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ABSTRACT 

Cancer is.the second leading cause of death among Americans 

with breast cancer being the most common site in women. 

Social support is needed by patients with cancer as they 

learn to cope with thetr disease and its treatment. Coping 

behaviors are the specific techniques a person selects to 

manage stress. A descriptive correlational research design 

was used to determine the nature and quality of social 

support, to examine the coping strategies, and to describe 

the relationship between social support and coping behaviors 

in women with breast cancer. The sample.consisted of 43 

women ages 25 to 77 years who acknowledged their diagnosis 

of breast cancer, were 3 months to 21 years since the 

diagnosis, and received treatment in three ambulatory care 

clinics in a medical center in the Southeastern in the 

United States. An investigator-developed Demographic Form, 

the Norbeck Social Support Questionnaire, and the Jalowiec 

Coping Scale were completed by each subject. Descriptive 

statistics were used to describe the study sample, the 

components of social support, and coping behaviors. 

Pearson's prdduct-moment cor~elations were calcul~ted to 

determine the direction and strength of the relationship 
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between social support and coping behaviors. Family members 

were listed more frequently than any other source of support 

category. Only 4.7% of the subjects identified a health care 

provider in her support network. The subjects identified 

problem-oriented coping methods more frequently than 

affective-oriented coping methods. The most often indicated 

coping methods in this sample were prayer, maintaining hope, 

accepting the situation, and u~e of sleep. The research 

hypothesis that there is a positive .relationship between 

social support and coping behaviors in women with breast 

cancer was supported by the-findings. ·statistically 

significant correlations were identified between affective

oriented and problem-oriented coping behaviors and the 

social support components of Total Functional Support and 

Total_Network.Support. For the purpose of increasing a 

patient's coping ability, a professional nurse should 

identify the amount and quality of support a patient 

receives, encourage family members and friends to visit and· 

communicate with the patient, and offer to serve as one of 

the patient's support network. These findings also suggest 

that it is ne~essary to introduce the concepts of social 

support and coping behaviors to nursing students early in 

their nursing education program. 
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CHAPTER I 

INTRODUCTION 

In recent years, the concept of social support has been 

shown to be a robust yariable in a wide range of health

related contexts. The perceived quality of social support 

has been reported to be protective against the influences of 

stressors and life strain on individuals (Berkman & Syme, 

1979; Cobb, 1976; Dean & Lin, 1977). Miller (1983) noted 

that the adequacy of an individual's support system is an 

important variable in the assessment of his or her coping 

abilities. It has been suggested that social support may 

serve a stress-buffering or moderating role in health 

outcomes- (Caplan, 1974; Cobb, 1976; Dean & Lin, 1977; 

Norbeck, 1982a). 

Coping has been defined as an individual response that 

is directed at management of stress. Coping behaviors are 

the specific techniques a sick person selects to deal with 

the illness and its consequences. An individual who has 

cancer encounters many difficulties, not only from the 

process of the disease itself, but also as a result of the 

treatment, such as chemotherapy, radiation therapy, or 

surgery. These difficulties are made worse by worries about 

the future, finances, the problems of coping with everyday 

1 



I 

2 

life complicated by a chronic disease, and by all of the 

emotions--anger, fear, resentment, and depression--that go 

with it. It was· found that cancer with its associated 

problems and concerns requires additional coping behaviors 

(Miller & Nygren, 1978). Since coping strategies are a 

significant factor in a patient's health, it is important to 

strengthen his or her coping behaviors. 

The discovery that one has cancer is typically viewed 

by the individual as a stressful and traumatic event (Peck, 

1972). According to the American Cancer Society (1987), more 

than five million living Americans have a history of cancer. 

Three million of them developed the disease more than five 

years ago. And- of the 965, o·oo Americans diagnosed with 

cancer in 1987, 385,000 will be alive in 1992. Contrasting 

this with the 1930s, only 1 out of 5 cancer patients 

survived 5 or more years. Today, 4 out of 10 ·patients who 

have cancer will be alive 5 years after diagnosis. As the 

survival rate increases, 3 out of every 4 families will have 

a member living with cancer. Because the disease is so 

prevalent and because survival time has been extended 

considerably, it has become increasingly important to 

understand how people live and cope with cancer. 

Cancer is the second leading cause of death among 

Americans. The breast is the most common site of cancer in 

American women today, accounting for more than one quarter 
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of all cancer cases in women. With about 130,000 new cases 

in 1987, 1 out of every 10 women will develop breast cancer 

at some time in her life. It is the second most common cause 

of cancer death in women. In 1987 about 41,000 women died of 

breast cancer, second only to lung cancer (American Cancer 

Society, 1987). Because of the prevalence of breast cancer, 

this group of subjects was selected as the population fdr 

the current study. 

Statement of the Problem ---
The individual who has·recently been diagnosed with 

cancer is likely to be profoundly fearful and uncertain 

about many things. An environment that was .formerly 

tolerable has now become unpredictable and threatening. The 

patient's former assumptions and·beliefs about the 

environment and self are brought into question. He or .she is 

confronted with a web of fears, including fear of pain, of 

recurrence of the cancer, of progressive deter~oration, of 

dependency on others, and of death (Davis, Quinlan, 

Mckegney, & Kimball, 1973). Patients also.worry about 

whether the doctors have been honest with them, whether they 

are -"receiving the best care, and how their illness will 

affect their family (Wortman & Dunkel-Schetter, 1979). 

Because of the uncertainties they face and because 

their sense of self is threatened, many cancer patients 

experience intense needs both to clarify what is happening 

to ·them and to be supported and reassured by others. As the 
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patient contends with the prospect of a shortened life, 

unpleasant and possibly mutilating tre~tments, and physical 

deterioration, the need for support may· become even more 

intense. In fact, one of the greatest fears patients have 

expressed during the early stages of cancer is th~,fear that 

they will be rejected and abandoned by loved ones 

(Sutherland & Orbach, 1953). The literature on significant 

others suggests that interpersonal relationships are 

important in helping persons face threatening situations and 

that per~ons facing the cancer experience may be assisted in 

coping with their disease by adequate support from 

significant others (Aiken, 1982; .Bullough, 1981; Ervin, 

1973; Lindsey, Norbeck, Carrieri, & Perry, 1981; Northouse, 

1981; Parsell & Tagliareni, 1974). 

In view of previous discussion, the following problem 

statement was proposed for this research: 

What is the relationship between social support and 

coping behaviors in women with breast cancer? 

Purpose of t~e Study 

The purposes of this study were: 

1. To determine the nature and quality of social 

support· as perceived by women who have breast cancer. 

2. To examine the coping strategies used by women who 

have breast qancer. 

3. To determine the re~ationship between social 



support and coping behaviors in women who. have breast 

cancer. 

Significance of the Study 

5 

There is one primary reason why the concept of social 

support should be a serious consideration for a professional 

nurse. From the time of diagnosis through the duration of 

the patient's ill~ess, either cancer or other diseases, 

nurses are in a unique position to provide care that assists 

patients to meet physical and emotional needs. Therefore, it 

is critical for a .nurse to identify the support a patient 

receives and assess whether that support is adequate to 

facilitate effective coping.with the disease. In other 

words, nurses should make some assessment as to whether the 

patient 1s interpersonal relationship will have potential for 

healthy or unpealthy ·consequences in order to take some 

specific nursing interventions, such as introducing patients 

to support groups, encouraging patients to verbalize their 

needs, and discussing patients' emotional needs with their 

significant others to help prevent or correct the patient's 

interpersonal problems. 

Upon being diagnosed with cancer, people with well

functioning social networks may require additional support 

to help mitigate the pain and anxieties associated with .the 

potentially life~threatening illness (L~ndsey, Ahmed, & 

Dodd, 1985). Thus, it is important for a nurse to determine 

a cancer patient's need for social stipport affiliation, the 



social support resources available, and the extent of 

satisfaction with those resources. 
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Although the monitoring of coping and social support in 

cancer patients is vital, it is rarely practiced by nurses 

as seen by this investigator. Eithei nurses find such an 

assessment too emotionally threatening or time consuming, or 

else they are not able to do it effectively. Therefore, it 

is believed that the findings of this study will add to the 

body of nursing knowledge by assisting nurses and other 

health care personnel to recognize the needs and problems of 

cancer patients ·relative to social support and coping 

behaviors. 

Assumpt.ions 

The ·assumptions underlying this study were: 

1. Cancer patients need supportive relationships with 

others during the disease process in order to cope with the 

stress. 

2. Coping is nec-essary for an individual to alleviate 

or remove stress. 

3. Social support can be measured by the Noibeck 

Social Support Questionnaire (NSSQ). 

4. Coping behaviors· can be measured by Jalowie~ 

Coping Scale (JCS). 

5. The subjects will reply accurately and honestly to 

items on the questionnaires. 



Hypothesis 

For the purpose of this investigation, the following 

hypothesis was chosen for testing: 
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There is a positive re.lationship between social support 

and coping behaviors in women with breast cancer. 

Operational Definitions 

The follo~ing terms were operationally defined for this 

research: 

Women with breast cancer are females 18 years and older 

who have been diagnosed with breast cancer, are at least 

three months after diagnosis, are aware of their diagnosis 

of cancer, and are being treated in the ambulatory care 

se.tting. 

Social support is a combination of the three specified 

support components' scores obtained on the three individual 

sections of the Norbeck Social Support Questionnaire (NSSQ) 

(see Appendix A) • The NSSQ is us·ed to measure: (a) total 

functj:onal support, (b) total network support, and (c) total 

loss of support (Norbeck, 1982b). 

