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ABSTRACT 

Numerous studies have shown that women with better 

social support have fewer problems adjusting to breast 

cancer. However, these studies have a tendency to focus 

only on emotional support and to assess social support at 

only one point in time. Additionally, the effect of type of 

treatment on the use of social support has been overlooked. 

The present study assessed social support as a 

multidimensional construct. Changes in social support over 

time and its relationship to life quality at each point in 

time were examined, as well as any differences due to 

treatment type. Tangible assistance, satisfaction with 

support, and negative interaction decreased over time. 

Tangible assistance and need for support were found to be 

greater for women receiving chemotherapy, and their life 

quality decreased. Tangible assistance, advice, and 

negative interaction were negatively related to life 

quality, while satisfaction with support was positively 

related. 
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INTRODUCTION 

The study of social support networks has received 

increased attention in the last two decades largely due to 

the emergence of evidence documenting their impact on 

physical and psychological health. Numerous studies 

demonstrate the beneficial effects of social support 

networks on life satisfaction, happiness, health, and 

mortality (e.g. Berkman & Syme, 1979; Campbell, 1981). The 

first evidence that social support may influence health came 

from Durkheim's (1951) in depth study of suicide rates which 

demonstrated that married people were less likely to take 

their own lives than single people. Further evidence for 

this relationship is seen in studies demonstrating increased 

physical and mental symptoms and mortality rates in widows 

the first year following bereavement (Maddison and Viola, 

1968; Parkes, 1964, as cited in Berkman and Syme, 1979). 

When or how social support operates to affect physical 

and psychological health has yet to be explained. Currently 

there are two hypotheses both of which are substantiated 

empirically. The additive model posits that social support 

is beneficial regardless of whether the person is under 

stress; in other words, the better the support the healthier 

the person will be. On the other hand, the buffering model 

states that social support is only beneficial to persons 
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under stress. From this perspective, social support 

mitigates the effects of stress during a crisis, but has no 

effect when there is no crisis. Irrespective of when or how 

social support may work, it is thought that when it does 

work it is because support helps individuals meet certain 

needs. These needs tend to be categorized as: emotional, 

informational, tangible, and belonging (social 

participation). 

Examining the relationship between social support and 

health is further complicated by the fact that the 

definition of social support has varied greatly from study 

to study demonstrating its complex nature. Social support 

is not thought of solely in terms of quantity or sheer 

numbers of people in a person's support system; it is viewed 

as a multidimensional construct where not only the quantity, 

but the quality, source, utilization, and type of support 

may be important determinants of physical and mental health 

status (e.g. Barrera, 1981; Cohen & Hoberman, 1983 as cited 

in Henderson & Argyle, 1985). The wide variation among 

definitions is due to attempts to unravel what it is about 

social support that makes it an important determinant of 

health. Variation also results when investigators focus on 

different dimensions deemed to be important with respect to 

the sample under study. 
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Regardless of which dimension of support is examined, 

it is consistently shown to be a major contributor to health 

status. Studies examining the associations among quantity 

of social support variables and health have tended to define 

quantity in terms of number of social attachments. Berkman 

and Syme (1979) found higher death rates among persons with 

the fewest social attachments. Controlling for baseline 

health differences, House, Robbins, and Metzner (1982) 

replicated the findings of Berkman and Syme for men, 

although the findings were not as strong for women. 

Focusing on psychological outcomes, Wilcox (1981a) found 

that larger, less dense (i.e., greater diversity of role 

partners) networks were associated with better adjustment 

following divorce. 

Taking the study of social support beyond mere numbers 

of attachments to people, current research methodologies 

include assessing other dimensions of social support capable 

of significantly affecting health status. The quality of 

social support is seen as an important contributor to health 

outcome. In a study of women undergoing biopsy, Hobfoll and 

Walfisch (1984) found that multiplexity, a measure of 

closeness, frequency of contact, and common interests of the 

support network, not size, was related to decreased anxiety 

and depression prior to surgery. Similarly Wilcox (1981b) 



found that while quality and size of the support network 

were both related to psychological health, quality of 

support was a much stronger predictor of psychological 

status. Porritt (1979) observed that availability of 

support was not related to outcome for accident victims, 

rather, the understanding, respect, and genuineness of 

network members influenced recovery. Perceived quality of 

support also has been shown to be related to higher natural 

killer cell activity (Levy, Herberman, Whiteside, Sanzo, 

Lee, & Kirkwood, 1990). 

Sources and types of social support are also examined 

as determinants of health status. Interest in sources of 

support involves examining the consequences of receiving 

support from different people such as spouse, children, 

family of origin, friends, and professional and lay help. 

In a study of cardiac recovery patients (Finlayson, 1976), 

less favorable health outcomes were related to utilizing 

families of origin and few other sources of support, while 

support received from a large number of different network 

members was associated with more positive health outcomes. 

Types of social support typically examined include 

emotional, tangible aid, informational, social 

participation, and reciprocity. Investigators have 

determined that the type of social support may 
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differentially influence physical and psychological 

functioning. Black (1985) found that reciprocity of 

emotional support and tangible aid were associated with 

better physical, emotional, and social functioning in 

elderly adults, while emotional support was associated with 

improved social functioning. Likewise, Weinberger, Tierney, 

Booher, and Hiner (1990) observed that increased physical 

disability among persons with osteoarthritis was related to 

little or no tangible aid and self-esteem enhancing support, 

while psychological functioning was related to self-esteem 

enhancing support and a strong network for social 

activities. 

While the positive effects of social support receives 

considerable attention in the literature, the potential for 

stress and upset in the social support network receives less 

attention. Stress and upset in the network is 

conceptualized as both unmet support expectations and 

negative input from network members. Fiore, Becker, and 

Coppel (1983) examined the effects of upset in the social 

support networks of Alzheimer's caregivers. Perceived 

network upset was significantly related to depression, while 

perceived helpfulness ratings were not related to depression 

for the sample. 
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Generally, investigators examine social network 

characteristics and the consequences of network support at 

one point in time, based on the assumption that social 

support is a static presence in a person's life. 

Occasionally, however, a longitudinal study has been 

conducted to determine changes in support during and 

following a crisis. Hobfoll and Walfisch (1984) examined 

social support in women prior to undergoing biopsy and three 

months later. Prior to surgery, multiplexity of support was 

associated with lower levels of anxiety and depression. 

This relationship was not present three months later 

suggesting that social support was important only during the 

crisis period, providing evidence for the buffering 

hypothesis. Similarly, Finlayson (1976) found that the 

number of social support sources decreased considerably one 

year following husbands' myocardial infarction, and the 

number of sources was unrelated to outcome at that point in 

time. 

The literature reviewed suggests that social support is 

indeed critical to physical and psychological health in 

general and specifically during periods of crisis. 

Additionally, this research supports the need to examine 

social support as a multidimensional construct where the 

contributions of quantity, quality, type, and source of 
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support are considered separately with respect to use and 

outcome. Finally, the nature of support networks and their 

influences on health appear to vary in relation to a number 

of factors including type and severity of crisis and timing 

relative to a crisis. 

Accordingly, this study seeks to address these concerns 

for a population of women undergoing treatment for breast 

cancer. Treatment for breast cancer can be considered a 

crisis situation in that often women experience a variety of 

side effects from the treatment necessitating additional 

assistance and support from those closest to them. 

Furthermore, women undergoing treatment are faced with the 

uncertainties and fears concerning the effectiveness of 

treatment and the possibility of recurrence. In addition, 

tangible assistance is required in the event that the woman 

can no longer fill some of her normal roles and tasks. 

Irrespective of the complications of treatment, these women 

are experiencing a variety of emotions in attempting to 

adjust to having breast cancer and the loss of a breast. 

Therefore, one can predict that they will require a variety 

of social supports both for emotional and tangible needs. 

Utilizing a multidimensional approach to social support, the 

present study will examine changes in the four types of 

social support utilized (emotional, tangible, information 
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(advice), and social participation), satisfaction with 

support, need for support during treatment for breast cancer 

as well as perceptions of negative interactions with network 

members during this period. In addition, the study will 

examine the relationship between these variables and life 

quality during and after treatment. 



LITERATURE REVIEW 

The following literature review will focus exclusively 

on the experience of breast cancer. Breast cancer will be 

discussed in terms of its importance for research, the 

biology of breast cancer, treatment options, physical 

problems experienced as a result of surgery and treatment, 

and psychological adjustment. Finally the discussion will 

turn to the role of social support in the adjustment process 

for women experiencing breast cancer, how the existing 

research improves our understanding of this role, and the 

goals of the present investigation. 

Importance of Studying Breast Cancer 

Breast cancer is the second leading cause of cancer 

death among women in the United States. It is also the most 

common form of cancer in American women. Approximately one 

in nine women will develop breast cancer in her lifetime. 

Over 142,000 American women will discover they have breast 

cancer each year (National Cancer Institute, 1989). An 

estimated 44,000 women will die of breast cancer in 1990. 

Incidence rates of breast cancer have been increasing about 

1% per year since 1970, increasing from 84.7 per 100,000 in 

1980 to 104.9 per 100,000 in 1986 (American Cancer Society, 

1990). Furthermore, breast cancer is increasing at a much 

greater rate in American women than in women in other 



19 

countries. Earlier detection only partially accounts for 

this increase (NBC News, January 21, 1991). 

What is Breast Cancer 

Breast cancer is any type of malignant growth arising 

in the tissues of the breast. It can develop rapidly or 

evolve slowly. Cancer occurs when certain cells undergo an 

abnormal change and begin to grow uncontrollably (NCI, 

1984) . Uncontrolled growth results in excess tissue causing 

the formation of a tumor. Unlike a benign tumor, a 

malignant tumor can invade and destroy nearby healthy 
« 

tissues and organs. Also, cancer cells can break away from 

the primary site and enter the bloodstream or lymphatic 

system spreading to other parts of the body (NCI, 1989). 

Approximately 2 0% of breast lumps are found to be cancerous 

(NCI, 1988). While risk factors for breast cancer have been 

identified, the cause remains unknown. 

Survival from breast cancer is based on the extent of 

the disease at the time of diagnosis. A staging system is 

used to enable physicians to determine the extent of the 

disease and thus, to help in deciding on the appropriate 

treatment (see Figure 1). If the cancer is in situ 

(noninvasive, in only a few layers of cells), the five year 

survival rate approaches 100%. For localized breast cancer 

(confined to its primary site in the breast), the five year 

survival rate is approximately 90%. The five year survival 
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Stage I: small tumor (<2 cm) 
negative lymph nodes 
no detectable metastases 

Stage II: tumor >2 cm but <5 cm 
lymph nodes negative 

OR 
tumor <5 cm 
lymph nodes positive 
no detectable metastases 

Stage III: large tumor (>5 cm) 
OR 

tumor of any size with invasion of skin or 
chest wall or "grave signs" 

OR 
associated with positive lymph nodes in the 
collarbone area 

BUT 
no detectable distant metastases 

Stage IV: tumor of any size 
lymph nodes either positive or negative 
distant metastases 

Figure 1. Stages of Breast Cancer. NCI, 1984. 
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rate decreases to 68% if the cancer has spread regionally 

(to the lymph nodes or nearby tissues). If a person has 

distant metastases (spread to other parts of the body), the 

five year survival rate decreases to 18% (American Cancer 

Society, 1990). 

As stated previously, the stage or severity of the 

breast cancer is a major factor in determining treatment. 

Possible treatment includes various forms of surgery, 

radiation, chemotherapy, hormone therapy, and combinations 

of the above listed treatments. 

Breast Cancer Treatment 

The primary mode of treatment for breast cancer is 

surgery. Breast cancer surgery falls into one of three 

categories: radical mastectomy, total mastectomy, and 

limited surgical procedures. Once the mainstay of breast 

cancer surgery, the radical mastectomy is now resorted to 

with much less frequency. A radical mastectomy involves 

removal of the breast, the chest muscles, all underarm lymph 

nodes, and additional fat and skin. The total mastectomy or 

modified radical mastectomy have become the treatments of 

choice these days. In the modified radical mastectomy, the 

breast, underarm lymph nodes, and lining over the chest 

muscles are removed, while the total mastectomy removes only 

the breast and a few underarm lymph nodes to determine if 
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the cancer has spread. Limited surgical procedures include 

a partial or segmental mastectomy and a lumpectomy. A 

partial mastectomy removes the tumor plus a wedge of normal 

tissue surrounding it, along with some skin and the lining 

of the chest muscle below the tumor. In a lumpectomy only 

the breast lump is removed and radiation therapy usually 

follows. Radiation therapy and lumpectomy are considered 

primary treatment for women with early stage breast cancer 

(NCI, 1987a). 

As stated previously radiation can be used in 

conjunction with lumpectomy as a primary form of treatment 

or it can be used by itself as a primary form of treatment. 

Primary radiation treatment involves an excision of the 

tumor initially, followed by a series of external radiation 

treatments whereby high-energy x-rays are aimed at the 

breast and sometimes nearby tissues. Treatments are 

administered four or five times a week for four to five 

weeks on an outpatient basis. One to two weeks following 

the completion of treatments, a concentrated "booster" dose 

of radiation is directed to the area where the lump was 

located (NCI, 1984). 

