-Clark ([49]; also see Curran and
Church [50]) reported that none of their partici-
pants were referred to counseling, support groups,
or other mental-health services. In rural areas,
barriers to mental health care include lack of access
to and availability of mental health specialists, an
inability to pay for mental health care, geographic
isolation, and stigma associated with mental illness
[51]. Gray et al. [3] report that rural breast cancer
survivors have problems establishing breast cancer
support groups because they are difficult to
organize and maintain as well as because it can
be difficult to find a suitable facility. Nevertheless,
Wilson et al. [32] reported that some of the rural
breast cancer patients in their study stated that they
would have liked to attend a support group.
In a related vein, studies [3,32] reveal that rural

breast cancer patients often lack opportunities to
meet other breast cancer survivors. Yet, Gray et al.
[3] revealed that the most frequent request from
their rural breast cancer patients was to facilitate
interaction with other breast cancer survivors.
Rural breast cancer patients cite having an
opportunity to talk to other breast cancer survivors
as helpful for minimizing fears, normalizing
experiences, and offering a ‘survivorship’ perspec-
tive [3,30,32].

Discussion

As we noted at the outset, relatively few studies of
breast cancer survivors have focused on rural
women. Nevertheless, our review of the available
literature suggests that rural breast cancer survi-
vors have distinct experiences and challenges. For
example, our review of studies using large data-
bases (e.g. breast cancer registry databases)
showed, almost uniformly, that rural women were
less likely to receive breast-conserving treatments.
Almost by definition, rural women are more likely
to travel greater distances to receive primary breast
cancer treatment as well as to stay away from home
during this treatment. As such, rural breast cancer
patients face unique social and economic costs,
compared to their urban counterparts. Also, the
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literature review suggests that the anticipation of
these costs may play a role in determining the types
of primary treatments that rural breast cancer
patients receive. For example, rural women may be
less likely to receive breast-conserving surgery
because of the travel and time demands associated
with adjuvant therapies (e.g. radiation therapy).
Moreover, at least one study suggested that women
who are treated in rural hospitals appear to be less
likely to receive breast-conserving treatments.
Importantly, the literature suggests that physicians
might play a particularly influential role in
determining the breast cancer treatments rural
women receive. It is important to recognize that
physicians who lack knowledge about state-of-the-
art breast cancer treatment limit the treatment
choices of rural women.
Nevertheless, the review suggested that medical

personnel may be rural breast cancer patients’
principle source of support during primary treat-
ment. Once treatment has been completed, how-
ever, rural breast cancer patients may need
additional support from both medical personnel
and family members. One of the ways in which
medical personnel can support rural breast cancer
patients is to provide them health-related informa-
tion. Overall, rural women desire greater access to
health-related information during treatment and
after treatment. Some of this information may need
to specifically focus on the unique needs of rural
women.
Rural women may have special needs because

they indicate feelings of isolation and report a lack
of psychosocial support after the completion of
primary treatment. Rural women may encounter
greater stress with respect to the demands of
traditional gender roles. Finally, there is some
evidence that rural breast cancer patients may
experience greater stigmatization and feel a greater
loss of privacy as a function of living in smaller
rural communities.
There seems to be little doubt that living in a

rural community restricts rural breast cancer
survivors’ access to psychological support services.
Not unlike the findings for primary treatments for
breast cancer, the literature review suggests that
some of the obstacles for receiving psychological
services stem from a lack of access. Moreover, rural
women may be less likely to seek mental health
care because of negative attitudes about seeking
psychological services or the stigma associated with
mental health treatment.
Our review of the studies that have focused on

rural breast cancer survivors suggests that they
may experience unique issues and obstacles com-
pared to their urban counterparts. As such, those
seeking to provide services to rural breast cancer
patients should attempt to redress these issues and
obstacles. For example, although rural women may
have close family ties or supportive communities in

general, rural breast cancer survivors may require
additional supportive and educational services.
These supportive services, however, must be highly
accessible, such as through remotely accessible
mechanisms such as the telephone (telephone
counseling), internet (educational websites), or
email (informational or supportive emails sent to
survivors). Also, it may be beneficial to facilitate
greater information sharing and cooperation
among oncologists and general practitioners in
rural areas, with the aim of keeping rural general
practitioners knowledgeable about current recom-
mended treatments.
Despite that our literature review pointed to

possible distinct experiences for rural women,
much more research is warranted. The available
studies are limited in a number of ways. First, with
the exception of the database studies, most of the
studies are characterized by relatively small sample
sizes and by non-specific definitions of rurality. As
such, these limitations cast some doubt about the
generalizability of these study findings. Clearly,
researchers need to be more precise about their
definitions of rural samples. Next, most studies did
not include urban comparison groups. Although
urban comparison groups may not always be
necessary, comparing the experiences of urban to
rural breast cancer survivors may help to further
elucidate the unique issues that rural breast cancer
survivors encounter. Future studies of rural breast
cancer patients and survivors should seek to
address these limitations, as a means to better
understand the experiences of rural women with
breast cancer.
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