Total functional support is the summation score derived 

from combining numerical response of the three interpersonal 

transactions of ·affect, affirfuation, and aid questions 

(question 1 through 6) on the NSSQ. 

Affect is the total score obtained from numerical 

response to questi6n 1 and 2 of the NSSQ for measuring the 

expressions ·of liking; admiration, respect, or love. 
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Affirmation is the total score obtained from numerical 

responses to questions 3 and 4 of the NSSQ to measure 

expressions of agreement or acknowledgement of the 

appropriateness or rightness of some act or statement of 

another person. 

Aid is the total score obtained.from numerical response 

to questions 5 and 6 of the NSSQ to measure direct aid or 

assistance given. 

Total network support is the summation score derived 

from combining the structural aspects of three subscale 

scores obtained from: (a) the number of persons listed, (b) 

the duration of relationship score obtained from question 7, 

and (c) the frequency of contact score obtained from 

question 8 of the NSSQ. 

Total loss of support is the summation score derived 

from combining the quantity and quality of support loss 

scores obtained from: (a) a·n affirmative or negative 

response to persons lost from the network obtained from 

question 9, (b) the number of persons lost from each source 

of support category obtained from question 9a, and (c) the 

amount of support lost score obtained from questions 9b of 

the NSSQ. 

Coping behaviors are defined as the behaviors carried 

out by an individual who employs problem-oriented coping 

methods and/or affective-oriented coping strategies to 



9 

direct thought and action to deal with a stressful situation 

as measured by the Jalowiec Coping Scale (Jalowiec & Powers, 

1981) (see Appendix B). 

Problem-oriented coping methods are strategies that 

primarily are aimed at answering a question or handling a 

stressful situation, such as discussing problems, trying 

anything, accepting a situation, maintaini~g control, and 

information-seeking. 

Affective-oriented coping methods are strategies used 

to manage the emotions accompanying a stressful situation, 

such as worry, cry, activity/exercise, eating/smoking, 

sleeping, and daydream. 

Limitations 

The findings of this study were limited by the 

following factors: 

1. No attempt was made to control for stage of 

malignancy, treatment modalities used, and socioeconomic 

status of the subjects. 

2. The subjects were conveniently selected from a 

population of women with breast cancer treated at three 

ambulatory care clinics, and, therefore, the sample may not 

be representative of the total population. 

3. Diagnoses of other known and unknown chronic 

disease in the subjects was not considered. 
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4. The individual social support and coping behaviors 

prior to the diagnosis of cancer were unknown. 

5. Data collection was self-reported responses. 

Surnmarv 

In this chapter the research question was introduced: 

What is the relationship between social support and coping 

behaviors in women with breast cancer? Statement of the 

problem, purpose of the study, and significance of the study 

were presented. Assumptions and the hypothesis were 

formulated. Terms were operationally defined and limitations 

of the study were addressed. In chapter 2, the review of the 

literature relevant to the study will be presented. 



CHAPTER II 

REVIEW OF THE LITERATURE 

Li~erature from relevant iields of investigation was 

examined for this study. The f<;>llowing topics were reviewed: 

social support, the cancer patient's perceptions of ~ocial 

support, reactions of others toward cancer patients, and 

coping behaviors. 

Social Support 

The concept of social support has emerged in recent 

years as a major psychosocial variable in health-related 

research. Social support has. been identified as a variable 

whic·h may influence health outcomes as well as an 

individual's adjustment to illness or stressful life events. 

As a concept, ·social support has not been defined or 

measured similarly in studies to investigate the effect of 

social support on health outcomes. For an understanding of 

this concept, major conceptualizations of social support 

were reviewed. 

The characteristics of social support described by 

Caplan (1974) included the idea that support is of a 

continuing nature through enduring relationships which 

pr9vide help for the individual in mobilizing psychological 

resources and mastering emotional burdens, sharing tasks, 
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and providin~.matetial supp~ies, skills, an4 cognitive 

9uidance. The ~ocial support ·system functions by offering 

information, guidance, and feedback to the individual and by 

acting as a refuge where the individual may experience 

stability and comfort. 

Cobb (1976) defined social support as information 

le~ding the person to believe that he or .she is cared for 

and loved, esteemed and valued, and part of a network of 

communication and mutual obligation. Material aid or 

available services are not considered to be a form of social 

support by Cobb. 

Kahn (1979) proposed the term "convoy" to indicate the 

set of significant people to whom the individual is related 

by giving or receiving social support. In Kahn's definition, 

social support consists of ~nterpersonal transactions that 

include the expression of positive feelings of one person 

toward another, the recognition of another person's 

behaviors and perceptions, and the giving of _symbolic or 

material aid to another. 

Weiss (1974) listed six functions of social 

· relationships .essential for well~being: attachment, social 

. integration, opportunity for nurturance, reassurance of 

one 1 s worth, a sense of reliable alliance, and obtaining 

guidance. Attachment· refers to gaining a sense of security 

and. place; social. integration is provided throu~h a network 
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of relationships in which participants share concerns- and 

information; opportunity for nurturance refers to an adult 
·-

taking responsibility for the well-being of a ~hild; 

reassurance of one's worth occurs ·through recognition of an 

individual's competence in a social role; a sense of 

reliabl~ alliance is provided primarily through 

relationships with family and/or relatives in which the 

individual is ~ssured of continuing assistance; and the 

obtaining of guidance occurs during stressful situ~tions 

when the individual seeks emotional support and cognitive 

guidance from a trustworthy and authoritative resource. 

Although many authors_ have defined and measured the 

concept of social support (Caplan, .1974; Cobb, 1976; 

DiMatteo & Hayes, 1981; House, 1980; Kahn, 1979; Weiss, 

1974), there is still little agreement as to the meaning of 

the concept. Social support is-not treatment or guidance, 

al~hough it may include some aspects of both. It is a 

feeling and attitude, as well as an act of concern and 

compassion. The soqial -support system is a composite of 

interpersonal relationships that satisfy specific personal 

needs. An individual may receive social support from a 

variety of sources including family members, friends, 

neighbors, work associate, health care .providers,_ and church 

and community groups. When these "kith and kin" link 

together for the purpose of helping, they form a social 

support network. Without this informal network, 
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professionals in the health and social service systems would 

be incapable of dealing with,the problems that clients 

present. In fact, the professional systems' proportion of 

overall help and social support for individuals is minute in 

comparison to the vast resources of existing social support. 

networks {Maguire, 1983). 

The literature generally differentiates between 

personal· or social support system and community support 

system. Personal or social support system consists of 

friends, family, nei.ghbors, and colleagues who provide 

support, help, and a personal care or concern for 

identifiable individuals. Community support system consists 

of support or services provided within•a community or 

neighborhood for helping residents to meet their own socio

emotional needs, as well as general welfare concerns 

{Maguire, 1983). 

The significance of social support becomes apparent 

when it.is examined in terms of its protective or buffering 

effects on an individual'S health. Cobb {1976) reviewed the 

con.siderable research on social support and its moderating 

effects on life stress, concluding: "It appears that social 

support can protect people in crises from a wide variety of 

pathological.states: from low birth weight to death, from 

arthritis through tuberculosis to depression, alcoholism and 

social breakdown syndrome" {p. 300). Furthermore, Cobb cited 
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numerous studies throughou~ the life cycle and stated that 

social support helps to reduce the amount of medication 

required, speed up the rate of recovery, and facilitate 

compliance with prescribed medical regimens. 

The relationship between social support and the 

presence or absence of health problems is. not a direct 

casual one. If a person has a high degree of social support, 

this does not necessarily cause him or her to be physically 

or mentally healthy. Instead, social support serves as a 

buffer, so that people with a social support network of 

friends and relatives are seemingly protected somewhat fr9m 

the effects of stress (Maguire, 1983). There is a complex 

interaction of effects among the factors of social support, 

health, and the type and degree of stress or problems being 

confronted. 

The interaction of social support and life stress is 

not yet totally understood, but it is particularly 

significant in considering the elderly, women, the poor, 

minorities, and chronic aftercare of psychiatric patients, 

whose frequently smaller social support syste~s·make them 

highly susceptible to the negative effects of stress. J;n one 

study by Nuckolls, Cassel, and Kaplan (1972), the 

interaction effects of stress and social support were 

clearly described. They used the Holmes and Rahe Schedule of 

Recent Experience, a questionnaire measuring psychosocial 

assets, and medical records to assess differences among 
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women in relation to problems in pregnancy. Complete data 

were obtained on 170 subjects. They found that neither the 

life-change score nor the psychosocial asset score was 

zelated significantly to complications. However, 91% of the 

women with high life-change scores but low social· support 

had at least one complication, compared to 31% of the women 

with equally high life-change scores but high support. They 

surmised that women with high social support are less 

susceptible to a variety of environmental stressors. Berkman 

and Syme ( 1979.) studied the relationship between social 

support and community ties and mortality in a random sample 

of 6,928 adults. It was fou~d that socially isolated 

individuals were more than twice as likely to die in the 

nine-year follow-up. period than were those with the most 

social contacts. 

Another study by Gore (1978) took a longitudinal 

approach to look at the effects of unemployment on men with 

~arying l~vels of support. One hundred subjects were visited 

by public health nurses at five regular intervals over a 

two-year period beginning six weeks before termination of 

employment and ending two year,-s after their plant closed. 