In addition to one of the primary modes of treatment 

mentioned above, a majority of women receive what is termed 

as adjuvant therapy. Adjuvant therapy is designed to 



supplement primary treatment to destroy any cancer which has 

spread beyond the breast into the body by way of the lymph 

and bloodstream. Radiation, chemotherapy, and hormone 

therapy are used singly or in combination as adjuvant 

therapy. Radiation is administered in the same manner for 

adjuvant therapy as it is for primary treatment. 

Chemotherapy involves the use of cytotoxic drugs to 

destroy cancerous cells which have found their way into the 

bloodstream and lymph system. Cytotoxic drugs are given 

orally, intramuscularly, or intravenously on a daily, 

weekly, or monthly schedule. Combinations of drugs are also 

commonly given. Chemotherapy can last from six months to 

one year. 

Hormone therapy deprives cancer cells the hormones 

needed for growth. To determine if a woman will respond to 

hormone therapy, a hormone receptor assay is performed on 

the tumor. Hormone receptor assays show that about two-

thirds of women with breast cancer have tumors that contain 

estrogen receptors (ER), of these women approximately 60% 

will respond to hormone treatment. Women whose tumors do 

not contain these receptors generally do not respond to 

hormone therapy. A second test can also be conducted to 

determine if the woman has progesterone receptors (PR). A 

woman whose tumor is both ER and PR positive has an 80% 
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chance of responding to hormone therapy (NCI, 1987b). 

Treatment Side Effects 

The degree to which a woman experiences side effects 

from treatment varies from individual to individual. 

However, there are known constellations of symptoms which 

can occur as a result of primary and adjuvant treatment of 

breast cancer. 

As a result of surgery a woman often experiences pain 

and stiffness in the area which was operated on in the first 

few days following surgery. In addition a woman may 

experience physical sensations, such as tingling, "pins and 

needles" feelings, or pain in the area of the missing breast 

which disappear gradually. While infection may occur 

following any surgery including mastectomy, the most common 

complications encountered are lymphedema and arm and 

shoulder stiffness and numbness. Lymphedema occurs when 

excess lymph fluid accumulates in the woman's arm causing it 

to swell. This tends not to be a problem with less 

extensive surgeries. Arm and shoulder stiffness are the 

result of either the weight imbalance caused by the loss of 

the breast or because the underarm incision has caused skin 

tightness which limits movement. The length of time it 

takes to regain full range of motion in the arm varies, 

sometimes taking several months. For women with more 



25 

extensive surgery the range of motion may never be 

completely restored. Numbness occurs because nerves are cut 

during the mastectomy in the chest area, shoulder, and arm, 

and may be permanent (NCI, 1984). 

Both radiation and chemotherapy destroy the cells' 

abilities to grow and multiply, however, in the process both 

healthy and unhealthy cells are destroyed resulting in a 

variety of side effects. The side effects of radiation 

include fatigue, skin problems, and loss of appetite. 

During treatment a woman's skin may become reddened, 

irritated, sunburned, and either very dry or very moist. 

Following treatment other changes in the treated area may 

occur. The skin may become darker, the pores may become 

enlarged, the breast may become firmer, and there may be a 

change in the size of the breast. However, these changes 

generally clear up within a year (NCI, 1987c). 

Chemotherapy appears to be the greatest source of side 

effects. The experience of side effects depends upon the 

woman's response to the drug(s) and the particular drug(s) 

she is taking. The side effects of chemotherapy include 

nausea and vomiting, loss of appetite, diarrhea, weakness, 

mouth ulcers, fatigue, hair loss, weight gain, menstrual 

changes, and lowered resistance to infections. Some side 

effects can last throughout the course of treatment, while 
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others may occur only on the day of treatment. Chemotherapy 

side effects tend to disappear gradually after treatment has 

ended (NCI, 1987d). 

Hormone treatment produces relatively few side effects, 

mainly related to the lowered levels of estrogen. These 

side effects are short-term and include hot flashes, 

menstrual irregularities, headaches, and nausea (NCI, 

1987b). 

Psychosocial Adjustment to Breast Cancer and Its Treatment 

While the physical problems experienced by a woman as a 

result of breast cancer treatment can be quite extensive and 

disruptive, the emotional reaction and subsequent attempts 

to adjust to breast cancer and the loss of a breast can be 

even more difficult for a woman. Furthermore, adjuvant 

treatment such as radiation and chemotherapy add to the 

problems a woman must cope with in adjusting to breast 

cancer and the loss of a breast. Women commonly experience 

depression and anxiety, body image disturbance, sexual 

problems, and role disruption following breast cancer 

surgery and during adjuvant therapy. 

Depression/Anxietv 

Reports of significant increases in depression and/or 

anxiety following mastectomy appears to the most prevalent 

finding in the literature. Postmasectomy depression is 
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characterized by anxiety, insomnia, appetite disturbance, 

depressive attitudes, suicidal ideation, irritability, 

impatience, uncertainty, and feelings of shame and 

worthlessness. Incidence of anxiety and depression was 

found to be much higher in women who had had a mastectomy 

than women with benign breast disease (Maguire, Lee, 

Bevington, Kuchemann, Crabtree, & Cornell, 1978). Similar 

findings have been found in numerous other studies, 

(Roberts, Furnival, & Forrest, 1972, Lee & Maguire, 1975, 

Morris, Greer, & White, 1977). Additionally, evidence of 

depression is seen in reports of greater use of 

tranquilizers and alcohol by women following mastectomy 

(Jamison, Wellisch, & Pasnau, 1978). The same study also 

found suicidal ideation in one fourth of the women. 

Occasionally, suicide has been linked to mastectomy (Ervin, 

1973). 

While the duration of postmasectomy depression has been 

seldom studied, Morris, et al. (1977) found that 

psychological stress was reported by just under half the 

women three months following surgery and by slightly less 

than one third of the women at one and two years following 

surgery. In the same study depression was more prevalent in 

women with breast cancer than women with benign breast 

disease at three months, one year, and two years 
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postoperatively. Likewise, Ray (1977) compared breast 

cancer patients with cholecystectomy patients eighteen 

months to five years following surgery. The breast cancer 

patients had significantly higher depression and anxiety 

scores. 

Depression and anxiety have also been reported in 

studies of women undergoing chemotherapy or radiation. 

Maguire, Tait, Brooke, Thomas, Howat, Sellwood, and Bush 

(1980) found that anxiety and depression was much more 

prevalent in women who received multiple drug chemotherapy 

than in women with mastectomy alone or mastectomy and single 

drug chemotherapy. In another study, a majority of 

chemotherapy patients reported nervousness, irritability, 

and spontaneous tearfulness (Meyerowitz, Sparks, & Spears, 

1979) . Similarly, Maguire (1975) found that women who 

underwent radiation experienced more anxiety and depression 

than women who only had a mastectomy. While not specific to 

just breast cancer patients, Peck and Boland (1977) found 

that all but one cancer patient experienced a mild or 

moderate emotional reaction such as depression, anxiety, or 

irritability, to radiation treatment. 

Body Image 

Disturbance in body image is another obstacle women 

must overcome, one which more than likely contributes to the 
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depression and anxiety women experience. While the loss of 

any body part is traumatic in and of itself, it is thought 

that the disturbance in body image as a result of the 

mastectomy is also related to the symbolic significance 

which the breast holds for women. Not only is the breast an 

important aspect of a woman's appearance in our culture 

denoting a woman's femaleness, it also has much sexual 

significance which can commonly be seen in how women are 

portrayed in the media. Thus, the loss of a breast can 

represent a loss of a woman's femininity and sexuality. 

Further, by its unique milk-giving function, the breast is 

also a symbol of motherhood. Therefore, the loss of a 

breast can symbolize the loss of the unique maternal role to 

a woman. Evidence for this proposition can be seen in a 

study comparing women facing breast biopsy, possible 

mastectomy, and surgical controls. Both breast surgery 

groups were more likely to have fears about disfigurement or 

death, the mastectomy group being most fearful (Polivy, 

1977) . 

The concern with body image becomes much more 

pronounced following surgery. A woman may see herself as 

mutilated, desexed, and repulsive (Ervin, 1973). Initially, 

however, there is often shock when first viewing the 

incision (Quint, 1963). Feelings of disgust, horror, and 
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self-hatred are aroused each time the woman has to dress the 

incision (Bard & Sutherland, 1955). Although, these 

feelings may be covered up by the shock and not experienced 

until later. Polivy (1977) found no change in body image 4-

6 days following mastectomy, but a significant decline in 

body image 6-10 months following surgery. Likewise, Taylor, 

Lichtman, Wood, Bluming, Dosik, and Leibowitz (1985) found 

that at least some concern with breast loss or disfigurement 

was present in 62% of mastectomy patients interviewed 

between 2 months and 5 years post-surgery. The amount of 

distress over body image was also proportionate to the 

extremeness of the surgery. The effects of disfigurement 

can also be felt in the marriage. The more extreme the 

surgery, the greater the decline in affectional and sexual 

relationships. 

Concern over body image is usually manifested in a 

woman's concern over her appearance. Women are faced with 

decisions concerning how to conceal the missing breast 

(reconstruction, prothesis) and whether to hide the incision 

from others close to her. Choice of clothing becomes 

limited, bathing suits and evening dresses presenting a 

major dilemma, and many women refuse to go out socially 

unless adequately attired. Many women also express fear 

over having their children see their incision (Bard & 



Sutherland, 1955; Quint, 1963). While not examined 

empirically, hair loss during chemotherapy is also a major 

concern for women. In the present study, solving the 

appearance problem hair loss presents was a topic frequently 

mentioned by women to the author. 

Body concerns are also noticed in a change in a woman's 

attitude in how she handles her body. Women often view the 

operated area as weakened and vulnerable to injury and thus 

avoid close contact. This view is also extended to the body 

as a whole; women may feel they are no longer immune to 

disease or injury (Bard & Sutherland, 1955) . In addition, 

many women interpret any physical signs or symptoms as 

evidence of cancer recurrence (Quint, 1963; Bard & 

Sutherland, 1955). 

Sexual Intimacy 

Related to disturbances in body image, or perhaps 

because of, sexual problems is another difficulty cited by 

women with breast cancer. Some women report a decrease in 

sexual interest or activity, while others report a complete 

loss of interest. Sexual difficulties were present in 44% 

of women three months post-mastectomy (Derogatis, 1980). 

Similarly, Morris, et al. (1977) found significantly more 

sexual problems in breast cancer patients than benign 

controls three months postoperatively. However, this 
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difference was not apparent at one year and two years 

postoperatively. In contrast, Maguire, et al. (1978) found 

that one third of postmasectomy women still had severe or 

moderate sexual problems one year following surgery. Sexual 

problems were also found in a majority of women undergoing 

multiple drug chemotherapy (Maguire, et al. 1980). 

Additionally, sexual problems are linked with other 

adjustment problems. Higher levels of anxiety, depression, 

and symptomatic distress, and lower mood balance and 

adjustment were reported by patients with sexual 

difficulties (Derogatis, 1980). 

Role Performance 

Disruption in role performance is another problem women 

experience as a result of breast cancer surgery and adjuvant 

treatment. Interference with household chores and/or work 

is a common complaint. Silberfarb, Maurer, and Crouthamel 

(1980) examined women with primary, recurrent, or final 

breast cancer, many of whom were undergoing adjuvant 

treatment, and found that at least half of the women needed 

assistance with at least one aspect of housework. Similar 

results were found by Morris, et al. (1977) with respect to 

both housework and employment. There was significantly 

greater deterioration in work ability in women with breast 

cancer than benign controls in the first three months 



following surgery. Almost one half of the women were 

performing at less than their preoperative level three 

months following surgery and almost one third were still 

below their preoperative level two years following surgery, 

in a study of women undergoing chemotherapy, one third of 

the women reported not only a decrease in activity level, 

but also an inability to perform some housework or work 

related activities (Meyerowitz, et al., 1979). A large 

proportion of employed women (60%) also reported missing 

time from work. Almost half of the women (45%) reported a 

major disruption in job status as a result of chemotherapy, 

for example, they had to leave work entirely, pass up a 

promotion, or take a less responsible position. 

Disruption in Relationships 

Disruption in relationships can also occur but the 

findings are mixed. In a study of women undergoing 

chemotherapy, Meyerowitz, et al., (1979) found that 23% of 

the women reported increased disruption in marital and 

family relationships (defined as behavioral changes in daily 

living), while 17% reported improvements in intrafamilial, 

nonsexual relationships. While Morris, et al. (1977) found 

that marital adjustment remained stable up to two years 

following mastectomy. Marital difficulties may possibly be 

linked to the sexual problems which can occur. Silberfarb, 
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et al. (1980) found mate role disturbance in almost one 

third of the women, however, closer inspection revealed that 

the disruption pertained only to sexual areas. The breast 

cancer experience can also improve relationships. Morris, 

et al. (1977) found a significantly greater percentage of 

breast cancer patients reported improvement in interpersonal 

relationships (frequency of contact, conflict) than benign 

controls at three months following surgery. In addition the 

number of patients reporting improvement continues to 

increase over a two year period. Similarly, Zemore and 

Shepel (1989) found that breast cancer patients reported 

more emotional support from others than non-cancer controls. 

In sum, breast cancer and its treatment can be a major 

disruption in a woman's life. There are a variety of 

physical symptoms, as well as numerous emotional problems. 

In turn, these problems affect the women's day to day life 

and social relationships. 