Social support was measured by an index of the individual's 

perception of spouse, relatives, and friends as supportive; 

frequency o.f activity involvi:ng the relationships; and 

number of social activities that were satisfying or that 
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provided an opportunity to discuss their problems. Gore also 

measured the level of depression,·degree of self-blame, 

illness symptoms, and level of serum cholesterol for the 

subjects. He found that the socially less supported, while 

unemployed, had higher elevations of cholesterol level, more 

frequent illness symptoms, and more affective responses. 

Those with social_ supports had lower levels of cholesterol 

and fewer illness ·symptoms. 

Lin, Ensel, Simeone, and Kuo (1979) looked at stressful 

life events and social supports of 170 Chinese-American 

adults in Washington, D.C •• They measured stress on a scale 

relating to 24.psychiatric symptoms and assessed social 

support using a nine-item scale of individual's involvement 

and interaction with friends, neighbors, cultural community 

activities, and other primary nankin supports. They found 

that stress was positively related to the incidence of 

psychiatric symptoms, and that social support was negatively 

related to the symptoms. The~r conclusion was that social 

support acts as a mediator between stress and illness. 

Cassel (1976) is one of the few theorists to propose a 

mechanism for the role of the social environment in disease 

·etiology. Based on evidence accumulated from both animal and 

human studies, Cassel theorized that psychosocial stressors 

act as conditional stimuli which alter the neuroendocrine 

balance, thus increasing susceptibility to disease. He 

further proposed that other psychosocial factors, such as 
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social support, exert a protective effect which buffers the 

individual from the psychological or physiological 

consequences of exposure to the stressor situation. Cassel 

drew a similar conclusion in his review of a variety of 

studies. He pointed out that in Holme's research (Sparer, 

1956) on 100 patients with tuberculosis in Seattle, it was 

found that, compared to the nontuberculosis group, the 

disease was far more prevalent in marginal people, those who 

were deprived of meaningful contact or who were without 

close friends or relatives. Cassel also noted a higher 

susceptibility to disease among ethnic group members who 

were minorities in their neighborhoods, among those who had 

undergone frequent occupational transitions or residential· 

moves, as well as those who lived alone or were single or 

divorced. 

In the classic study by Gurin, Veroff, and Feld (1960),. 

a total of 2460 adult Americans were selected for 

participation in a survey of the mental health of the 

nation. Marital status was one of the variables and was 

measured through the degree of happiness, frequency of 

feelings of inadequacy, and the report of personal problems 

in marriage. From. the interviews, the researchers found that 

marriage was·a significant social· support factor.and 

provided a source of help during unhappy times. Married 

people, both men and women, were found to turn to another 
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person during unhappy times, whereas single people did not. 

A total of 47% of the married men and 37% of the married 

women turned to someone else ·(usually the spouse), whereas 

only 20% of the single men and 28% of the single women 

sought help from another during stressful times. 

Based on Kahn's conceptual definitions of social 

support and definitions from Barnes's network theory, the 

Norbeck Social Support Questionniare (NSSQ) was developed to 

measure multiple dimensions of social support (Norbeck, 

Lindsey, & Carrieri, 1981). Affect, affirmation, and aid are 

the three functional components of social support on the 

Nss·Q. The NSSQ has .been used to study cancer patients' 

perceptions of their support network in Switzerland, Taiwan, 

Egypt, and the United States (Kesselring, Lindsey, & 

Lovejoy,· 1986; Lillis, 1985; ·Lindsey, Ahmed, & Dodd, 1985; 

Lindsey, Dodd, & Chen, 1985; Pulliam, 1985). The samples 

were found to have quite stable social networks; most people 

listed by the patients were known f.or more than five years 

and family members were listed most frequently as sources of 

support. 

cancer Patient's Perceptions of Social Support 

When a person learns he or she has cancer, this event 

produces a need for clarification and social support. As the 

disease progresses and the patient attempts to cope with all 

of the events ensuing from the illness and its treatment, 

the need for satisfying social interaction becomes more 



intense. But many cancer patients find themselves in a 

situation where their need for information and social 

support are limited (Wortman & Dunkel-Schetter, 1979). 
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Jamison, Wellisch, and Pasnau (1978) administered a 

questionnaire to 41 women after mastectomies. The 

questionnaire was designed to examine various aspects of the 

mastectomy procedure, emotional responses before and after 

the surgery, perceptions of effects of the mastectomy on 

relationships with spouses (both sexually and generally), 

and attitudes toward surgeons and the nursing staff in the 

hospital. In describing their overall postmastectomy 

emotional adjustment, 60% of the women in the study judged 

it excellent or very good, 23% good, 7% adequate, and 10% 

not very good, poor, or very poor. Those women who reported 

better emotional adjustment perceived significantly more 

understanding and emotional support from their physicians, 

spouses, nursing staff in the hospital, and their children. 

On the other hand, cancer patients also appear to 

experience considerable difficulty in their interpersonal 

relationships as a function of their disease (Dyk & 

Sutherland, 1956; Gordon et al., 1977; Kaplan, Grobstein, & 

Smith, 1976; Parkes, 1972). Gordon et al. (1977), during 

pilot testing, asked 136 patients diagnosed with breast 

cancer, lung cancer, and sarcoma whether or not they had 

experienced any of 109 problems commonly reported by cancer 
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patients. Of the 20 problems most frequently experienced by 

all of the subjects, seven were of an interpersonal nature 

{e.g., "communication with friends about cancer difficult", 

"discussing future with family difficult", "people acting 

differently after ca.ncer"). In fact, the second most 

frequently cited problem was lack of open communication with 

the family. This problem was mentioned as frequently as 

suffering physical discomfort (by 63% of sample), and much 

more frequently than various problems with medications or 

treatments (Gordon et al., 1977). Jamison et al. (1978) 

found that 89% of the post mastectomy subjects in their 

sample reported having had little or no discussion about the 

emotional aspects of mastectomy with spouse or significant 

others pr~or to surgery; 87% reported little or no 

discussion while hospitalized; and 50% reported little or no 

discussion after returning home. These data revealed that 

discussion of emotional impact with significant others did 

not occur in a .-half of breast cancer patients who 

experienced a mastectomy. 

Findings of other studies suggest that patients would 

like additional opportunities to discuss their problems. 

Mitchell and Glicksman (1977) conducted interviews with 50 

cancer patients undergoing radiation therapy. Only 22 

patients were able to identify a person with whom they could 

discuss their emotional problems~- and 86% of the patients 

wished to be able to discuss the situation more openly with 



22 

someone. However, other studies also suggest that it is 

common for family members, friends, and medical staff to 

discourage open communication and that patients see this as 

a problem (Bard,· 1952; Gordon. et al., 1977; Mitchell & 

Glicksman, 1977; Pearlman, Stotsky, & Dominick, 1969). In 

her interviews with terminally ill cancer patients, Kubler-

Ross (1969) found that many patients reported·a sense of 

isolation and an in~bility to talk about their illness with 

anyone. They reported perceptions that physicians were not 

honest with them, ministers tried to console them, and 
( 

relatives and friends tried to cheer them up. The literature 

on significant others emphasized the need of cancer patients 

to be able to share their concerns with a good listener 

(Bard & Sutherland, 1975; Holland, 1977; Lindsey, Norbeck, 

Carrieri, & Perry, 1981). 

Cancer patients may be afraid to share their feelings 

and fears with others (Wortman & Dunkel-Schetter, 1979). 

White, Wright,· and Dembo (1948) found that disabled men were 

reluctant to discuss their injury openly~ despite the desire 

to communicate and the need to be understood and accepted. 

Two factors may inhibit cancer patients from discussing 

their feelings despite their interest in doing so. Patients 

may feel that it is inappropriate to express. ~motional. 

concerns to their doctors, both b~cause they feel doctors 

are too busy for such conversation and because they believe 
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the doctor will react negatively if they express their 

feelings (Mitchell & Glicksman, 1977). In fact being silent, 

passive,_and accepting is the perceived role ·of a "good 

patient'' ( Tagliacozzo & Mauksch, 1972; Taylor, 1979). 

Cancer patients also may fear that open discussion of their 

feelings about the illness will upset or hurt others. This 

attempt to protect others may be especially strong toward 

family members, since they are perceived by the patient as 

being overburdened by his or her illness (Harker, 1972; 

Schwartz, 1977). Thus, as much as they may need validation 

and support, cancer patients may hesitate to approach 

others. Their needs for social support and interaction are 

frequently not met. 

Reactions of Others Toward Cancer Patients 

The reactions of others who are important in the life 

of the patient (family, friends, health care personnel) are 

likely to·be determined by two factors: by their feelings 

about the patient and his or her illness, and by their 

beliefs about appropriate behaviors to display when in the 

patient's company. While their fee~ings about the patient's 

illness are largely negative, they believe that they ·should 

remain positive, optimistic, and cheerful in their 

interactions with the_patient~ This conflict may result in 

behaviors which are unintentionally harmful to the-patient, 

including (a) physical avoidance of the patient; (b) 

avoidance of open communication, especially about the 



disease and its effects; and (c) contradictory behaviors 

(Wortman & Dunkel-Schetter, 1979).· 
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The patient, in turn, interprets this ambiguous and 

negative social feedback as-rejection, which is experienced· 

at the time when communication with and support from others 

is especially important. At this point, patients may try to 

enhance the support and attention. they receive from others ( 

by exaggerating and stressing their difficulties, or by 

hiding their problems from others and indicating that they 

are coping well. Unfortunatelly, these behaviors only serve 

, to make it more difficult for others to know how to react to 

the· pa-tient, and may therefore exacerbate their 

interpersonal problems rather than solving them (Wortman & 

Dunkel-Schetter, 1979). 

In a longitudinal study of the impact of mastectomy 

from the viewpoints of 21 subjects, Quint (1963) noted the 

increased need for social support as well as reasons why the 

women were likely to experience less rather than more 

opportunity to talk about their concerns with others. Quint 

noted that although family and friends were interested and 

concerned about the woman initially, they soon expected the 

woman after a mastectomy to return to normal. However, the 

course of physical and emotional healing is much longer than 

usually assumed even by the patients themselves. In 

addition, the profound psychological tasks of dealing with 

disfigurement and the possib~lity of death require longer 
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periods of adjustment and· opportunity to talk about 

sensitive feelings. Quint observed that these two areas 

cause the patient to face her feais in a lonely and isolated 

position. 

Some investigations have indicated that family, 

friends, and medical personnel not only avoid discussions of 

patients' feelings but may exert considerable influence on 

patients .to conceal their feelings (Dyk & Sutherland, 1956; 

Quint, 1963). Quint (1963) interviewed 21 mastectomy 

patients five times postsurgery and collected observations 

on patient-staff interactions. She found that physicians and 

nurses made it difficult for patients to express concern or 

ask questions by directing the conversation into "safe 

channels.'' Both patients and nurses reported that nurses did 

not permit communication. Patients also reported that family 

and friends blocked them from discussing their illness. 

There are a number of reasons why those in the 

patient's social network may discourage open discussion with 

the patient. Open communication may be avoided because it is 

not consistent with most people's beliefs regarding what is 

good for the patient (Kalish, 1977; Kastenbaum & Aisenberg, 

1972). Individuals also may wish to avoid listening to the 

patient's feelings simply because they are unpleasant 

(Buehler, 1975; Kastenbaum & Aisenberg, 1972). Open 

discussion may also serve to intensify negative feelings 
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which are already present. Thus; if a family member is upset 

about: a spouse who is dying,_ it may add to his or h,er-

distress to learn that the patient is afraid to die. 

Finally, others may ~ish to avoid listening to the patient's 

difficulties because it is even more difficult to control 

one's own feelings in these situations .(Parkes, 197 2) • 

Copinq ~~haviors 

Coping is the process by which an individual attempts 
~ 

to alleviate or remove stress or threat (McGrath, 1970). In 

other words, coping is what people do when they have a 

probl~m (Aguilera & Messick, 1974) or is the efforts they 

take to confront threats (Lazarus, 1966). Withiri the animal 

model, coping is frequently defined:as acts that control 

aversive environmental conditions, thereby lowering 

psychophysiological disturbance. Lazarus and Folkman-(1984) 

define coping as "constantly changing cognitive and 

behavioral efforts to manage specific external and/or 

internal demands that are appraised as taxing or exceeding 

the resources·of the person" (p. 141). They also emphasize 

_ that coping efforts can be focused either toward dealing 

with the· problem itself or managing the unpleasant emotions 

that are aroused because of the problem (Lazarus & Folkman, 

1984). 

Many factors that influence the coping process __ ~have 

been identified. Some of these include (a) coping 

dispositions and coping styles (Cohen & Lazarus, 1973), (b) 
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interpersonal support system (Berkman & Syme, 1979; Caplan, 

1974; Miller, 1983; Weisman, 1979), (c) emotional state of 

the individual (Lazarus, 1974), (d) perception of control 

over the situation (Seligman, 1975), and (e) the ambiguity 

of the outcome of the situation (Shalit, 1977). In this 

study, the researcher will examine the factor of 

interpersonal support system to see its relationship to an 

·individual's coping behaviors. 

McGrath (1970) identified four factors involved in the 

strategies of coping. Time is a factor in the coping 

process, particularly with relation to the interval between 

the time of onset of the cues that lead to the anticipation 

of the threatening event and the actual occurrence of the 

harmful event. The second factor identified by McGrath is 

the goal of the coping behaviors. The goal is directed 

toward preventing or removin~ the threat or the threatening 

situation. The third factor is that of the effectiveness of 

the coping behaviors used. The number of coping strategies 

used at a given time or in response to a given ~hreat, as 

well as in various situation, is the fourth coping factor 

(McGrath, 1970). 

Coping resources may be either internal or external. 

Internal coping resources are learned individual responses 

due to a person's ability or effort or a combination of 

both. External coping resources include an individual's 



social support network. Folkman, Schaefer, and Lazarus 

(1979) described five categories of coping resources. 
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1. Health/energy/morale imply that a sickly, weak, 

dependent person would have more difficulty coping than one 

who is healthy, strong, optimistic, and confident. 

2. Problem solving skills are important for 

understanding and for effective intervention. 

3. Social networks provide buffers and supports. 

4. Utilitarian resources include money as well as 

tools and references that make life easier for those who 

have access to them than for those who do not. 

5. General and specific beliefs influence whether 

people think they can'master most situations or are victims 

of circumstances and include the ·explanations they make for 

occurrence of events, such as "God's will." 

Coping in response to illness consists of two general 

tasks: (a) coping with illness and its related problems, 

such as pain or paralysis, and (b) coping with life as it is 

influenced by illness. Both tasks are faced not only by 

patients but also by those who are- close to patients 

(Blumberg, Flaherty, &·Lewis, 1980). For accomplishing the 

two tasks, individual patients may develop several coping 

strategies: (a) denying or minimizing the seriousness of the 

illness; (b) suppressing, projecting (attributing to someone 

else), or displacing anger to a less threatening target or 

to a more socially acceptable one; (c) finding a general 



purpose, pattern, or meaning in the illness; and (d) 

rehearsing alternative outcomes of the illnes_s (Blumberg, 

Flaherty, & Lewis, 1980). 
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According to Weisman and Wordeh (1976~1977)~ as well as 

Miller and Nygr~n (1978), one of the coping strategies an 

individual might use to cope with cancer is "turning to 

others for support." Abundant emotional support from others 

clearly is an important source of strength for·cancer 

patients. The resources of the support may come from family, 

friends,'other patients, and health professionals. Weisman 

and Worden {1976~1977) r~ported how a group of newly 

diagnosed patients with cancer coped with the existential 

plight. The existential plight in cancer is a poorly 

recognized but significant period. According to Weisman and 

Worden it starts with the definite diagnosis and continues 

for two to three months into the illness, approximately 100 

days.· One hundred and twenty newly diagnosed cancer patients 

were interviewed, tested, and followed from about ten days 

after diagnosis, at four to si~ week intervals, until three 

to four months had elapsed. They found that patients who had 

higher ·emotional distress during thi~ period had many 

regrets about the past, were pessimistic, came from a 

multiprob-lem family,_ and had marital problems. The widowed 

or divorced had higher vulnerability, as did patients who 

·anticipated little or no support from significant others. 
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The investigators concluded that coping effectiveness and 

strength of the social support system were related to 

quality of life and to length of survival following cancer 

diagnosis. 

In a study of 85 women hospitalized for diagnostic 

breast biopsy, it was found that the experience was highly 

stressful (Scott,_ 1983). State anxiety (STAI), critical 

thinking ability (CTA), and judged duration were tested. as 

they related to coping in the subjects who were experiencing 

breast biopsy. The prebiopsy mean anxiety level of the women 

in the sample was found to be above group norms for 

institutionalized psychiatric patients diagnosed with acute 

anxiety reaction. Furthermore, one third of the group 

demonstrated anxiety levels high enough _to severely 

compromise gen~ral reasoning ability. This initial study 

demonstrated the need for a follow-up investigation aimed at 

exploring how women cope with a diagnosis of breast cancer 

as related to the psychosexu~l meaning associated with the 

cancer site, the incidence of breast cancer, and survival 

rate. For most women, social stress is inherent in having a 

mastectomy. Some women may no longer feel acceptable to 

their husbands or partners, family, or friends. These 

feelings can progress to chronic depression and serious 

inability to resume family, social, and work roles. 

)The Jalowiec Coping Scale (JCS) was developed by 

Jalowiec (1979) to provide a means of examining coping 
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methods. This instrument lists 40 different coping 

behaviors, both affective-oriented and problem-oriented, 

which persons may use in response to stress. The JCS has 

been used to study stress and coping in 25 hypertensive 

patients as compared to 25 emergency room (ER) patients 

(Jalowiec & Powers, 1981), and in 35 patients on 

hemodialysis (Baldree, Murphy, & Powers, 1982). Jalowiec and 

·Powers (1981) found that hypertensive patients used 

significantly more problem-oriented coping methods than did 

ER patients. Baldree et al. (1982) noted that hemodialysis 

patients used problem-oriented methods .significantly more 

than affective-oriented coping methods. 

Summary 

In the review of the literature, four literature areas 

relevant to this investigation were identified: (a) social 

support, (b) cancer p~tient's perceptions of social support, 

(c) reactions of othe~s toward cancer patients, and (d) 

coping behaviors. The literature review showed that an 

~ndividual with cancer evidenced intense needs to be 

supported by others and needed to strengthen his or her 

coping behaviors for dealing with the stressful situation. 



CHAPTER III 

CONCEPTUAL FRAMEWORK 

The conceptual framework for this study is based on 

Kahn's conceptualization of social support and Lazarus's 

theory of coping. The investigator then developed a 

conceptual model for guiding this research according to the 

two theorists, Kahn and Lazarus. 

Kahn's Conceptualization of Social Support 

Conceptually, Kahn (1979) proposed a definition of 

social support to be: 

interpersonal transactions that include one or more of 

the· following: the expression of positive affett of one 

-person toward another; the affirmation or endorsement 

of another person's behaviors, perceptions, or 

expressed views; the giving of symbolic or material aid 

to another (p. 85). 