Breast Cancer and Social Support 

As the above literature review demonstrates, breast 

cancer and its treatment can be a physically and emotionally 

stressful experience for a woman. While a woman's 

experience of breast cancer can vary, it is more than likely 

that she will experience some sort of physical and/or 

emotional distress as a result of breast surgery and 
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treatment. Often the women is coping with several 

interrelated stressors. There is the primary stress of 

having breast cancer requiring significant emotional 

adjustment on the woman's part, which is then compounded by 

the numerous physical problems associated with surgery and 

treatment. One variable found to facilitate adjustment to 

breast cancer is social support. 

As stated previously the definition of social support 

has varied in studies of its relationship to psychological 

and physical health. Investigators interested in the effect 

of social support in the lives of breast cancer patients 

tend to focus on emotional support as the predominant factor 

influencing adjustment to this disease. While other 

dimensions of support are included in some of the studies, 

there is much inconsistency. The present literature review 

will be organized around the focal role of emotional support 

in the adjustment to breast cancer. Studies which have 

focused exclusively on emotional support will be presented 

first, followed by studies that expand upon the role of 

emotional support by including other dimensions, such as the 

source of support. Lastly, studies which have focused on 

the process of social support, that is, its role throughout 

the adjustment process, will be reviewed. 
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Emotional Support and Women With Breast Cancer 

Utilizing a narrow definition of emotional support, 

Northouse (1981) examined the relationship between emotional 

support and fear of recurrence in Stage I-III breast cancer 

patients who were between ten months and four years 

posttreatment. Emotional support was defined as the 

opportunity to discuss mastectomy concerns and feeling 

understood about mastectomy concerns. Women with a greater 

number of significant others to discuss mastectomy concerns 

with and network members who understood the mastectomy 

concerns Had less fear of recurrence, explaining 40% of the 

variance. 

While not entirely measuring emotional support, Levy, 

Herberman, Maluish, Schlien, and Lippman (1985) utilized a 

global measure of social support which included ratings of 

relationship quality (adequacy of spouse and family 

relationships, communication) and family assistance 

(tangible assistance) in examining the role of social 

support on natural killer cell activity. Women with Stage 

I-II breast cancer were assessed 5-7 days postsurgery and it 

was found that social support was a key predictor of higher 

natural killer (NK) cell activity, but not nodal 

involvement. 

Other investigators examine the effect of emotional 
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support in relation to another dimension of social support. 

The most popular approach has been to examine variations in 

emotional support relative to the source or provider and its 

effect on adjustment or well-being. Defining emotional 

support as the opportunity to discuss your feelings, Zemore 

and Shepel (1989) assessed women with Stage I-II breast 

cancer within two years of surgery who had not undergone 

chemotherapy. Results reveal that both women with breast 

cancer and benign controls who were able to discuss their 

concerns with someone, scored higher on social and emotional 

adjustment and self-esteem measures than women without a 

confidante. This relationship held for each source of 

support (friend, relative, or spouse), although the greatest 

correlation between source and adjustment was for the 

spouse. Similar results were obtained by Levy, et al. 

(1990) who examined emotional support as provided by spouse, 

family, friend, nurse, and physician in relation to NK cell 

activity in women with Stage I-II breast cancer assessed 5-7 

days postsurgery. With the exception of nurse, the quality 

of emotional support was related to higher NK activity 

regardless of source, with spouse and physician having the 

highest correlation to NK activity. These two variables, 

along with other predictors of NK activity, were then 

entered into an empirical model and both were found to be 
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significant predictors of NK activity, with spousal support 

accounting for the greatest amount of variance (11%). 

Other studies compare emotional support with another 

support dimension and effects on psychological adjustment. 

Northouse (1988) compared emotional support with network 

size and the effect on psychological adjustment for women 

with breast cancer at 3 days post surgery. Emotional 

support was defined as having a person who listens, 

understands, and loves the person; ratings on these 

characteristics were obtained for different sources and 

summed. Network size was defined as the number of people 

who the subject could count on for support and 

understanding. Fewer adjustment problems were associated 

with higher ratings of emotional support only, accounting 

for 37% of the variance, network size was unrelated to 

adjustment. 

Contrary to the findings previously discussed, in 

comparing emotional support and assistance, Woods and Earp 

(1978) found that both emotional support and assistance were 

unrelated to depression in women four years postsurgery. 

Emotional support was assessed by rating the willingness of 

a support network member to listen to the woman when she was 

not feeling well, while assistance was assessed by rating 

how helpful a support network member was. However, when 
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number of surgical complications was added to the analysis, 

at low numbers of complications, both dimensions of social 

support (assistance and listening) were related to lower 

depression. This relationship did not hold with high 

numbers of complications, suggesting that both forms of 

social support mediated depression up to a certain point. 

Studies also compare some type of emotional support and 

social affiliation or activity variables and the findings 

are mixed. Bloom (1982) examined family support as a measure 

of emotional support, two indicators of social affiliation 

(social contact and leisure activities), and having a 

confidante in relation to negative coping, self-concept, 

sense of power, and psychological distress in women with 

non-metastic breast cancer assessed between one week and 2 

1/2 years postsurgery. Only social contact and family 

support were directly related to less negative coping, 

explaining almost 29% of the variance, and indirectly 

related to the adjustment variables through their 

relationship with coping. 

A similar study was conducted by Bloom and Spiegel 

(1984) who studied women with metastic breast cancer two 

years and four months post diagnosis. The authors examined 

family support and social activity, (defined as the ability 

to perform activities ranging from dressing to attending 
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social activities as indicators of increased social contact 

with others) as indicators of social support in relation to 

sense of power, outlook on life, self-concept, and social 

functioning. Both measures of social support were related 

to outlook toward life, explaining close to 29% of the 

variance, but as in the previous study (Bloom, 1982), 

unrelated to self-concept and sense of power. Social 

activity was related to social functioning, while family 

support was indirectly related to social functioning through 

its relationship with outlook on life. In contrast to these 

results, a direct relationship was found between emotional 

support, increase in social activities since the cancer, and 

family closeness and doing many things together, and an 

index psychological adjustment in women at all stages of 

breast cancer assessed between 2 months and 5 years 

postsurgery (Lichtman, Taylor, & Wood, 1988). 

Similar dimensions were used in a study of how self-

reliance modified the relationship between social support 

and psychological adjustment. Funch and Marshall (1984) 

compared emotional support (ability to talk to and rely on 

for problems with breast cancer) summed across sources with 

network availability (the number of persons available for 

support) and involvement in organizations and social 

activities in women 3-12 months postsurgery. For other-
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reliant women (women who identified others as responsible 

for their recovery, 79% of the sample), both network 

availability and emotional support were related to decreased 

negative affect. Availability was also related to better 

adjustment, while emotional support was not. These results 

were reversed for self-reliant women. 

Adopting a slightly different focus, Funch and Marshall 

(1983) compared two social activity variables, social 

network size, defined as the number of friends and family, 

and organizational involvement (which can in some respects 

be a measure of social activity or belonging), in relation 

to breast cancer survival rates twenty years later. They 

found that only organizational involvement was related to 

length of survival, explaining 14% of the variance. THis 

relationship existed primarily for younger (15-45 years old) 

and older (61-90 years old) women. 

Studies adopting a multidimensional approach to social 

support cover a broader range of social support dimensions. 

Funch and Metlin (1982) examined the effects of emotional 

support, health care support, and financial support on 

physical and psychological adjustment in women 3-12 months 

postsurgery. Financial support was the only variable 

related to physical recovery, explaining 17% of the 

variance, while emotional and health care support were 
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related to psychological adjustment, emotional support more 

so explaining 14% of the variance. Quantity of support 

(number of relationships and frequency of interaction), 

satisfaction with emotional support from the closest person, 

and interviewer ratings of strength of support were all 

found to be related to measures of psychological adjustment, 

explaining 3 6% of the variance, in a study of men and women 

with breast and colo-rectal cancer (60% breast cancer, 86% 

women) assessed 7-2 0 months postdiagnosis. However, this 

relationship did not hold for those with a poor prognosis 

(Dunkel-Schetter, 1984). 

The above discussion demonstrates the significance of 

emotional support, regardless of how it is defined, in 

adjusting to breast cancer. Despite the wide disparity of 

definitions, emotional support was consistently found to be 

a significant predictor of psychological adjustment. The. 

relationship of social affiliation (social contact, social 

activities, network) to psychological adjustment is less 

obvious. Inconsistent results may be due to the wide range 

in how social affiliation is defined. Or it may be that 

social affiliation is not as important in predicting 

adjustment to breast cancer. The source of support appears 

not to be an important predictor of adjustment. Apparently 

it is more important just to receive support, regardless of 
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source. 

Changes in Social Support 

A related question not addressed by these findings is 

how does the need for or kind of social support change 

through the adjustment process. The studies reviewed 

demonstrate that the relationship between social support and 

psychological adjustment exists regardless of when it is 

measured. Yet the process by which support is utilized or 

changes during the adjustment process was not addressed. 

Northouse (1988) examined social support (emotional 

support and network size) and its relation to psychological 

adjustment 3 and 30 days post-surgery. Emotional support 

was defined as having a person who listens, understands, and 

loves the person; ratings on these concerns were obtained 

for different sources and summed. Network size was defined 

as the number of people who the subject could count on for 

support and understanding. At both points in time emotional 

support was related to fewer adjustment problems, while 

network size was unrelated to adjustment at either time. 

Additionally, Time 1 support scores were associated with 

adjustment at Time 2, however, the relationship was much 

stronger for the Time 2 support score. These findings 

suggest that it is the on-going process which is 

significant. Women who maintain good support throughout the 
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adjustment period may have better psychological adjustment. 

While Northouse (1988) demonstrates that on-going 

support is important she doesn't address changes in support 

over time. Neuling and Winefield (1988) addressed this 

concern. Utilizing a multidimensional approach to social 

support, they examined changes in four types of support 

(emotional, informational, tangible assistance, and 

reassurance), the source of each type of support, and 

satisfaction with source and type of support and related 

these measures of support to adjustment. Emotional support 

was defined as encouragement to talk about your illness and 

your feelings about your illness, listening, and making you 

feel loved. Informational support referred to advice on how 

to help yourself, suggesting ways to view your illness, 

offering advice about treatments, and telling you what to 

expect. Tangible assistance was defined as providing 

assistance with chores or transportation and taking over 

responsibilities. Reassurance referred to telling the 

person not to worry or telling jokes. Subjects chose one 

friend, a family member, and their surgeon and rated how 

often they had performed each of the above behaviors in the 

past month. Satisfaction with each type of support was 

determined by asking if the respondent received enough 

assistance or whether they would have preferred more or less 
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assistance from each person. Subjects (n=55) were evaluated 

at three points in time; in the hospital 2-7 days 

postsurgery, one month postsurgery, and three months 

postsurgery. 

In general each type of support decreased significantly 

over time, changes could be characterized as either a 

gradual linear decrease or as an initial increase followed 

by a decrease. Emotional support from family and the 

surgeon decreased in a significant linear trend over time, 

while emotional support from friends decreased significantly 

at three months. Informational support increased and then 

decreased significantly for friends, while it decreased 

significantly over time for surgeons. Tangible support 

increased and then decreased significantly for family and 

friends, while reassurance from family and surgeon decreased 

in a significant linear trend over time and increased and 

then decreased significantly for friends. Significantly 

greater tangible support was given by family members to 

women who had more severe cancer (nodal involvement). There 

were no other effects due to nodal involvement, type of 

surgery, or treatment. The majority of subjects reported 

receiving just the right amount of each type of support for 

each source at each point in time; except that satisfaction 

with support from the surgeon dropped at one and three 
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months post-surgery. 

These indices of social support were also related to 

measures of psychological adjustment. Satisfaction with 

support from the family was related to decreased anxiety and 

depression at time one (hospital) and time three (three 

months postsurgery), and to increased self-esteem at time 

one. While greater amount of support from the family was 

associated with greater social activity three months 

postsurgery. Satisfaction with support from the surgeon 

also was associated with decreased anxiety and depression 

one month and three months postsurgery. A greater amount of 

support from the surgeon was related to higher self-esteem 

in the hospital and more physical difficulties one month 

later. The amount of support from friends was positively 

associated with depression, anxiety, low self-esteem, and 

physical difficulties in the hospital and one month post

surgery. However, this apparently discrepant finding may 

indicate that the person was sicker and needed more support 

than just the family and surgeon could provide. The 

depression and anxiety could be related to the worsened 

condition necessitating more support, not the source of 

support. 

In the majority of studies cited above social support 

was assessed primarily at one point in time. Results 
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suggest that social support is a static phenomenon affecting 

well-being. Additionally, social support was assessed 

retrospectively at varying times since surgery, ranging from 

2-7 days post-surgery to five years post-surgery. Studies 

assessing social support just after surgery demonstrate a 

connection between social support and well-being during 

crisis periods lending support to the buffering hypothesis. 

However, studies assessing social support collapsed across 

time periods also provide evidence for an additive 

relationship between social support and well-being, yet 

these studies do not capture the on-going process of support 

while the women are coping. Examination of the role of 

support throughout the adjustment period has been largely 

ignored. The Neuling and Winefield (1988) study is an 

important exception. These investigators demonstrated that 

social support fluctuates throughout the adjustment period. 

Furthermore, they found that support is related to 

psychological adjustment at each point in time consistent 

with the additive hypothesis. These findings are consistent 

with Northouse (1988). However, they differ from Hobfoll 

and Walfisch (1984) and Finlayson (1976) who found that the 

relationship between social support and well-being did not 

hold once the crisis period had passed, however, these 

studies used different crisis populations. The additive 
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hypothesis, supported by the former studies, would predict 

that social support is always related to well-being, while 

the buffering hypothesis, supported by the latter studies, 

would predict that it is only important during the crisis 

period. These discrepant findings may be due to variations 

in when social support was assessed. In the latter studies 

the crisis period had passed by the final measurement, while 

the former studies assessed women during the first three 

months following surgery when they are still undergoing 

significant adjustment. 

Present Study 

The present study, like Neuling and Winefield (1988) , 

seeks to address questions concerning changes in the support 

network for women undergoing treatment for breast cancer. 

This investigator also seeks to explore variation in support 

as a function of treatment. The contribution of breast 

cancer treatment to the stress of breast cancer and the 

mediating effects of support have not been explored as a 

separate phenomenon. Breast cancer treatments can be 

experienced as differentially stressful. That is, some 

treatments, chemotherapy in particular, are more stressful 

than others, such as radiation or hormone therapy. This 

variability in treatment effects should influence the 

ability of social support to mediate the effects of stress. 
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However, studies have either combined women in treatment 

with women who have just had surgery or, as in most cases, 

tended to focus on women who had a mastectomy only. While 

Neuling and Winefield reported no differences for treatment, 

it is unclear how many women were actually undergoing some 

form of treatment and at which point they began treatment 

during the study, or what type of treatment they were 

receiving. It is possible that many women may have begun 

treatment just prior to the third measurement time. The 

present study differs from Neuling and Winefield in that all 

women have begun treatment at the start of the study 

providing the opportunity to observe changes in social 

support throughout treatment, to examine potential changes 

in relation to the adjustment process, and to compare the 

effects of chemotherapy as opposed to radiation or hormone 

treatments on changes in support and adjustment. 

Utilizing a sub-group of a larger intervention study 

for women with breast cancer, this study describes changes 

in social support as women progress through treatment for 

breast cancer. Social support will be examined as a 

multidimensional construct (Arizona Social Support Interview 

Schedule) based on four types of support defined by the 

needs which support is hypothesized to fulfill? emotional 

(intimate interaction), tangible assistance, informational 
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(advice), and social affiliation (social participation) 

represent the types of social support the woman may require 

and use during treatment. This instrument differs from the 

measure used by Neuling and Winefield in that it measures 

the number of people who are available and who actually 

provide each type of support. In addition, four global 

measure of support will be assessed: overall utilized 

support (a ratio of total support utilized by the total 

support available), perceived need for support, satisfaction 

with support, and negative interactions with persons in the 

support network will also be examined (see Figure 2). 

Changes across the four indices of network type and the four 

global measures of support will be examined for the sample 

as a whole and by treatment type. Consistent with the 

Neuling and Winefield (1988) and the buffering hypothesis, 

it is predicted that one will see a greater number of 

network members providing support, a greater need for 

support, and negative interactions with a greater number of 

network members during treatment, followed by a decrease as 

treatment ends or nears a close. Since chemotherapy is a 

much more stressful treatment regimen, it is also 

hypothesized that use of support, need for support, and 

negative interactions will be greater for those undergoing 

chemotherapy alone or chemotherapy in combination with other 
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Types of Support 

ASSIS Variable Support Need 

emotional Intimate 
Interaction 

Tangible 
Assistance 

Advice 

Social 

tangible 
assistance 

Example 

confide in 
someone 

help with 
chores 

informational need advice 

social relax, have 
fun with Participation affiliation 

Global Measures of Support 

ASSIS Variable How Calculated/Meaning 

Overall 
Utilized 
Support 

Need 

Satisfaction 

Negative 
Interaction 

ratio of total utilized 
to total available support 

Range 

0-15 people 

0-15 people 

0-15 people 

0-15 people 

Range 

0-100% 

sum of Likert 5-point need 4-20 
ratings for each type of support 

mean of Likert 7-point 
satisfaction ratings for 
each type of support 

refers to persons who make 
you angry and upset 

1-7 

0-15 people 

Figure 2. Table of Social Support Variables 



52 

treatments. 

Secondly, the relationship of social support to well-

being will also be explored. While the relationship between 

emotional support and, to a certain degree, social 

affiliation, and well-being have been documented in the 

literature review, a comparison of the four types of social 

support and their importance in predicting well-being has 

not been undertaken. Therefore, the four types of support 

will be used to predict well-being to determine the 

significance of each dimension. Based upon the consistent 

finding in the literature that emotional support is the 

strongest predictor of life quality and adjustment, it is 

predicted that intimate interaction will be the strongest 

predictor of life quality. In addition to examining 

relative importance of each of the four types of support, 

predictive importance of other characteristics of networks 

will also be examined in respect to life quality. Utilized 

support, need summed across each type, a mean satisfaction 

rating across type, and negative interactions will be 

related to life quality at each point in time to determine 

not only if there is a relationship, but also, to determine 

which predictors are most important. The buffering 

hypothesis would hold that the relationship between social 

support and life quality would be present during the crisis 
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period alone (time one and two), while the additive 

hypothesis would predict that the relationship will hold at 

each point in time. The present study seeks to test which 

of these hypotheses hold true, as well to determine which 

dimension(s) of social support are important to life 

quality. Further, it is predicted that satisfaction with 

support and utilized support will be positively related to 

life quality, while negative interaction and need for 

support will be inversely related to life quality. 

Unlike Neuling and Winefield, the present study will 

also examine the rate of change in the support network and 

its relationship to life quality. Using growth curve 

analysis (individual regressions over time), the rate of 

change in a woman's support will be correlated with the rate 

of change in life quality. Changes in the ratio of utilized 

support, satisfaction, need and negative interaction will be 

correlated with changes in life quality. This will answer 

the question, do changes in life quality vary with changes 

in social support. It is hypothesized that the rates of 

change in satisfaction and utilized support will be the same 

as those in life quality. For example, as satisfaction 

decreases so would life quality. The relationship between 

need and negative interaction and life quality is expected 

to be inverse, in that as need or negative interaction 
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decrease life quality should increase. 

Hypotheses 

Hypothesis I - Changes in Social Support Over Time; 

Utilization of each of the four types of support, overall 

utilized support, need for social support, and negative 

interactions will be greater during treatment (times one and 

two) and decrease near the end of treatment (time three). 

Hypothesis II - Changes in Social Support Bv Treatment: 

Utilization of each of the four types of social support, 

overall utilized support, need for social support, 

satisfaction with social support, and negative interactions 

will be greater for women undergoing chemotherapy alone or 

chemotherapy in combination with other treatments than for 

women receiving radiation and/or hormone treatment. 

Hypothesis III - Types of Social Support and Life 

Quality: In terms of type of support, intimate interaction 

(emotional support) will be the strongest predictor of life 

quality at each point in time. All significant 

relationships will be positive. 

Hypothesis IV - Global Measures of Social Support and 

Life Quality: Satisfaction with support and overall 

utilized support will be positively related to life quality, 

while need and negative interaction will be negatively 

related to life quality. 
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Hypothesis V - Additive vs. Buffering Hypotheses: 

a.) Test of the buffering hypothesis: Satisfaction 

with support and overall utilized support will be positively 

related to life quality and negative interactions and need 

for social support will be negatively related to life 

quality during the crisis period only (times one and two). 

b.) Test of the additive hypothesis: Satisfaction with 

support and overall utilized support will be positively 

related to life quality and negative interactions and need 

for social support will be negatively related to life 

quality at each point in time. 

Hypothesis VI - Relationship Between the Rate of Change 

in Social Support and the Rate of Change in Life Quality: 

The rate of change in satisfaction with support and overall 

utilized support will be positively related to the rate of 

change in life quality. The rate of change in need for 

support and negative interactions will be negatively related 

to life quality. 
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METHODS 

Sample 

The sample consisted of fifty six women who had begun 

treatment for either an initial episode of breast cancer or 

a recurrence. The women ranged in age from 26 to 77 years 

old with a mean age of 56.54. The majority of the women 

were married (60.7%), caucasian (92.9%), homemakers or 

retired (51.8%), and had at least some college (69.7%). The 

number of surgeries ranged from 1 to 9, with a mean of 2.66. 

The amount of time since diagnosis ranged from 10 days to 11 

1/2 years with a mean of 1 year. This rather large mean was 

due to the fact that 6 women had recurrences and the date 

used was the initial date of diagnosis which inflated the 

mean. Time since surgery for the right breast ranged from 

19 days to 8.9 years with a mean of 1 1/3 years, while time 

since surgery for the left breast ranged from 15 days to 7 

3/4 years with a mean of 1/2 year. Over 50% of the women 

were receiving each form of treatment. This overlap is due 

to the fact that many women receive more than one treatment 

at the same time. See Tables la and lb for additional 

demographic and medical information. 

Procedures 

Participants were recruited from the community at 

large, private practice sites, health maintenance 
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Table la. Demographic characteristics (N = 56) 

Characteristic N Percentage 

Marital Status 

Married 
Cohabitating 
Separated 
Divorced 
Widowed 
Single 

Work-School 

Job-School 
Homemaker 
Retired 
Medical Leave 

Education 

34 60.7 
2 3.6 
2 3.6 
6 10.7 
8 14.3 
4 7.1 

19 33.9 
12 21.4 
17 30.4 
8 14.3 

Graduate Degree 
College Graduate 
Some College 
Trade-Business School 
High School Graduate 
Some High School 

8 14.3 
13 23.2 
17 30.4 
5 8.9 
10 17.9 
3 5.4 

Income-Family Take Home Pav Every Two Weeks 

Over $3000 2 3.6 
$2000-2999 8 14.4 
$1000-1999 13 23.2 
Under $999 24 42.9 

Race 

Caucasian 
Hispanic 
Native American 

52 
3 
1 

92.9 
5.4 
1.8 
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Table lb. Medical Characteristics (N=56) 

Characteristic N Percentage 

Chemotherapy 

No 
Yes 

Radiation 

No 
Yes 

Hormone Therapy 

No 
Yes 

Stage of Disease 

Stage I 
Stage II 
Stage III 
Stage IV 

Nodes 

Negative 
Positive 

Metastasis 

No 
Yes 

Recurrence 
No 
Yes 

29 51.8 
27 48.2 

31 55.4 
25 44.6 

35 62.5 
21 37.5 

27 48.2 
15 26.8 
2 3.6 
6 10.7 

33 58.9 
8 14.3 

45 80.4 
6 10.7 

48 85.7 
6 10.7 
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organizations, and the Arizona Cancer Center. Posters were 

placed in various sites in the community such as health 

clubs, wig shops, and libraries. Liaison relationships were 

developed with key persons (usually nurses) at the health 

care sites. The liaison would distribute letters of 

information to women who would then fill out a form if they 

were interested in the study. The participant would receive 

a follow up phone call during which the study was described 

in more detail. 

Randomization of participants was done prior to 

obtaining the woman's consent to being in the study. Cell 

numbers (1-6) were randomly generated and paired with a list 

of participant identification numbers (1-600). Participants 

were placed on the master list and assigned an 

identification number and a cell number when their names 

were first obtained by the recruiter prior to their consent 

to be in the study. Therefore, participants who refused or 

were inappropriate had an identification number and a cell 

assignment (32%). In addition, following the initial data 

collection 9% of the subjects dropped out. 

Data collection was performed by five graduate students 

trained in the use of the instruments. In the majority of 

cases data collection was conducted in the participant's 

home. However, in certain instances it was necessary to 
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conduct the data collection in a public place such as a 

treatment site or restaurant (4.2%). Persons who lived out 

of town or who were unable to schedule a convenient meeting 

time were sent the questionnaires in the mail and the 

interview portion of the data collection was conducted over 

the phone (40.5%). 

Baseline data was collected at the initiation of breast 

cancer treatment prior to the nursing intervention. The 

duration of the nursing interventions was six weeks at which 

time a second data collection occurred to determine efficacy 

of the intervention. Three months following the end of the 

nursing intervention data were collected again to determine 

stability of intervention effects. In the majority of 

cases, a different evaluator collected data at each point in 

time. Participants completed twenty-two instruments at each 

data collection, though only a portion of the data collected 

was analyzed for this study. The majority of the 

instruments used were either Likert or visual analogue 

response formats. A small percentage of the instruments 

were administered in interview format. The length of data 

collection ranged from two to four hours for baseline data 

collections and one and one half to three hours for 

subsequent data collections. 
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Instruments 

Social Support. Social support was assessed with a 

structured interview, the Arizona Social Support Interview 

Schedule (ASSIS) (Barrera, 1980) (see Appendix B). This 

instrument was developed to assesses social support by 

directly identifying persons who provide specific types of 

social support and assessing satisfaction with and need for 

support. It was based on the rationale that in order to 

reliably measure support networks, one had to identify the 

persons who provide the functions which comprise social 

support. Therefore, in constructing this instrument the 

types of social support people need had to be identified 

first. Based on a conceptual analysis of the social support 

literature, Barrera (1980) identified six categories of 

social support: 

1. Material Aid: providing material aid in the form of 

money and other physical objects; 

2. Physical Assistance: tangible assistance, sharing 

of tasks; 

3. Intimate Interaction: interacting in a nondirective 

manner such that feelings and personal concerns are 

expressed; 

4. Guidance: offering advice and guidance; 

5. Feedback: providing individuals with information 
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about themselves; 

6. Social Participation: engaging in social 

interactions for fun and relaxation, and diversion from 

demanding activities. These conceptual categories represent 

the actual content of the social support a person might 

receive from their support network and form the basis for 

determining total network size, support satisfaction, and 

support need. 