Therefore, affect, affirmation, and aid were Kahn's three 

key elements of interpersonal transactions. By affective 

transactions he meant expr~ssions of liking, admiration, 

respect, or love. By transactions_ ot affirmation he meant 

-expressions of agreement or acknowledgment of the 

appropriateness or rightness of some act or statement of 
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another person. By transactions of aid he included 

possessions, money, information, and time. 
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Convoy is an important co_ncept in Kahn's view of social 

support. Kahn and Antonucci (1980) stated that, the convoy is 

a structural concept which is s~aped by the interaction of 

situational factors and characteristics of the person. They 

used a concentric circle diagram to describe changes in an 

individual's convoy over his lifetime. The first concentric 

circle consists of people who are very close to the 

individual. They are perceived as the important support 

givers, such as spouse, close family, and close friends. 

Even though the internal structure of a convoy is likely to 

change through chronological and developmental stages, the 

inner circle of support is maint~ined fairly stable across 

years. 

Kahn viewed social support as an important determinant 

of well-being, both for its direct contribution and for its 

ability to moderate the effects of stress. Kahn (1979) 

stated that demographic and situational variables, such as 

age, sex, race, and residence, determine a person's convoy. 

A person's convoy determines the adequacy of social support 

that person receives. In addition, the adequacy of social 

support is a determinant of individual well-being, 

performance in the major social roles, and success in 

managing life-changes and transitions. 
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Lazaru's' Theory ~f Coping 

Lazarus (1974) stated that coping with life-threatening 

disease involves the basic functions of solving problems and 

regulating emotion. The coping process is initiated by a 

st'imulu·s that activates an evaluation of well-being and is 

called primary appraisal. In primary appraisal, one asks the 

questions, "Am I OK?" or "What is at stake?" The answers to 

these questions will be influenced by the person's knowledge 

of the situation, as well as his or her values, beliefs, 

goals, commitments, expectations, and resources (Folkman, 

Schaefer, & Lazarus, 1979). Primary appraisal results in an 

evaluation of.the event as (a) irrelevant, (b) benign, 

resulting in positively toned emotions, or (c) stressful, 

resulting in negatively toned emotions. ·Although both 

categories--irrelevant or benign-positive--answer the 

question with "Yes, I am OK," the third category of 

appraisal--stressful (harmful)--clearly indicates that the 

person may not be "OK". Lazarus has identified three types 

of harmful events: harm/loss, threat, or challenge. 

A second·type of appraisal, called secondary appraisal, 

addresses the question, "What am I going to do about it?" 

Primary and secondary appraisal influence each other; 

secondary appraisal is directed toward the adequacy of the 

coping.resources in relation to a specific harmful event. 

Coping resources include the general health of the person, 
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his or her problem-solving skills, and accessibility of his 

or her personal support ne.twork. 

Another aspect of Lazarus's theory, called reappraisal, 
G'· 

involves reevaluation of a situation when new information is 

available, either- from the environment or from within the 

person. The result is represented by behavior.s instituted to 

neutralize or resolve the crises. The process is dynamic and 

ongoing, aimed at survival, growth, and mainte~ance of the 

individual's well-being. 

The conceptual model developed by this investigator is 

illustrated in Figure 1. Social support is defined as the 

interpersonal transactions that include the exp~essions of 

positive feelings of one person toward another, the 

recognition of another person's .behavior and perceptions, 

and the giving of symbolic or material aid to another (Kahn, 

1979). Stress is a situation-in which environmental demands, 

internal demands, or both exceed the adaptive resources of 

an individual, social, or tissue system (Lazarus, 1966). 

Coping is defined as a process characterized by continuous 

use of goal-directed strat·egies that are initiated and 

maintained over time and across encounters by means of 

cognitive appraisal and regulation of emotion and 

physiol·ogic response (Lazarus & Folkman, 1984). Stress 

arises from a transaction between individual and· environment 

when the individual perceives stimuli as damaging, 
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threatening, or challenging. In order to maintain well~ 

being, an individual applies coping strategies to face the 

stressful situation. A person's convoy structure and the 

adequacy of the support received are coping resources and 

influence one's well-being. 

Demographic Convoy Adequacy of 
-~ ~ ---? 

Characteristics 
, 

Structure 
I 

Social Support 

Well-
Being 

,. 

\~ ' ll ' I 
Stress ' Coping ~ I 

Figure 1. A conceptual model of social support and coping 

(Based upon Lazarus' theory of coping and Kahn's 

conceptualization of social support). 

\ 



CHAPTER IV 

METHODOLOGY 

This chapter presents a description of the procedures 

used during the collection and preparation of the data for 

analysis. The research design and variables are addressed. 

Further discussion is focused on the r~search setting, 

sampling, techniques of data collection, procedures to 

safeguard human rights, and instrumentation. 

The hypothesis tested in this study was: 

Soci;al support is positively related to coping 

behaviors in women with breast cancer. 

Research. Design 

To test the hypothesis, a descriptive correlational 

research design was used. After the sample was identified, 

all subjects were asked to complete three questionnaires: 

the Norbeck Social Support Questionnaire (NSSQ, see Appendix 

A), the Jalowiec Coping Scale (JCS, see Appendix B), and an 

investigator designed Demographic Form (see Appendix C). 

Research Setting 

The research settings for this study were three 

ambulatory care environments. The data were collected from 

the Hematology/Oncology, Surgical Oncology, as well as 

Medical Oncology Clinics of a teaching hospital. The state-
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supported hospital has 540 beds and is part of a large urban 

medical center located in East-Central Georgia.· 

Sampling 

The investigator used convenience sampling to obtain 

data. Subjects included individuals with a diagnosis of 

breast cancer, who were at least 3 months after diagnosis, 

were aware of the diagno~is of cancer, and were being 

treated in the ambulatory care clinics. Criteria for 

selection, in addition to the cancer diagnosis, included the 

following: (a) 18 years of age or older; (b) able to 

understand English; (c) mentally competent; (d) physically 

able to participate; and (e) willing to parti9ipate· by 

answering the questionnaires. 

Techniques of Data Collection 

The researcher reviewed patient's chart to select the 

appropriate subject according to the sampling criteria. 

subjects knowledge of their diagnosis of cancer was 

validated with the clinic staff or medical records. The 

investigator met the subjects while they were waiting to be 

treated and/or evaluated by their physicians.at the Clinics. 

Family and/or significant others were asked to wait in the 

waiting area. Informed consent was obtained and data were 

collected after escorting the subject to a private room. 

Subjects were interviewed and ·asked to complete the 

questionnaires. The investig~tor was available in the room 
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to answer questions. The time needed for completing the 

three questionnaires was between 15 and 30 minutes. After 

data were collected, the subject was escorted by the 

investigator to the waiting area and her family or 

significant others. 

Safeguard of Human Rights 

Prior to the beginning of data collection, approval to 

initiate the study was obtained from the Human Assurance 

Committee of the Medical College of Georgia. A letter of 

introduction and a copy of the proposal were sent to the 

appropriate directors in each clinical location. The 

researcher notified and explained the purpose and the 

procedure of the study to physicians, nurses, and other 

health care providers who work at the Clinics where data 

were collected. 

The study was explained by the investigator to each 

participant and a consent form (see Appendix D) which 

explained the purpose and the potential benefit of the study 

was signed by each subject prior to her participation. The 

subjects were informed that participation in the study was 

voluntary and confidentiality would be maintained by use of 

identification numbers instead of names on instruments. 

Instrumentation 

Demographic form. A demographic form (see Appendix C) 

was developed by the investigator based on the Person 

Characteristics Form (Norbeck, 1982b) to obtain descriptive 
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data related to the subjects. The information includes age, 

sex, _marital status, years of education completed, ethnic 

background, religious preference, employment status, and 

length of time since informed of the diagnosis. 

Norbeck Social Support Questionnaire (NSSQ). The_NSSQ, 

(See Appendix A) developed by Norbeck in 1980 was designed 

to measure multiple dimensions of social support. The 

questionnaire has three main elements: (a) total functional 

support, (b) total network support, (c) total loss of 

support. Total functional support is measured by three 

subscales of affect, affirmation, and aid. Total network 

support includes three subscales to measure number of 

persons in the network, frequency of contact with members of 

the network, and duration of the relationship. Total loss of 

support is a measure of recent losses of important 

relationships, both in number of persons and the amount of 

loss from these persons (Norbeck, Lindsey, & Carrieri, 

1981). 

A g.:..question instrument, the NSSQ wa·s constructed in 

the £ormat of a series of half-pages to better visualize the 

subject's personal network when responding to each question. 

·Questions 1 through 6 measure total functional support; 

questi9n 7 measures the duration of relationship; question 8 

measures the frequency of contact; and question 9. measures 

the total .loss of support. After listing each significant 
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person in the subject's life and their relationship to the 

subject, the individual answers the·first six·questions 

related to the total functional component of social support 

about each member of his supportive network. Responses are 

numbered from 1 to 5 to indicate a selection option of "not 

at all" to "a great deal." The seventh question measures 

duration of relationships with the five possible responses 

extending from "less than 6 months" to· ''more than. 5 years.,·, 

Question 8, frequency of contact, includes choices from 

"weekly" to "once a year." From the number listed in the 

-personal network and responses to question 7 and 8, the 

I total network score is obtained. Response to 9a indicates 

the number of persons lost from each category (spouse or 

partner; family members or relatives; friends; work or 

school associates; neighbors; health care providers; 

counselor or therapist; minister, priest, or rabbi; and 

others). The choice for the amount of loss (question 9b) 

ranges from "none at.all" to "a great deal." Each of the 

three main components of social support includes three 

subscales. The scores from each of the subscales are added 

to determine the component scores (Norbeck et al., 1981; 

Norbeck, 1982b). 