Some empirical validation for these categories has been 

subsequently obtained (Barrera & Ainlay, 1983). Three 

hundred and seventy psychology students were presented with 

a list of forty supportive behaviors and asked to indicate 

how often it had occurred in the past month. The items were 

factor analyzed and four factors emerged. The first factor 

was Directive Guidance and included items such as teaching 

skills, giving feedback, and providing advice, which are in 

the conceptual categories of guidance/advice and feedback. 

The second factor, Nondirective Support included items 

associated with intimate interaction, e.g. expressions of 

intimacy, esteem, trust, and physical affection. Positive 

Social Interaction was the third factor and included joking 

and kidding, talking about interests, and engaging in 

diversionary activities, similar to the conceptual category 

of social participation. However, it also included some 
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items with high loadings on factors I and II which are not 

associated with social interaction. It was thought that 

this result may be due to inadequate items chosen to 

represent social interaction. The last factor was Tangible 

Assistance, comparable to the conceptual categories of 

material aid and physical assistance. Despite the loading 

of some categorically distinct items on more than one factor 

and the fact that the six conceptual categories fell into 

four factors, the factor analysis did validate the 

appropriateness of the conceptual categories and demonstrate 

that supportive behaviors can indeed be categorized into 

support functions. The present study will utilize only four 

types of social support consistent with the factor analyses 

and the conceptual needs social support is thought to 

fulfill: intimacy (emotional support), guidance/advice 

(informational), physical assistance (tangible), and social 

participation. 

In the ASSIS these conceptual categories make up the 

types of social support a person might receive. For each 

type of support a person is asked who they could ask to 

provide that support (perceived available support) and who 

actually provided that support (utilized support) in the 

last month. From this information total network size and 

total utilized support is calculated. 
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Perceived available support is determined by asking 

participants to identify those individuals who they could 

call on to provide them with each type of support. 

Participants can list up to fifteen persons across all six 

categories. Total available network size is defined as the 

total number of people listed as available to provide 

support across support functions. Thus, a person may be 

named in more than one category and counted each time they 

are named. 

Utilized support is determined by asking participants 

to indicate which of the persons listed as being available 

to provide a specific support function actually provided 

that support during the last month. In addition, the 

present study also calculates overall utilized support which 

is the ratio of the total number of people identified as 

actual providers to the total number of people named as 

available to provide support. 

Support satisfaction is determined by asking 

participants to respond to a 7-point Likert scale concerning 

satisfaction (1 = very dissatisfied to 7 = very satisfied) 

for each type of support they received in the past month. 

The mean of these four responses is the support satisfaction 

score. Support need is ascertained by asking participants 

to rate how much they needed each type of support in the 
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past month on a 5-point Likert scale (1 = no need at all to 

5 = very great need). These four responses are then summed 

to yield a support need score. 

In addition to assessing the amount of social support 

provided by a person's support network, negative interaction 

in the social support system is also measured by the ASSIS. 

Participants were asked to indicate those persons who they 

have arguments with or who upset them and those they have 

actually had arguments with or have upset them in the past 

month. Negative interaction is the total number of persons 

the participant actually had conflict with in the last 

month. 

Despite the difficulty in assessing reliability of 

social support data, the majority of the ASSIS network 

indices have been shown to be reliable. The ASSIS was 

administered to college students on two separate occasion, 

at least two days apart. While test-retest correlations for 

individual categories varied, high test-retest correlations 

were obtained for the totals. Significant test-retest 

correlations were obtained for all available and utilized 

types of support categories and ranged from .37 to .87. The 

test-rest correlation for available guidance/advice was not 

significant. Both total available network size and total 

utilized support had high correlations, r = .88. 
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Further evidence of test-rest reliability was 

demonstrated by conducting correlated t-tests to determine 

if there were significant differences in the number of 

persons named at time one and time two. Stability in the 

network (non-significance) was obtained for the following 

available and utilized categories: feedback, 

physical/tangible assistance, social participation, negative 

interaction, total network size, and total utilized support. 

Significant differences (network instability) were found for 

the remaining categories: intimate interaction, material 

aid, and guidance/advice. 

In addition, reliability percentages were obtained to 

ascertain whether the same persons were named at both 

interviews. A reliability percentage was calculated by 

dividing the number of network members named on both 

interviews by the number of individuals named on either the 

first or second interview. There was a similar pattern of 

results with percentages ranging from 48.1 to 73.0 for 

individual support categories and higher percentages for 

total network size and total utilized support, 79.5 and 73.8 

respectively (Barrera, 1980). 

Inter-item reliability Cronbach's alphas were not 

calculated for any of the subscales on the ASSIS in previous 

studies, however it was calculated for the following 
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subscales of the ASSIS: amount of support available across 

types, amount of support utilized across types, satisfaction 

with support across types, and support need at each point in 

time in the present study (see Table 2). While the amount 

of support available and utilized are not used individually, 

the ratio between the two totals is used as a variable 

(support total), thus reliabilities are presented for these 

two scales. The somewhat low reliabilities for these scales 

may be due to the small number of items, the small sample 

size, or the items may be measuring support in general. 

This sample is experiencing a particular kind of stress and 

the subscale items may not hang together as well in a 

specific case. 

Preliminary outside network corroboration of the ASSIS 

has also been addressed. Barrera, Baca, Christiansen, and 

Stohl (1985) examined participant's and a network 

informant's reports of support. Informants were randomly 

selected from the support network for the purpose of 

validating that specific relationship. Both participants 

and informants were asked to indicate what type of support 

they had both received from and provided to each other over 

the past month. Agreement between participants and 

informants was high for all categories of support (77.8% to 

97.2%) with the exception of intimate interaction (69.4% and 



Table 2. Reliabilities 
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Variable Time 1 Time 2 Time 3 

Avail Support .528 .690 .782 

Utilized Supp .583 .725 .663 

Satisfaction .521 .683 .761 

Need .763 .746 .533 
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77.8%). Despite the lower agreement for intimate 

interaction, significant kappas were obtained for all 

categories of support. 

Life Quality. Life quality can be measured 

objectively, such as life conditions and resources, or 

subjectively in terms of cognitive evaluations of life 

conditions and affective responses to those conditions. The 

present study utilized a subjective measure of life quality, 

the Index of Well-Being (IWB) (Campbell, Converse, and 

Rodgers, 1976,) (see Appendix C). The IWB is a composite of 

the Index of General Affect (IGA) and an overall life 

satisfaction item, weighing the satisfaction item more 

heavily than the Index of General Affect. The total score 

is calculated by following formula: 

IWB = mean( IGA) + 1.1(overall life satisfaction item) 

The Index of General Affect is an eight item semantic 

differential scale designed to ascertain the affective 

quality of life. The development of the IWB was part of a 

larger study to assess the quality of people's lives. 

Personal interviews were conducted with 2,164 people in 

1971. Households were randomly sampled throughout the 

continental United States and one respondent was chosen for 

each household. The original scale utilizes a 7-point 

Likert scale format, while the present study uses a 100-
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point visual analog format. The eight items were derived 

from an original list of ten bipolar adjectives which 

describe how a person might characterize their present life 

(e.g. boring-interesting, lonely-friendly). Two of the 

items, easy vs. hard and free vs. tied-down, were 

subsequently dropped from the scale because of a poor fit 

with the other eight adjective pairs. Intercorrelations 

between the eight items ranged from .40 to .61, as opposed 

to .27 for the other two items. In addition, while the 

eight items and the satisfaction item show a similar 

response pattern across demographic categories, the two 

items show a distinctively different response pattern. 

Further, the two items accounted for much less of the shared 

variance for overall life satisfaction and a global 

happiness item (rating your life as very happy, pretty 

happy, or not too happy) than the other eight items. 

Lastly, factor analysis showed all eight items loading on 

one factor, with the two remaining items loading on a second 

factor (Campbell, et al, 1976). 

The Index of General Affect has been found to correlate 

well with the other indices of life satisfaction used in 

this study. The correlation with the overall life 

satisfaction item is .55 and .52 with the global happiness 

item (Campbell, et al, 1976). Further, it correlated with 
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an index of domain satisfactions .57 (Campbell, 1976). The 

index of domain satisfactions consists of a composite of 

satisfaction ratings for ten life domains, such as housing, 

health, work, marriage. 

Overall life satisfaction is also a bipolar adjective 

pair; completely dissatisfied-completely satisfied. It also 

correlates well with these indices of life satisfaction. 

The correlation with overall happiness is .50 (Campbell, et 

al, 1976) and .70 with the index of life domain 

satisfactions (Campbell, 1976). Stability coefficients were 

also obtained for the Index of General Affect and the 

overall life satisfaction item. A sub-sample of respondents 

(285) were requestioned eight months later. While the 

stability coefficients were somewhat low, .43 for overall 

life satisfaction and .56 for the Index of General Affect, 

substantial life changes had occurred which would account 

for the low figures. These results suggest that the 

reliability is actually higher than the obtained figures and 

that the measures are indeed sensitive to life changes which 

affect a person's sense of well-being (Campbell, et al, 

1976). Inter-item reliabilities were not obtained for the 

IWB in these studies. In the present study these 

reliabilities were very high. Cronbach's alpha for the IWB 

was .925, .961, and .973, for times one, two, and three 
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respectively. 

As stated previously the Index of Weil-Being is a 

composite of these two measures. The measures were combined 

for practical purposes, as well as theoretical and 

statistical reasons. The Index of Weil-Being has been found 

to vary between common demographic categories in predictable 

directions. Scores are particularly low for the unemployed, 

divorced, and never married groups. Similarly, well-being 

scores are lower for those living in the twelve largest 

cities than less populated areas. Sense of well-being also 

increases with income (Campbell, et al, 1976). 

Description of Larger Study 

Secondary analyses were performed on a sub-sample of a 

larger intervention study. The larger intervention study is 

designed to determine the efficacy of nursing interventions 

for women undergoing treatment for breast cancer. The 

purpose of the nursing interventions is to enable women to 

avoid preventable problems while they are undergoing breast 

cancer treatment. Two factors of nursing interventions are 

being utilized in this study, learning context and nurse 

feedback. 

The first factor is learning context. According to 

self-help theory people do not learn as well when they are 

merely given educational materials, rather, they need to 



interact with the materials in order to incorporate the 

information into their lives. Therefore, three levels of 

learning context are being compared: self-help class, 

independent study of prepared materials, and a natural or 

control condition. The self-help class is held one and a 

half hours, once a week for six weeks, and covers the 

following topics: breast cancer and its treatment, fatigue 

and how to manage it, nutrition, exercise, dealing with 

depression and stress, problem solving, and managing 

relationships with family, friends, and health care 

providers. The independent study program involves giving 

the women a notebook with the same materials covered in the 

class. The natural condition involves no nursing 

intervention and allows women to utilize their own resources 

for managing breast cancer treatment. 

The second factor, nurse feedback is based on 

uncertainty theory. Uncertainty interferes with how well 

people are able to take care of themselves, thus affecting 

choices during treatment and treatment outcome. The nurse 

feedback intervention seeks to reduce this uncertainty by 

providing structured support from a nurse case manager. 

There are two levels of nurse feedback, nurse case manager 

and a natural condition. The nurse case manager calls the 

participant once every two weeks for six weeks. The 
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participant may call the nurse case manager with any 

questions or problems throughout the six week time period. 

Therefore, the resulting design is a 3x2 factorial design. 

The efficacy of learning context and nurse feedback as 

separate conditions will be explored in the larger study, as 

well as examining the combination of learning context and 

nurse feedback. 

Sample for Present Study 

The present study will perform secondary analyses on a 

subset of the participants from the larger study utilizing 

two of the twenty-two instruments. Participants in the 

present study are primarily from two of the intervention 

cells: 1) the control group who received no nursing 

intervention, and 2) participants from the independent study 

only cell. Additionally, participants assigned to 

interventions who subsequently did not participate but 

completed data collection (n=3) were also included in the 

sample. T-tests and crosstabs were conducted to determine 

whether there were any significant differences between the 

groups on demographic variables and life quality and social 

support variables at each point in time before combining the 

groups to create the final sample. 
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RESULTS 

Data Analysis 

T-tests and chi-square analyses were performed 

comparing the two groups (independent study and control) on 

the demographic variables assessed at time one to determine 

if the two groups could be combined for analyses. Similar 

analyses were performed for the social support and life 

quality variables at each point in time to rule out 

intervention effects. In addition, means and standard 

deviations were generated for all social support variables 

and life quality at each point in time (see Table 8). 

To determine whether social support changes over time, 

repeated measures analysis of variance with trend analysis 

was performed on the following variables: overall utilized 

support, total need, total satisfaction ratings, and each 

type of support (intimate interaction, advice, tangible 

assistance, and social participation). The analysis was 

repeated using treatment as a blocking variable with the 

following blocks: 1) chemotherapy alone and in combination 

with other treatments vs. other forms of treatment. To 

determine which type of support is the best predictor of 

life quality, each type of support (intimate interaction, 

advice, tangible assistance, and social participation) was 

entered in a multiple regression equation to predict life 
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quality at each point in time. To assess whether social 

support is related to life quality as a test of the 

buffering and additive hypotheses, a second multiple 

regression analysis was performed with overall utilized 

support, support need, support satisfaction, and negative 

interaction as the predictor variables at each point in 

time. 

Lastly, to assess the relationship between the rate of 

change in the support network and life quality, growth curve 

analysis was performed. Individual regression equations 

were computed for the following variables: support 

satisfaction, support need, overall utilized support, 

negative interaction, and life quality. The individual 

regressions produce parameter estimates (b's or slopes) for 

each subject. The parameter estimates or slopes indicate 

the rate of change over time for the particular variable for 

each subject. The b or slope for each support variable was 

then correlated with the b for life quality. 

Group Comparisons 

Preliminary t-test and chi-square analyses were 

conducted to determine whether the two intervention groups 

could be combined for data analysis. For the demographic 

variables, comparisons of metastasis, recurrence, time since 

diagnosis, and time since surgery (right breast) revealed 
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significant group differences (p<.04, see Tables 3-4b). 

This seems to be due to the fact that all six women 

experiencing a recurrence were in the control group, thus 

the significance of variables related to recurrence. T-

tests were performed on the independent and dependent 

variables at all points in time to rule out intervention 

effects. T-tests did not produce significant results for 

any of the social support or the life quality variables at 

any point in time (see Tables 5-7). Thus, the two groups 

were combined for the remaining analyses. 

Social Support - Changes Over Time 

To determine whether social support use, need, 

satisfaction, and negative interaction changed over time, 

repeated measures analysis of variance with trend analysis 

was performed. Tangible assistance decreased over time with 

a slight increase at time 3 resulting in significant linear 

[F(1,55)=8.41, p < .005] and quadratic [F(1,55)=6.61, p < 

.01] trends. Post hoc comparisons of means (Tukey, p < .05) 

showed a significant difference between time 1 and times 2 

and 3. There were no significant effects for the other 

types of support. The number of persons the subject had 

negative interactions with also decreased over time 

resulting in a significant linear trend [F(1,55)=6.06, p < 

.017]; however, post hoc comparisons revealed no significant 
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Table 3. T-Test Analysis of Demographic Variables 

Independent Study Control 

Variable Mean S.D. Mean S.D. 
Range Range 

Age 58.8 (13.5) 
28-77 

55.1 (12.8) .299 
26-76 

Total Surgeries 2.8 (1.5) 
1-9 

2.6 (.894) 
1-4 

,478 

Days since Diag 93.7 (59.9) 
10-264 

522.8 (1072.8) .026 
29-4181 

Days since Surg R 72.5 (36.3) 
31-144 

683.8 (1134.8) .026 
19-3264 

Days since Surg L 76.3 (48.5) 
31-207 

264.3 (663.3) .247 
15-2830 
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Table 4a. Chi-sguaire Analysis of Demographic Variables 
By Intervention Group 

Independent Study Control 
Variable N Col Percent N Col Percent P 

Marital Status 

Single 3 (13.6%) 1 (2.9%) .430 
Widowed 3 (13.6%) 5 (14.7%) 
Divorced 2 (9.1%) 4 (11.8%) 
Separated 0 2 (5.9%) 
Cohabitating 0 2 (5.9%) 
Married 14 (63.6%) 20 (58.8%) 

Work-School 

Med Leave P-T 1 (4.5%) 1 (2.9%) .952 
Med Leave F-T 3 (13.6%) 3 (8.8%) 
Retired 7 (31.8%) 10 (29.4%) 
Homemaker 5 (22.7%) 7 (20.6%) 
P-T Job-School 3 (13.6%) 5 (14.7%) 
F-T Job-School 3 (13.6%) 8 (23.5%) 

Education 

Some High School 1 (4.5%) 2 (5.9%) .058 
High School Grad 1 (4.5%) 9 (26.5%) 
Trade-Business 3 (13.6%) 2 (5.9%) 
Some College 8 (36.4%) 9 (26.5%) 
College Grad 3 (13.6%) 10 (29.4%) 
Graduate Degree 6 (27.3%) 2 (5.9%) 

Income - Take Home Pay Every Two Weeks 

Under $999 8 (42.1%) 16 (57.1%) .529 
$1000-1999 5 (26.3%) 8 (28.6%) 
$2000-2999 5 (26.3%) 3 (10.7%) 
Over $3000 1 (5.3%) 1 (5.3%) 

Race 

Caucasian 
Hispanic 
Native American 

20 (90.9%) 
1 (4.5%) 
1 (4.5%) 

32 (94.1%) 
2 (5.9%) 
0 

.448 
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Table 4b. Chi-square Analysis of Medical Variables 

By Intervention Group 

Variable 
Independent Study Control 
N Col Percent N Col Percent P 

Chemotherapy 

No 
Yes 

Radiation 

13 (59.1%) 
9 (40.9%) 

16 (47.1%) 
18 (52.9%) 

379 

No 
Yes 

Hormone Therapy 

No 
Yes 

9 (40.9%) 
13 (59.1%) 

11 (50.0%) 
11 (50.0%) 

22 (64.7%) 
12 (35.3%) 

24 (70.6%) 
10 (29.4%) 

080 

.120 

Stage 

Stage I 
Stage II 
Stage III 
Stage IV 

11 (55.0%) 
8 (40.0%) 
1 (5.0%) 
0 

16 (53.3%) 
9 (28.1%) 
1 (3.1%) 
6 (18.8%) 

.217 

Node 

Negative 
Positive 

15 (88.2%) 
2 (11.8%) 

19 (70.4%) 
8 (29.6%) 

169 

Metastasis 

No 
Yes 

21 (100%) 
0 

26 (81.3%) 
6 (18.8%) 

.035 

Recurrence 

No 
Yes 

22 (100%) 
0 

26 (81.3%) 
6 (18.8%) 

031 
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Table 5. T-Test Analysis of Social Support and Life 

Quality Variables - Time 1 By Intervention Group 

Independent Study Control P 

Variable Mean S.D. Mean S.D. 

Intimate Inter 2.4 (1.3) 2.4 (1.6) .847 

Advice 1.8 (1.5) 2.3 (2.1) .356 

Tangible Asst 2.9 (2.0) 2.4 (1.7) .286 

Social Partic 4.1 (2.1) 3.7 (3.0) .630 

Negative Inter .73 (1.1) 1.1 (1.8) .323 

Satisfaction 6.6 (.51) 6.7 (.49) .412 

Need 12.6 (4.2) 11.9 (4.6) .581 

Utilized Support 79.7 (20.2) 72.7 (22.5) .242 

Life Quality-IWB 161.2 (27.0) 159.4 (37.1) .847 
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Table 6. T-Test Analysis of Social Support and Life 

Quality - Time 2 Variables By Intervention Group 

Independent Study Control P 

Variable Mean S.D. Mean S.D. 

Intimate Inter 2.8 (2.1) 2. 4 (2.0) .514 

Advice 1.6 (1.7) 1.  8 (1.6) .722 

Tangible Asst 2.0 (1.6) 1.  6 (1.4) .382 

Social Partic 4.2 (2.7) 4. 2 (2.5) .943 

Negative Inter .95 (1.1) • 77 (1.0) .524 

Satisfaction 6.6 (.49) 6. 5 (.74) .314 

Need 12.4 (3.8) 11. 6 (4.1) .485 

Utilized Support 70.2 (21.0) 67. 3 (21.5) .620 

Life Quality-IWB 158.7 (36.2) 158. 9 (38.6) .986 
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Table 7. T-Test Analysis of Social Support and Life 

Quality - Time 3 Variables By Intervention Group 

Independent Study Control P 

Variable Mean S.D. Mean S.D. 

Intimate Inter 2.4 (2.0) 2.1 (1.2) .569 

Advice 1.3 (2.3) 1.8 (1.5) .394 

Tangible Asst 1.8 (1.5) 1.9 (1.5) .737 

Social Partic 4.0 (1.6) 4.4 (2.8) .565 

Negative Inter .45 (.60) .73 (1.3) .294 

Satisfaction 6.5 (.72) 6.7 (.50) .286 

Need 11.0 (3.2) 11.6 (3.7) .500 

Utilized Support 66.7 (20.0) 73.0 (23.4) .306 

Life Quality-IWB 153.3 (33.1) 158.1 (36.5) .624 
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differences between means. Overall utilized support also 

decreased over time, with a marginal quadratic trend 

[F (1,55)=3.6, p < .06] and a significant main effect for 

time [F(2,110)=3.01, p < .05]. Post hoc comparisons 

revealed a significant difference between time 1 and time 2 

(p < .05). Satisfaction also showed a decrease over time 

resulting in a significant linear trend [F(1,55)=5.32, p < 

.02] and a marginal main effect for time [F(2,110)=2.39, p < 

.096]. There were no significant results from the post hoc 

comparisons. Life quality also showed a decrease over time 

resulting in a marginal linear trend [F(l,55)=2.87, p < 

.096]. There were no significant post hoc comparisons (see 

Table 8). 

Social Support By Treatment 

To determine whether social support use, need, 

satisfaction, and negative interaction differed for women 

receiving chemotherapy vs. women receiving other forms of 

treatment, multiple analysis of variance (MANOVA) with trend 

analysis was performed. The analysis for differences in 

support due to receiving chemotherapy vs. not receiving 

chemotherapy showed a significant difference for tangible 

assistance, with use decreasing over time for those not 

receiving chemotherapy and decreasing at time 2 and then 

increasing again at time 3 for those receiving chemotherapy. 
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Table 8. Changes in Social Support Over Time 

Variable 

Time 1 

Mean S.D. 
Range 

Time 2 

Mean S.D. 
Range 

Time 3 

Mean S.D. 
Range 

Intimate Int 2.41 (1.5) 2.55 (2.0) 2.19 (1.6) 
0-7 1-11 0-8 

Advice 2.11 (1.9) 1.73 (1.6) 1.60 (1.8) 
0-10 0-6 0-10 

Tangible 2.62 (1.8)a 1.79 (1.46)b 1.9 (1.5)***+b 
0-9 0-6 0-6 

Soc Partic 3.88 (2.7) 4.13 (2.6) 4.25 (2.4) 
0-12 0-13 0-11 

utilized Supp 75.5 (21.8)a 68.4 (21.2)b 70.6 (22.2)+# 
22-100 20-100 0-100 

Satisfaction 5.58 (1.7) 5.36 (1.6) 5.04 (1.7)*# 
5-7 3.5-7 4-7 

Need 12.18 (4.4) 11.94 (3.9) 11.39 (3.5) 
4-20 4-20 4-20 

Neg Inter .96 (1.6) .84 (1.1) .63 (1.1)*# 
0-8 0-6 0-7 

Life Quality 160.06 (33.3) 158.79 (37.3) 156.18 (35.0)# 
48-210 63-210 33-208 

*linear trend p<.05 **quadratic trend p<.05 
+main effect p<.05 #marginal significance pc.10 
Post hoc analysis a significantly different from b 
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There was a significant quadratic trend [F(l,54)=5.53, p < 

.02], a significant group effect [F(2,108)=4.30, p < .02] 

and a marginally significant linear trend [F(1,54)=3.60, p < 

.06]. Tukey post hoc comparisons revealed a significant 

decrease between time 1 and time 3 for the non-chemotherapy 

group only (see Figure 4). Overall support need was higher 

for those receiving chemotherapy and decreased over time, 

while it remained the same for those not receiving 

chemotherapy resulting in a marginally significant linear 

trend [F(1,54)=3.26, p < .07] and a marginally significant 

chemotherapy group effect [F(1,54)=3.68, p < .06]; however, 

Tukey post hoc comparisons revealed a significant difference 

between chemotherapy and no chemotherapy at time 1 (see 

Figure 4). Life quality decreased for those receiving 

chemotherapy, while it increased and then decreased for 

those not receiving chemotherapy resulting in a significant 

linear trend [Fl,54)=4.83, p < .03]; however, there were no 

significant post hoc comparisons (see Figure 5). There were 

no differences in the other support variables relative to 

receiving chemotherapy (see Table 9). 

Types of Social Support and Life Quality 

The support variables are significantly 

intercorrelated, yet not significantly correlated with life 

quality with the exception of tangible assistance at time 
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Figure 3. Changes in Tangible Assistance Over Time By 
Treatment. 
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Figure 5. Changes in Life Quality Over Time By Treatment. 
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90 

Time 1 Time 2 Time 3 
Variable Mean S.D. Mean S.D. Mean S.D. 