Reliability and validity for the NSSQ was established 

in two phases (Norbeck et al., 1981; Norbeck, Lindsey, & 

Carrieri, 1983). In phase I, Norbeck administered the 

questionnaire to two groups of students, first-year graduate 
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students in nursing and senior nursing students. Test-retest 

reliability over a period of one week for each subscale was 

from .85 to .92 (n= 67). With a sample of 44 individuals, 

test-retest reliability over a 7-month period in phase II 

ranged from .58 to .79 (E< .0001). Internal consistency was 

tested through intercorrelations among all items and ranged 

from .72 to .97 (£< .001). There were no significant 

relationships between loss items and any of the functional 

or network property items. 

Concurrent validity was tested using the Cohen Lazarus 

Social Support Questionnaire and the NSSQ. The correlation 

coefficients for these·· two instruments were significant with 

r= .44 to .56 for total functional support and total network 

support. The total loss component presented a negative 

correlation (r= -.44) (Norbeck et al., 1981). Further 

concurrent validity was tested using the Personal Resource 

Questionnaire (PRQ), developed by Brandt and Weinert (1981), 

with the NSSQ. Significant levels of association were 

obtained between both part I and II of th~ PRQ and the NSSQ, 

r= .28 to .41 and .32 to .41 respectively (Norbeck et al., 

1983). 

Jalowiec Coping Scale (JCS). The JCS (see Appendix B) 

was developed by Jalowiec (1979) to provide a means of 

examining coping methods. The 40 coping strategies on the 

scale were selected on the basis of a critical and extensive 
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review of works by·noted authorities in stress, coping, and 

adaptation. The JCS includes two subscales: (a) problem

oriented coping strategies, and (b) 'affective-oriented 

coping strategies~ Some coping methods can be viewed as 

·having both components (problem-oriented and affective

oriented coping methods); in such case, Jaiowiec selected 

the primary or predominant mode of coping selected from 20 

volunteer judges.· The scale includes 15 problem-oriented 

coping methods and 25 affective-oriented coping strategies. 

The coping scale uses a Likert-type format with a 5-point 

scale that ranges from "never" to "always." Subjects are 

asked to rate each method according to degree of use. 

The JCS reliability was evaluated by test-retest, using 

28 subjects from a general population and retesting after 

two weeks. Spearman's rank-ordering of the test-retest data 

indicated significant (E< .001) reliability coefficients of 

.79 for total coping scores, .85 for problem-oriented, and 

.86 for affective-oriented scores (Jalowiec, Murphy, & 

Powers, 1984). 

Instrument homogeneity is supported by substantial 

correlations between subscales scores and total scale 

scores. Murphy (1982) obtained correlations of .83 between 

problem-oriented score and total coping scores and .86 

between affective- oriented and total scores. Baldree, 

Murphy, and Powers (1982) found similar results with 

respective correlations of .77 and .82~ 
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Content validity of the scale is substantiated by the 

systematic manner of tool development, by the large number 

of items used to measure the concept, and by the inclusion 

of various coping behaviors. Construct validity was 

established through the alpha coefficients reported and 

factor analysis (Jalowiec et al., 1984). 



CHAPTER V 

DATA ANALYSIS 

The following are presented in this chapter: a 

description of the demographic characteristics of the study 

sample; components of social support; and the variables of 

coping behavior. The results of hypothesis testing with the 

correlational analysis are examined in the last sections of 

this chapter. 

The purpose of this study was to describe the 

relationship between social support and coping behaviors in 

women with breast cancer. The hypothesis of the study was: 

There is a positive relationship between social support and 

coping behaviors in women with breast cancer. 

The Sample 

In this study, subjects included female patients with a 

diagnosis of breast cancer who were at least 3 months post 

diagnosis, aware of the diagnosis of cancer, and who were 

being treated in the ambulatory care clinics. A total of 43 

subjects met the criteria for sample selection and 

participated in the study. Subjects were obtained from the 

Hematology/Oncology Clinic (14%), Medical Oncology Clinic 

(41.8%), and Surgical Oncology Clinic (44.2%). The data were 
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collected over a 2-month period during the late summer and 

early fall of 1987. 

· Demographic characteristics of the subjects are 

summarized in Table 1. The age range of the subjects was 

between 25 to 77 years, with a mean and median age of 55 

years. The mode was 52 years. Eighteen (41.9%) of the women 

were,married and 25 (58.1%) were single (never married, 

divorced, separated, or widowed). 

The sample consisted of 26 (60.5%) black women and 16 

(37.2%) Caucasian women. The years of education completed by 

the women with breast·, cancer. ranged from 4 to ·13 years with 

a mean of 9.2 years. The median was 8.5 years and the mode 

was 12 years. Most subjects (81.4%) indicated religious 

preference of Protestant~ Three subjects (7.0%) stated 

Catholic as their religion and fo·ur women ( 9. 3%·} reported 

they had no religious preference. 

Thirty-six (83.7%) of the subjects were retired or 

unemployed. The length of time since diagnosis of breast 

cancer ranged from 3 months to 21 years. The mean was 4.5 

years and the median was 2.6 years. 

Social Support 

Using the Personal Network forms, subjects were asked 

to list source of support according to the following 

categories: (a) spouse 0~ partner, (b) family members or 

relatives, (c) friends, (d) work or school associates, (e) 
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Table 1 

Summary of Demographic Characteristics of the Subjects 

Demographic Characteristics 

Age 
25-40 
41-55 
56-70 
>71 

Marital status 
Single, never married 
Married 
Divorced or separated 
Widowed 

Education in years 
4-8 
9-12 

>13 
Ethnic. background 

Black 
Caucasian 
Hispanic 

Religious preference 
Protestant 
Catholic 
Other 
None 

Employment status 
Employed 
Unemployed/retired 

Length of time since cancer diagnosis 
3-12 months 

13-24 months 
25-36.months 
37-48 months 
49-60 months 
>61 months 

Setting of health care 
Hematology/Oncology Clinic 
Surgical Oncology Clinic 
Medical Oncology Clinic 

n 

6 
16 
17 

4 

6 
18 

9 
10 

15 
27 

1 

26 
16 

1 

35 
3 
1 
4 

7 
36 

14 
6 
5 
8 
6 
4 

6 
19 
18 

% 

14.0 
37.2 
39.5 
9.3 

14.0 
41.9 
20.9 
23.2 

34.9 
62.8 

2.3 

60.5 
37.2 

2.3 

81.4 
7.0 
2.3 
9.3 

16.3 
83.7 

32.6 
14.0 
11.6 
18.6 
l3.9 

9.3 

14.0 
44.2 
41.8 
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neighbors, (f) health care providers, (g) counselor o~ 

therapist, (h) minister, priest, or rabbi, and (i) other. 

The mean number of persons listed as the subject's perceived 

support network was 8.8 with a range of 1 to 24. The network 

properties and mean frequencies of contact by source of 

support category are shown in Table 2. Family members or 

relatives were listed more frequently than any other source 

of support category. ·A total of 378 persons were included in 

the social support network lists generated by the 43 

subjects. Ninety percent listed immediate family or 

relatives; 77.6% indicated friends; 44.2% listed a spouse or 

partner; 23.3% indicated ministers, priests, or rabbis; 9.3% 

listed a neighbor; and 4.7% indicated a counselor or 

therapist. Only two (4.7%) of the subjects identified a 

health care provider in her support network. None of the 

subjects listed work or school associates as their source of 

support. For individuals listed in the networks, the average 

frequency of contact was greater than once per month with a 

contact range from daily to a few times a year. 
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Table 2 

Categories, Number of Subjects Listing as Sources of Social 

Support and Frequency of Contact 

Categories of Frequency of 
Contact 

Source of Support n % Range Mean SD 

Spouse/partner 19 44.2 1 4.9 0.5 

Family members/relatives 39 90.7 14 4.5 0.7 

Friends 33 77.6 16 3.9 1.0 

Neighbors 4 9.3 1 4.0 0.8 

Health care providers 2 4.7 1 4.0 0 

Counselor/therapist 2 4.7 1 5.0 0 

Mihister/priest/rabbi 10 23.3 3 3.6 1.0 

Data in Table 3 provide a summary of the mean, standard 

deviation, and the range of scores for the components of 

social suppoit on the NSSQ. The mean Affect score was 79.8. 

This mean indicated that "moderate" to "quite a bit" of 

admiration, respect, and love was perceived to be available 

by the subjects. The mean Affirmation score was 78.0, 

indicating the subjects received "moderate" to "quite a bit" 

of agreement or acknowledgement of their behaviors or ideas 

from the supportive persons. A. "moderate" to "quite a bit" 

amount of symbolic or material aid was perceived to be 

available to the subjects as reflected by the mean Aid score 
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of 74.5. The mean Total Functional Support score of the 

quality of support variable.was 232.3 out of a possible 

range of 6 to 720. This mean indicated-a functional support 

system that was effective in meeting social support needs. 

The mean Total Network Support score was 18.0 out of a 

possible range of 3 to 34. This mean indicated an adequate 

quantity .of support. The mean number of supportive _persons 

listed in the personal network was 8.8. The mean Duration of 

Relationship score was 4.9. This showed that subjects had, 

known their supportive members for 2 to 5 years with some 

relationships persisting over 5 years. The mean Frequency of 

Contact score was 4.3 indicating weekly interactions with 

the network members. 