Intimate Int 

No Chemo 
Chemo 

Advice 

No Chemo 
Chemo 

Tangible 

No Chemo 
Chemo 

Soc Partic 

No Chemo 
Chemo 

Support 

No Chemo 
Chemo 

Satisfaction 
No Chemo 
Chemo 

Need 
No Chemo 
Chemo 

Neq Inter 
No Chemo 
Chemo 

Life Quality 
No Chemo 
Chemo 

2.14 
2.70 

1.86 
2.37 

2.55 
2.70 

3.86 
3.89 

71.62 
79.67 

4.87 
6.35 

10.97 
13.48 

1.07 
0.85 

1.1) 
1.7) 

1.9) 
1.9) 

2.1) a 
1.6) 

2.7) 
2.7) 

24.7) 
17.7) 

1.8) 
1.0) 

4 . 4) b 
4.1) a 

1.9) 
1.2) 

2.41 
2.70 

1.45 
2.03 

1.86 
1.70 

4.52 
3.85 

66.59 
70.30 

5.00 
5.75 

11.10 
12.85 

0.90 
0.78 

1.7) 
2.3) 

1.5) 
1.6) 

1.6) 
1.3) 

2.8) 
2.3) 

24.4) 
17.4) 

1.6) 
1.5) 

3.6) 
4.2) 

1) 
1) 

160.5 (37.5) 
159.6 (28.6) 

163.9 (31.3) 
153.3 (42.9) 

*linear trend p<.05 **guadratic trend p<.05 
+main effect p<.05 #marginal significance p<.10 
Post hoc analysis a significantly different from b 

2.06 (1.5) 
2.33 (1.7) 

1.34 (1.6) 
1.89 (2.1) 

1.3 (1.3)b 
2.44 (1.4)**+# 

4.51 (2.5) 
3.96 (2.2) 

65.31 (25.7) 
76.37 (16.3) 

4.53 (1.7) 
5.59 (1.5) 

11.00 (3.7) 
11.81 (3.2)# 

0.55 (1.3) 
0.70 (.82) 

161.3 (34.8) 
150.7 (35.0)* 
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one and advice at time three. The intercorrelations among 

the types of social support and life quality variables are 

presented in Tables 10-12. The same results were observed 

for the regression analyses. The support type variables 

were entered simultaneously in one block in a multiple 

regression analysis with life quality as the criterion 

variable at each point in time. Tangible assistance was the 

only significant type of support which entered the equation 

at time one. Increased use of tangible assistance was found 

to be negatively related to life quality [F=5.26, p < .03, 

R=.089]. There were no significant findings for types of 

support at time two. Advice was negatively related to life 

quality at time three [F=4.57, p < .04, R=.078]. While it 

did not enter into the equation, the beta for social 

participation approached significance (p=.055). Social 

participation was positively related to life quality (see 

Tables 13a-13b). 

Global Measures of Social Support and Life Quality 

The support variables are significantly 

intercorrelated, and also significantly correlated with life 

quality. Satisfaction with support and negative 

interactions are significantly correlated with life quality 

at each point in time. Additionally, utilized support is 

also significantly correlated with life quality at time one 
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Table 10. Intercorrelations Among Type of Support 

and Life Quality Variables Time - 1 

Intimate Advice Tangible Soc Partic 

Advice .340** 

Tangible .375*** .229 

Soc Partic .230 .208 .331** 

IWB -.071 -.217 -.298* -.038 

Table 11. Intercorrelations Among Type of Support 

and Life Quality Variables Time - 2 

Intimate Advice Tangible Soc Partic 

Advice .473*** 

Tangible .278* .605*** 

Soc Partic .274* .466*** .551*** 

IWB -.025 -.183 .047 .186 

*p<.05 **p<.01 ***p<.005 
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Table 12. intercorrelations Among Type of Support 

and Life Quality Variables - Time 3 

Intimate Advice Tangible Soc Partic 

Advice .655*** 

Tangible .359** .503*** 

Soc Partic .147 .253 .303* 

IWB -.162 -.279* .072 .171 

*p<.05 **p<.01 ***p<.005 



Table 13a. Multiple Regression Analysis of Type of 

Support and Life Quality - Time 1 

94 

Variable Beta R Square F P 

Tangible -.298 .089 5.26 .026 

Intimate Inter .046 .11 .744 

Advice -.157 1.39 .244 

Soc Partic .068 .24 .624 

Table 13b. Multiple Regression Analysis of Type of 

Support and Life Quality - Time 3 

Variable Beta R Square F p 

Advice -.279 .078 4.57 .037 

Intimate Inter . 038 . 05 .830 

Tangible -.021 .02 .891 

Soc Partic .259 3.86 . 055 
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and time three. The intercorrelations among the global 

measures of social support and life quality variables are 

presented in Tables 14-16. These correlations are similar 

to the regression analysis results. The global support 

variables were entered simultaneously in one block in a 

multiple regression analysis with life quality as the 

criterion for each point in time. Negative interaction was 

negatively related to life quality at time one [F=10.63, p < 

.002, R=.167]. While they did not enter 

the equation, satisfaction with support and utilized 

support were also marginally significant at time one 

[F=3. 95, p < .052, F=3.04, p < .09, respectively]. Utilized 

support was negatively related to life quality, while 

satisfaction was positively related. At time two 

satisfaction was positively related to life quality 

[F=18.20, p < .001, R=.252]. Negative interaction was 

negatively related to life quality at time three [F=12.26, p 

< .001, R=.188] (see Tables 17a-17c). 

Relationship Between the Rates of Change in Social Support 

and Life Quality 

The results of the growth curve analysis of the 

relationship between the rate of change in the global 

support measures and the rate of change in life quality were 

similar to the regression analysis results. For the rate of 
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Table 14. Intercorrelations Among Global Measures of Support 

and Life Quality Variables - Time 1 

% Support Satis Need Neg Inter 

Satisfaction -.234 

Need .339** .198 

Neg Inter .394*** -.257 .433*** 

IWB -.358** .339** -.176 -.409*** 

Table 15. Intercorrelations Among Global Measures of Support 

and Life Quality Variables - Time 2 

% Support Satis Need Neg Inter 

Satisfaction -.152 

Need .456*** -.007 

Neg Inter .272* -.547*** .332** 

IWB -.173 .502*** -.097 -.264* 

*p<.05 **p<.01 ***p<.005 
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Table 16. Intercorrelations Among Global Measures of Support 

and Life Quality Variables - Time 3 

% Support Satis Need Neg Inter 

Satisfaction -.091 

Need .613*** .017 

Neg Inter .355** -.280* .286* 

IWB .293* .274* -.222 -.423*** 

*p<.05 **p<.01 ***p<.005 
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Table 17a. Regression Analysis Global Measures of Social 

Support and Life Quality Variables - Time 1 

Variable Beta R Square F P 

Neg Inter -.409 

Satisfaction .251 

Support -.233 

Need .001 

.167 10.68 .002 

3.95 .052 

3.03 .087 

.00 .992 

Table 17b. Regression Analysis Global Measures of Social 

Support and Life Quality Variables - Time 2 

Variable Beta R Square F P 

Satisfaction .502 .252 18.20 .000 

Neg Inter .056 .01 .911 

Support -.099 .69 .410 

Need -.093 .63 .432 
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Table 17c. Regression Analysis Global Measures of Social 

Support and Life Quality Variables Time - 3 

Variable Beta R Square 

Neg Inter -.433 .188 12.26 .001 

Satisfaction .166 1.68 .201 

Support -.159 1.46 .232 

Need -.079 .35 .556 
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change, only the correlation between negative interaction 

and life quality was significant. Negative interaction was 

negatively correlated with life quality (p = .02). As 

negative interactions decreased, life quality increased (see 

Table 18). 
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Table 18. Intercorrelations Between the Rate of Change in 

Social Support Variables and the Rate of Change 

in Life Quality - Slopes 

b MEAN IWB CORR 

Support -9.77 .095 

Satisfaction -.13 -.047 

Need I •
 

to
 

.165 

Neg Inter -.13 -.309* 

IWB -1.24 

*p=.02 
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DISCUSSION 

The present discussion will parallel the results 

section. The results of the initial group comparisons, the 

changes in social support over time, the effect of 

chemotherapy on use of support over time, regression 

analyses for types of support and global measures of 

support, and growth curve analysis will be discussed first. 

Evidence supporting the buffering or additive hypotheses 

will then be discussed, followed by a discussion of 

limitations of the present study and suggestions for future 

directions. 

Group Comparisons 

Group comparisons revealed differences on a few medical 

characteristics. All six women with recurrences were in the 

control group which resulted in significant differences for 

metastasis, recurrence, time since diagnosis, and time since 

surgery (right breast). However, subsequent analysis of the 

independent and dependent variables did not reveal any 

significant differences. While the two groups were 

different on these characteristics, it apparently did not 

significantly affect social support or life quality for 

these women. Future analyses may focus on comparing women 

with advanced breast cancer with women with less advanced 

breast cancer to determine if or how their experiences 
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differ. 

Social Support - Changes Over Time 

Changes in social support in the expected direction 

were found for tangible assistance, negative interaction, 

utilized support, and satisfaction only. Both tangible 

assistance and overall utilized support decreased 

significantly by time two, while satisfaction with support 

and negative interaction showed a gradual decrease over the 

time. These findings are somewhat inconsistent with those 

found by Neuhling and Winefield (1988). The baseline data 

collection in the present study (average one year post-

surgery) was later than the baseline of the Neuling and 

Winefield study (2-7 days post surgery). However, all of the 

women in the present study were receiving breast cancer 

treatment which may extend the adjustment period. Taking 

into account the later baseline data collection in the 

present study, these results demonstrate that there is still 

activity in the support network beyond the initial post-

surgery adjustment period which may be due in part to 

treatment or just part of the process of adjusting to breast 

cancer. Studies cited previously show that many women are 

still adjusting to breast cancer up to one year following 

surgery. Not only is there more tangible assistance and 

overall support, but there is also more conflict between the 
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woman and her support network which may explain the overall 

decrease in satisfaction. The decrease in satisfaction may 

also be due to the inability of the support network to 

provide adequate support over an extended period of time. 

Breast cancer and its treatment may be taking a toll on the 

support network. However, it is also possible that 

satisfaction levels are returning to their premorbid level, 

and that they had increased during the crisis. 

The lack of significant changes over time in the other 

types of support, intimate interaction, advice, and social 

participation, contradict the findings of Neuling and 

Winefield who found that emotional support decreased over 

time. There are two possible reasons for this discrepancy. 

One, the later baseline data collection in the present study 

may have missed the initial higher level of use of the other 

types of support. Or, two, the lack of significant changes 

suggest stability of perception of the nature of support 

received over time, however, this apparent stability may be 

a function of the instrument used in this study. The ASSIS 

measures network size, not frequency of interactions or 

supportive behaviors. It is possible that the women were 

relying on the same people throughout the adjustment period, 

yet receiving more assistance than usual from these people. 

In the future an instrument which measures not only network 



105 

characteristics, but frequency of supportive behaviors would 

help to resolve this issue. 

Social Support Bv Treatment 

The effects of treatment on social support were 

consistent with those found by Neuling and Winefield (1988). 

Patients receiving chemotherapy required additional tangible 

assistance and had a greater need for support primarily at 

time one. This would suggest that chemotherapy disrupts the 

woman's normal role functioning only and doesn't cause any 

additional detectable psychological or emotional hardship 

for the woman necessitating additional support. However, 

the decrease in life quality for women receiving 

chemotherapy contradicts this explanation. An alternate 

explanation for this lack of significant difference for 

women receiving chemotherapy is provided by some anecdotal 

information from the present study. The women often 

expressed much confidence in the ability of chemotherapy to 

rid the body of any remaining cancer cells. This confidence 

in the effectiveness of the treatment may be facilitating 

their adjustment to breast cancer even though they are 

undergoing chemotherapy which produces the greatest amount 

of side effects. Partial support for this argument can be 

found in Peck and Boland's (1977) study of patients 

undergoing radiation, where only 3 0% expressed confidence in 



106 

the treatment. Chemotherapy is a newer form of treatment 

and has been lauded as more effective than radiation, thus 

patients may feel more confident in the effectiveness of 

chemotherapy. 

Types of Social Support and Life Quality 

The results of analyses examining associations among 

support types and life quality were not as predicted. It 

was hypothesized that the strongest predictor would be 

emotional support and that significant associations observed 

would be positive, but the reverse was found. Emotional 

support was not significantly predictive of life quality. A 

greater amount of tangible assistance at time one was 

related to lower ratings of life quality. Similarly, 

seeking advice from a greater number of network members was 

related to lower ratings of life quality at time three. 

Although it was a marginally significant finding, social 

participation was positively related to higher ratings of 

life quality at time three. These findings may suggest that 

women requiring assistance from a greater number of network 

members were experiencing more hardship. Thus, we can not 

infer a causal relationship between social support and life 

quality or a detrimental effect of social support. A 

similar finding was reported by Woods and Earp (1978) who 

found that a positive relationship between social support 
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and psychological adjustment did not hold with high numbers 

of complications. Similar results were also found by 

Dunkel-Schetter (1984) and Lichtman, Taylor, and Wood 

(1988). Future research should include measures of physical 

symptomatology and disruption in role functioning to test 

whether the relationship between social support and life 

quality varies based on the woman's health or functioning 

status. A cross lag design may also answer this question. 

Increased support initially when there is greater 

symptomatology may predict a better outcome at a later point 

in time. 