Total Loss of Suppport is derived from combining the 

quantity and quality of support loss during the previous 

year. The mean quality of loss of support from the network 

score was 1.8. This score indicated "a little" to "moderate" 

amount of support was lost from the network members who were 

no longer available. 
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Table 3 

Descriptive Statistics for the Components of Social Support 

Components of Social Support Mean SD Range 

Total Functional Support 232.3 169.5 704.0 
Affect 79.8 57.3 233.0 
Affirmation 78.0 57.4 234.0 
Aid 74.5 56.0 237.0 

Total Network Support 18.0 5.8 27.3 
Number listed in network 8.8 6.1 23.0 
Duration of relationship 4.9 0.3 1.9 
Frequency of contact 4.3 0.6 2.4 

Total Loss of Support 1.3 2.3 8.0 
Recent loss 0.3 0.5 1.0 
Loss quantity 0.5 1.0 5.0 
Loss quality 1.8 1.2 4.0 

Persons lost from social support network are presented 

in Table 4. Thirty (69.8%) of the subjects reported no loss 

of support from the network in the past year. Thirteen 

subjects (30.2%) had lost one to five people from their 

support network. Four subjects (9.3%) reported loss of a 

spouse or partner, eight (18.6%) loss of immediate family 

members or relatives, and one (2.3%) loss of health care 

providers. The range of recent ~asses of support from the 

support networks was 0 to 5 persons. 
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Table 4 

Categories and.Number of Persons Lost from Social Support 

Networks 

Categories of Loss of Support n. % Range 

Spouse/partner 4 9.3 1 

Family members/relatives 8 18.6 1 

Friends 3 7.0 1 

Neighbors 2 4.7 1 

Health care providers 1 2.3 1 

Table 5 

Total Functional Support (TFS) Score BY Source of Support 

Category 

Categories of TFS 

Source of Support Mean SD 

Spouse/partner 28.3 3.1 

Family members/relatives 26.8 2.7 

Friends 25.3 3. 9 . 

Neighbors 25.8 3.5 

Health care providers 27.0 4.2 

Counselor/therapist 26.5 2.1 

Minister/priest/rabbi 25.0 5.5 
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The mean and standard deviation of the Total Functional 

Support scores for each category of support are shown in 

Table·S. The spouse or partner provided the highest total 

functional support to the subjects who listed a spouse or 

partner as a source of support. The mean scores ranged from 

25.0 for minister, priest, or rabbi to 28.3 for spouse or 

partner. These results show limited variability in the 

perceived functional support among the categories· of 

individuals. · · 

Coping Behaviors 

There are two subsca1es of the JCS to measure coping 

behaviors, affective-oriented coping methods and problem

oriented coping methods. Data relative to coping behaviors 

obtained from the 43 subjects are listed in Table 6. The 

mean for the affective-oriented subscales was 62.8 out of a 

possible range of 25 to 125. This mean indicated that 

subjects applied affective-oriented coping methods from 

"occasionally" to "about half the time." The possible range 

of problem-oriented _coping methods is 15 to 75. The mean 

problem-oriented_coping was 48.2, indicating that "about 

half the time" to "often" problem-oriented coping behaviors 

were carried out by the subjects. The mean for the overall 

coping·scores was 111.0 out of a possible range of 40 to 

200., This ·mean pointed out that subjects applied overall 



54 

coping behaviors from "occasionally" to "about half the 

time." 

Table 7 and 8 present the rank ordering of the specific 

affective-oriented and problem-oriented coping methods 

according to the means for the use of the methods as 

indicated by the subjects. The three most frequently 

identified affective-oriented coping methods were prayer, 

hope, and going to sleep. The three most often indicated 

problem-oriented coping methods were acceptance of the 

situation, looking at the problem objectively, and 

maintaining control over the situation. Among the least used 

coping methods were blaming or taking out tensions on 

someone else, using drugs or alcoholic beverages, just doing 

something, and letting someone else solve the problem. 

Table 6 

Means, Standard Deviations, and Range of Scores for Subjects 

on the JCS 

JCS Subscales & Overall Score 

Affective-oriented coping methods 

Problem-oriented coping methods 

Jalowiec coping score 

Mean 

62.8 

48.2 

111.0 

SD 

10.9 

13.0 

21.6 

Range 

53 

53 

93 
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Table 7 

Rank Ordering of Affective-Oriented Coping Methods Indicated 

~ Subjects 

Affective-Oriented Coping Methods Mean 

Pray; put your trust in God 4.9 
Hope that things will get better 4.2 
Go to sleep 3.9 
Try to put the problem out of your mind 3.6 
Don't worry about it, everything will probably work 

out fine 3.5 
Seek comfort or help from family or friends 3.3 
Eat; smoke; chew gum 3.2 
Laugh it off, figuring out things could be worse 3.1 
Get nervou~ 2.7 
Take off by yourself; want to be alone 2.6 
Physical activity/exercise 2.5 
Worry 2.5 
Do nothing in the hope that the situation will improve 2.4 
Get prepared to expect the worst 2.3 
Cry 2.0 
Daydream; fantasize 2.0 
Resign yourself to the situation because it's your fate 2.0 
Get mad; curse; swear 1.9 
Withdraw from the situation 1.8 
Meditate; use yoga, biofeedback, or"mind over matter" 1.8 
Resign to the situation because things look hopeless 1.7 
Take your tension on someone else or something else 1.4 
Blame someone else for your problems 1.3 
Drink alcoholic beverage 1.1 
Take drugs 1.0 
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Table 8 

Rank Ordering of Problem-Oriented Coping Methods Identified 

~ Subjects 

Problem-Oriented Coping Methods Mean 

Accept the situation as it is 4.0 
Try to look at the problem objectively 3.8 
Try to maintain. some control over the situation 3.8 
Try to find purpose or meaning in the situation 3.8 
Think through different ways to solve the problem 3.6 
Try to find out more about the situation so you can 

handle it better 3.6 
Settled for the next best thing to what 

you really wanted 3.5 
Try out different ways of solving the problem 3.3 
Set specific goals to help you solve the problem 3.2 
Try to draw on past experience to help you handle the 

situation 3.0 
Try to break the problem down into "smaller pieces" 

· so you c~n handle it better 2.9 
Talk the problem over with someone who has been in the 

same type of situation 2.7 
Actively try to change the situation 2.6 
Do anything just to do something 2.5 
Let someone else solve the problem 1.7 

Social Support and Coping Behaviors 

Data obtained ftom the 43 women with breast cancer 

being treated in the three clinic settings were used to test 

the hypothesis: There. is a positive relationship between 

social support and coping behaviors in women with breast 

cancer. The hypothesis was supported as shown in the matrix 

of Pearson product-moment correlations between the social 

support and coping variables presented in Table 9. 

Statistically significant correlations were identified 



57 

between affective-oriented qoping methods and the social 

support components of (a) total functional support (r= .46, 

12.= .001), and (b) total network support (r= .45, 12.= .001). 

The correlation between problem-oriente~ coping methods and 

total functional support was r= .29 (.J2.< .05), and between 

problem-oriented coping methods and total network support 

was r= .27 (.J2.< .05). The correlation between affective

oriented coping and problem-oriented coping was r= .61 (.J2.< 

• 0 01) , and b~tween total functional ·support and total 

network suppprt was r= .98 (.J2.< .001) .. 

Table 9 

Intercorrelations Among Variables of Coping Behaviors and 

Social Support_ 

Variables 

1. Affective-oriented coping 

2. Problem-oriented coping 

3. Total functional support 

4. Total network 

5. Total loss of 

Note. n = 43 

* p < • 05 

**p < .001 

support 

support 

1 2 

.61** 

.46** .29* 

.45** 

.09 

.27* 

.05 

3 

.98** 

.15 

4 

.16 
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Summary 

The demographic characteristics of the 43 women, age 25 

to 77 years, who were 3 months to 21 years since diagnosis 

with breast cancer and being treated in three ambulatory 

care ci~nics of a large referral medical center were 

presented. Family members were identified as the primary 

source of support; friends were the second most frequent 

groups of supportive individuals to these women with breast 

cancer. The coping methods most often identified by the 

women were accepting the situation, looking at problems 

objectively, retaining control, prayer, maintaining hope, 

and ·use of sleep. The findings were that Total Functional 

Support, the quali'ty of support variable, and Total Network 

Support, the quantity of support variable, were positively 

related to affective-oriented and problem-oriented coping 

behaviors. The research hypothesis was supported by the 

findings. 



CHAPTER VI 

SUMMARY, DISCUSSION 

IMPLICATIONS, AND RECOMMENDATIONS 

Summary of the Study 

The purpose of this study was to determine if specified 

components of social support were related to coping 

behaviors in women with breast cancer. Subjects were 43 

volunteer women who had been diagnosed as having breast 

cancer for at least 3 months. This sample was selected from 

women receiving treatment for their breast cancer in thre·e 

ambulatory care clinics in an urban referral medical center 

in the Southeast. The mean age of the subjects was 55 years, 

with a range of 25 to 77 years. There weie 26 black wo~en, 

16 Caucasian women, and 1 Hispanic woman. The length of time 

since diagnosis of breast cancer ranged from 3 months to 21 

years, with a mean of 4.5 years. 