Global Measures of Social Support and Life Quality 

In terms of the global measures of support, the 

findings are a slight departure from what has been 

traditionally reported in the breast cancer social support 

literature. Satisfaction with support was predictive of 

better life quality at time two only, although it was 

marginally significant at time one also. Overall use of 

support was also marginally significant at time one, 

however, it was a negative relationship. The interesting 

finding is the relationship between negative interactions 

and life quality which has not been addressed in other 

research. Negative interactions with a greater number of 

network members was related to lower ratings of life quality 
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at times one and three. This finding is similar to Fiore, 

Becker, and Coppel (1983) who found that upset in the 

support network of Ahlzheimer caregivers was related to 

increased depression ratings, while helpfulness in the 

support network was unrelated to depression. Similarly, 

Levy, et al. (1990) included the quantification of negative 

social support in their assessment of quality of 

relationship based on previous findings of negative 

communication during the adjustment process. Other 

investigators focusing only on emotional support have 

overlooked this important variable that may prove ultimately 

to be more predictive. While it can be argued that there is 

an overlap between negative interaction and ratings of 

relationship quality or emotional support from individuals 

closest to the woman, the significance of focusing solely on 

negative interactions is that it points to the conflict in 

the network which is also occurring during this crisis time 

which also needs research attention. That is, the focus of 

most social support research is on how social support 

networks can buffer stress, that is, the positive affects of 

social support. Perhaps we need to focus more on how 

"support" or social relationships or lack there of 

exacerbate stress. 
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Relationship Between the Rates of Change in Social Support 

and Life Quality 

The results of the growth curve analysis were similar 

to the regression analysis results. The rate of change over 

time in negative interactions was correlated with the rate 

of change in life quality, demonstrating that as the 

negative interactions decreased the woman's life quality 

improved. This finding strengthens the regression results 

demonstrating the importance of examining the role of 

conflict in the support network. 

Additive vs. Buffering Hypotheses 

Interpreting these results as evidence for either the 

buffering or additive hypotheses suggests the additive 

hypothesis. Both hypotheses would predict greater support 

during the crisis period, however they deviate in terms of 

when social support is hypothesized to be related to life 

quality. The additive hypothesis would predict a constant 

relationship, while the buffering hypothesis would predict 

the relationship to exist during the crisis only. It would 

appear that the additive hypothesis received more support in 

that negative interactions were consistently related to life 

quality. The stability of the support variable means also 

supports the additive hypothesis. However, the finding that 

satisfaction with support was related to life quality at 
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time two and marginally at time one, may lend some validity 

to the buffering hypothesis, suggesting that social support 

was important at the heighth of the crisis only. One 

solution to this apparent discrepancy would be an additional 

assessment at a later point in time when it is thought that 

most women have adjusted to breast cancer to determine if 

the support variables were still related to life quality. 

Limitations 

As discussed previously, one limitation of the social 

support instrument was that it primarily assessed network 

size as opposed to frequency of supportive behaviors. Thus, 

it may have been unable to detect changes in frequencies of 

supportive behaviors received. Another limitation of the 

instrument is the high multicollinearity between the social 

support variables. The high multicollinearity between the 

social support variables may be masking their role in 

predicting life quality. Factor analysis of these variables 

may solve this problem. One might expect to find 

satisfaction and negative interaction loading in opposite 

directions on the same factor, producing a satisfaction-

dissatisfaction factor. 

Future Directions 

The most important finding of this study is the 

predominant influence of conflict in the support network of 
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women with breast cancer. Not only was negative interaction 

related to lower ratings of life quality, but it was also 

shown to exhibit change during the adjustment process. 

Previous studies have focused solely on the benefits of 

social support ignoring the possible source of conflict in 

the support network influencing the woman's adjustment. 

Positive findings concerning the relationship between social 

support and adjustment or life quality may reflect those who 

have successfully negotiated the negative conflicts caused 

by the stress of breast cancer. This study highlights the 

need to study the process of social support during periods 

of crisis in order to fully understand the role of conflict 

in the support network during crisis and how social support 

functions during the crisis period to facilitate adjustment. 

A second important finding in this study was the 

negative relationship between utilizing a greater number of 

network members for support (tangible assistance, advice, 

overall support) and life quality. Rather than conclude 

that social support is detrimental, future research needs to 

clarify the contribution of severity of symptoms and 

functioning in this regard. 
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APPENDIX A - DEMOGRAPHICS 



Demographic Data 

Code # 
Age: Date: 

Marital Status (check one) 

(6) Married 
(5) Cohabiting (with partner more than 6 months) 
(4) Separated 
(3) Divorced 
(2) Widowed 
(1) Single/never married 

Working/School (check one) 

(1) On medical leave from P/T job/school 
(2) On medical leave from F/T job/school 
(3) Retired 
(4) Homemaker 
(5) Part time job/school 
(6) Full time job/school 
(7) Other 

Education (check one) 

(1) 8th grade or less 
(2) some high school 
(3) high school graduate 
(4) trade/business school 
(5) some college 
(6) college graduate 
(7) graduate or professional degree 

Family Take Home Pay (every 2 weeks) (check one) 

(1) Less than $250 
(2) $ 250 - 499 
(3) $ 500 - 749 
(4) $ 750 - 999 
(5) $1000 - 1249 
(6) $1250 - 1499 
(7) $1500 - 1749 
(8) $1750 - 1999 
(9) $2000 - 2249 
(10) $2250 - 2499 
(11) $2500 - 2749 
(12) $2750 - 2999 
(13) $3000 & above 



Ethnic origin: 

(1) White (2) Hispanic (3) Black 
(4) Native American (5) Oriental 
(6) Other (please indicate) 

Date of first Diagnosis of Breast Cancer: 

Type of Surgery(s): (check all that apply) 

Right Left 
Breast Breast 

(1) Biopsy 
(2) Radical mastectomy or 

Modified radical 
(3) Partial mastectomy 
(4) Local excision 

(lumpectomy) 
(5) Axillary Node Dissection 
(6) Breast Reconstruction 

Date surgery performed: 

Right Left 
Breast Breast 

(1) Biopsy 
(2) Radical mastectomy or 

Modified radical 
(3) Partial mastectomy 
(4) Local excision 

(lumpectomy) 
(5) Axillary Node Dissection 
(6) Breast Reconstruction 

Type of Treatment(s): (check all that apply) 

Date Began Date Completed 

(1) Chemotherapy 
(2) Radiation 
(3) Hormone 
(4) Hyperthermia 
(5) Regular 
follow-up only 
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ARIZONA SOCIAL SUPPORT INTERVIEW SCHEDULE 
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ASSIS 

Note: Interviewer instructions are enclosed within 
parentheses. Response should be recorded on ASSIS answer 
sheet(s). 

(READ TO SUBJECT): 

In the next few minutes I would like to get an idea of the 
people who are important to you in a number of different 
ways. I will be reading descriptions of ways that people 
are often important to us. After I read each description I 
will be asking you to give me the first names, initials, or 
nicknames of the people who fit the description. These 
people might be friends, family members, teachers, priests, 
ministers, doctors, or other people who you might know. 

If you have any questions about the descriptions after I 
read each one, please ask me to try to make it more clear. 

A. (INTIMATE INTERACTION) 

Al. If you wanted to talk to someone about things that are 
very personal and private, who would you talk to? Give me 
the first names, initials, or nicknames of people who you 
would talk to about things that are very personal and 
private. 

(IF THE SUBJECT IS UNABLE TO NAME A SINGLE PERSON, GO TO 
A4 .) 

(IF THE SUBJECT NAMES ONE OR MORE PEOPLE, PROBE FOR ANY 
ADDITIONAL NAMES BY ASKING): Is there anyone else who you 
can think of? 

A2. During the last month, which of these people did you 
actually talk to about things that were personal and 
private? 

(CHECK ABOUT PEOPLE WHO WERE LISTED IS RESPONSE TO Al BUT 
WHO WERE NOT LISTED IN RESPONSE TO A2) 

A3. How would you rate your satisfaction or dissatisfaction 
with the times you talked to people about your personal and 
private feelings during the past month? 

Look at this card (SHOW SATISFACTION CARD) and tell me which 
number best describes your rating. (RECORD A NUMBER 1-7 ON 
ANSWER SHEET). 
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A4. During the past month, how much do you think you needed 
people to talk to about things that were very personal and 
private? 

Look at this card (SHOW NEED CARD) and tell me which number 
best describes your need. (RECORD A NUMBER 1-5 ON ANSWER 
SHEET). 

B. (ADVICE) 

Bl. Who would you go to if a situation came up when you 
needed some advice? 

Remember, you can name some of the same people that you 
mentioned before, or you can name some new people. 

(IF THE SUBJECT IN UNABLE TO NAME A SINGLE PERSON, GO TO 
B4. ) 

(IF THE SUBJECT NAMES ONE OR MORE PEOPLE, PROBE FOR ANY 
ADDITIONAL NAMES BY ASKING): Is there anyone else who you 
can think of? 

B2. During the past month, which of these people actually 
gave you some important advice? 

(CHECK ABOUT PEOPLE WHO WERE LISTED IN RESPONSE TO Bl BUT 
WHO WERE NOT LISTED IN RESPONSE TO B2) 

B3. During the past month, how satisfied or dissatisfied 
were you with the advice that you were given? 

(SHOW SATISFACTION CARD, RECORD RESPONSE ON ANSWER SHEET) 

B4. During the past month, how much do you think you needed 
to get advice? 

(SHOW NEED CARD, RECORD RESPONSE ON ANSWER SHEET) 

C. (TANGIBLE/PHYSICAL ASSISTANCE) 

Cl. Who are the people who you could call on to help you 
take care of something that you need to do — things like 
driving you someplace you need to go, helping yo do some 
work around the house, going to the store for you, and 
things like that? Remember, you might have listed these 
people before or they could be new names. 
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(IF THE SUBJECT IS UNABLE TO NAME A SINGLE PERSON, GO TO 
C4 . ) 

(IF THE SUBJECT NAMES ONE OR MORE PEOPLE, PROBE FOR ANY 
ADDITIONAL NAMES BY ASKING): Is there anyone else who you 
can think about? 

C2. During the past month, which of these people actually 
pitched in to help you do things that you needed some help 
with? 

(CHECK ABOUT PEOPLE WHO WERE LISTED IN RESPONSE TO CI BUT 
WHO WERE NOT LISTED IN RESPONSE TO C2) 

c3. During the past month, how satisfied or dissatisfied 
were you with the help you received in doing these things 
that you needed to do? 

(SHOW SATISFACTION CARD, RECORD RESPONSE ON ANSWER SHEET) 

C4. During the past month, how much do you feel you needed 
people who would pitch in to help you do things? 

(SHOW NEED CARD, RECORD RESPONSE ON ANSWER SHEET) 

D. (SOCIAL PARTICIPATION) 

Dl. Who are the people who you get together with to have 
fun or to relax? These could be new names or ones you 
listed before. 

(IF THE SUBJECT IS UNABLE TO NAME A SINGLE PERSON, GO TO 
D4 . ) 

(IF THE SUBJECT NAMES ONE OR MORE PEOPLE, PROBE FOR ANY 
ADDITIONAL NAMES BY ASKING): Is there anyone else who you 
can think about? 

D2. During the past month, which of these people did you 
actually get together with to have fun or to relax? 
(CHECK ABOUT PEOPLE WHO WERE LISTED IN RESPONSE TO Dl BUT 
WHO WERE NOT LISTED IN RESPONSE TO D2) 

D3. During the past month, how satisfied or dissatisfied 
were you with the times that you got together with people 
just to have fun and relax? 

(SHOW SATISFACTION CARD, RECORD RESPONSE ON ANSWER SHEET) 
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D4. How much do you think that you needed to get together 
with other people for fun and relaxation during the past 
month? 

(SHOW NEED CARD, RECORD RESPONSE ON ANSWER SHEET) 

E. (NEGATIVE INTERACTIONS) 

El. Who are the people who you argue with or who make you 
angry and upset? These could be new names or names you 
listed before. 

E2. During the past month, which of these people have you 
had arguments with or have made you angry and upset? 

(CHECK ABOUT PEOPLE WHO WERE LISTED IN RESPONSE TO El BUT 
WHO WERE NOT LISTED IN RESPONSE TO E2) 



MEED CARD 

1. NO NEED AT ALL 

2. SLIGHT NEED 

3. MODERATE NEED 

4. GREAT NEED 

5. VERY GREAT NEED 

SATISFACTION CARD 

0. NOT APPLICABLE 

1. VERY DISSATISFIED 

2. MODERATELY DISSATISFIED 

3. SLIGHTLY DISSATISFIED 

4. NEITHER SATISFIED NOR DISSATISFIED 

5. SLIGHTLY SATISFIED 

6. MODERATELY SATISFIED 

7. VERY SATISFIED 
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ASSIS ANSWER SHEET 

DATE: ID #: 
T: Interviewer: 

A1 A2 B1 B2 CI C2 D1 D2 El E2 

2 .  

3. 

4. 

5. 

6 .  

7. 

8 .  

9. 

10. 

11. 

12. 

13. 

14. 

15. 

31 31 31 31-

41 41 41 41-
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IWB 

DATE: 
T: 

ID # 

Here are some words and phrases which I would like you to 
use to describe how you feel about your present life. Put a 
mark on the line that best describes how you feel TODAY 
about your life. 

1. My present life is 

Boring Interesting 

2. My present life is 

Miserable Enjoyable 

3. My present life is 

Useless Worthwhile 

4. My present life is 

Lonely Friendly 

5. My present life is 

Empty Full 

6. My present life is 

Discouraging Hopeful 

7. My present life is 

Disappointing Rewarding 

8. My present life 

Doesn't give Brings out 
me much 
chance 

the best in 
me 

9. In thinking about my life as a whole, I am 

Completely 
dissatisfied 

Completely 
satisfied 