The hypothesis tested in this study -was: Social support 

is positively related to_coping behaviors in women with 

breast cancer. A descriptive correlational research design 

was used •. Questionnaires used to collect the data on the 

subjects were an investigator-developed Demographic Form, 

the Norbeck Social Support Questionnaire (NSSQ), and the 

Jalowiec Coping Scale (JCS). Data- were collected over a 2-
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month period. Descriptive statistics including the mean, 

median, mode, range, percentage, and standard deviation were 

used to describe the study sample, characteristics of the 

components of social support, and coping behaviors. 

Pearson's product-moment correlations were calculated to 

determine the direction and strength of the- rela"t:ionship 

between social support and coping behaviors. 

The hypothesis was supported. Statistically significant 

correlations were identified between affective-oriented and 

problem-oriented coping b~haviors and the social support 

components of total functional support and total network 

support. 

Discussion 

The findings in this study indicated that the 

interpersonal transactions of affect, affirmation, and aid 

were closely related to the subjects' coping abilities. The 

number listed in the support network, the duration of the 

relationship, as well as the frequency of contact also 

significantly increased the subjects' coping behaviors. 

These findings were similar to the findings in the 

literature of other studies. Berkman and Syme (1979), 

Bullough (1981), Cohn and Lazarus (1973), Dean and Lin 

'( 1977), Ervin . ( 1973), Jamison et al. ( 1978), and Northou~e 

(1981) reported that the adequacy of an individual's support 

system is an important variable in the assessment of one's 

coping abilities. Also, Caplan (1974) and Miller (1983) 
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noted that an interpersonal support system can influence an 

individual's coping process. The results of tpis study also 

support the conceptual model based on Lazarus' theory of 

coping and Kahn's conceptualization of social support as a 

significant coping resource which influences one's coping 

behavior. However, total loss of support (the quantity and 

quality of support lost) was not related to the subjects' 

reported coping behaviors in the current study~ This may be 

due to the stable support network the subjects already held. 

This steady .social support system was sufficient to enable 

them to cope effectively with the stress induced by the 

disease. 

The finding that over two-thirds of the subjects were 

over 50 years of age is congruent with the American Cancer 

Society statistics that cancer is primarily a disease of 

older age groups (ACS, 1987) and that the incidence of 

breast cancer increases about age 45 and after age 65 

(Bouchard-Kurtz & Speese-Owens, 1981; Donovan & Pierce, 

1984). 

Forty-one percent of the subjects were married and 63% 

of them listed the spouse as a source of support. According 

to Gurin, Veroff, and Feld (1960), marriage was a 

significant social·support factor and provided a source of 

help during stressful times. A possible explanation for the 

finding that some married subjects did not list the spouse 



as a source of social support may reflect the spouse's 

illness, advanced age, or an unhappy marriage. 
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A major limitation of the curren·t. study was the 

geographical location where the data were collected. Many of 

the clients treated in the tertiary medical center in which 

this study was carried out were black, accounting for the 

fact that 6Q~S% of the subjects were blacks. The years of 

education completed ranged from 4 to 13 years with a mean of 

9.2 years. Lower level of education, old age, and ~ickness 

interfere with an individual's functioning as a healthy 

employee. In addition, the majority of the clients seen in 

this institution was from rural areas where the lower 

socioeconomic status and limited job market exist. Only 7 

subjects were employed. Gore (1978) reported that the 

unsupported and unemployed individuals showed more changes 

in illness symptoms and affective response than did those 

with social support who were employed. Therefore, the 

employment status may have influenced the subjects' coping 

styles in this sample group. 

Religion is reported as an important protective factor 

in ~anaging s~ress and facilitating 'one's coping especially 

with a life~threatening disease, such as cancer. Folkman et 

.al. { 1979) reported that one of the irrtport·ant coping 

resources is religious beliefs. Weisman (1979) stated that 

cancer patients who participated in religious·activities had 

fewer· symptoms of distress. Lillis ( 1985) found that more 
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than 96% of the women with breast cancer in her study 

reported religious preferences which influenced their daily 

life style. Over 90% of the subjects in the current study 

indicated that they had specific religious beliefs 

(Protestant, Catholic, or other). Also, prayer was the 

coping method most frequently identified by this sample. 

The subjects in this sample listed an average_of 8 to 9 

persons as being currently important to them as a source of 

support, with a range of 1 to 24 persons indicated. Among 

the persons listed, family members tended to be the most 

important source of support; almost all of the subjects 

listed at least one family member (range from 1-15) as their 

source of support. This finding is congruent with the 

findings of Lillis (1985), Lindsey, Ahmed, and Dodd (1985), 

Lindsey, Dodd, and Chen (1985), and Kesselring et al. (1986) 

in different cultural groups. This finding also supports 

Kahn'~ conceptualization of social support that family 

members are the most important support givers. In his 

structural concept of convoy, Kahn (1980) viewed family and 

spouse as the primary providers of support to the 

·individual. The stability of the support network in this 

sample may be due to the strength of ethnic ties in the 

Southern community and a conservative social environment. 

As presented in the instrument of the NSSQ, family 

members and relatives are under the same category. Due to 
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this limitation, the investigator· can not tell exactly 

whether the immediate family members or relatives provided 

the most significant support to-the su~jects. 

Less than 5 percent of the. subjects listed health care 

providers as a source of social support. However, the health 

care provider identified by the subjects were public health 

nurses who visited the subjects regularly. In Lillis' 

research (1985), 17% of the subjects listed health care 

personnel as one of their sources of social support. The 

possible explanation for the subjects not listing health 

care providers as a source of support in this sample may be 

d;ue-. to a longer period of illness, lower educational level, 

psychosocial and cultural variables including race and 

income, unique characteristics of the staff in the health 

care sites, and lack of conti~uity of health care providers 

in the clinics. 

The mean scores of the specific components of social 

support of this predominately Southern black sample was 

between scores of the Swiss (Kesselring et al., 1986) and 

Egyptian cancer patients (Lindsey et al., 1985). However, 

the scores are similar to the findings of Lillis (1985) in 

American women with breast cancer. Since the two studies 

were designed to investigate subjects who live in the same 

geographical area, the culture and the social structure were 

similar. Therefore, the findings are congruent. 
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Coping is the process by which an individual attempts 

to remove or manage stress (McGrath, 1970). In this sample, 

the subjects identified coping methods which deal with the 

problem itself more frequently than copl.ng methods to manage 

the emotions aroused by the stress. This finding is 

congruent with Baldree's et al. (1982) research ;in 

hemodialysis patients which found that· individuals used 

problem-oriented coping methods significantly more than the 

affective-oriented methods. The possible explanation. is that 

more affective-oriented coping strategies may be used 

initially in the adaptation process to deal with the 

overwhelming distress evoked by the dia·gnosis of cancer. 

Later, more problem-oriented coping strategies may be called 

for to deal with the specific problem~ associated with the 

illnes-s and i'ts treatment. 

The most frequently indicated coping methods in this 

sample were (a) prayer, (b) hope that things will get 

better, and (c) acceptance of the situation as it is. In 

Baldree's et al. study, the most often identified coping 

methods were to (a) maintain some control over the 

situation, (b) hope that things will get better, and (c) 

pray. A possible explanation for the finding o'f prayer 

listed first in the current sample is the majority of the 

subjects reported strong religious beliefs. Another possible 

reason is that the subjects' educational level (mean of 9.2 
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years) may have limited information processing, as well as 

seeking and utilizing help regarding the disease and its 

treatment. 

Implications 

This research reported the importance of supportive 

relationships with significant others to women with breast 

cancer as they attempt to cope with the disease and 

treatment. As the survival rate increases, patients with 

cancer comprise a large population of chronically ill 

individuals. Support is needed by patients with cancer as 

they learn to cope with their disease. It is very important 

for a professional·nurse to identify the amount and quality 

of support a patient receives and to incorporate plans to 

recognize and facilitate the patient's. support network. This 

can be accomplished by encouraging family members and 

friends to.visit and communicate with patients, and by 

providing privacy, information, and opportunity to maintain 

some control over the stressful situation to maximize the 

social support effectiveness. In addition, a nurse can 

facilitate a"~ patient's coping ability by providing the 

patient, family, and other support persons opportunities to 

validate knowledge and learn coping and support strategies 

by using principles of teaching and adult learning. 

In situations where the support network is limited and 

the quality of social support is deficient, a nurse needs to 

assist the individual in developing new sources of support. 
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The patient may be introduced to a support group of 

individuals with similar experiences or disease. A 

professional nurse may also offer to serve as one of the 

patients' support network and encourage patients to 

communicate with other health care personnel. 

The findings that subjects in this study did not report 

health care providers as a significant part of their support 

system may point out an omission in the nursing 

interventions for this at-risk group. In addition, it is 

also necessary to introduce these concepts to nursing 

students early in their nursing education programs. It is 

believed that the concepts of social support and coping 

shouid be disseminated not only in classes but also in 

clinical practice. Students should be encouraged to look for 

ways to assist clients in increasing coping abilities and 

developing a stable social support network. To achieve this 

objective, it is necessary to facilitate students' 

communicational skills, capacity to listen, and assessment 

techniques related to interpersonal relationship and coping 

behavior. Several strategies can be taught to students to 

increase their own as well as clients' coping abilities such 

as exercise, prayer, humor, and sleep. Seeking support and 

help from significant others and health care providers are 

another important way to strengthen individuals' coping 

behaviors. 
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Reconunendations 

Based on the findings, conclusions, and implications of 

this study, the following recommendations for future 

research are offered: 

1. The study should be replicated with a larger and 

more heterogeneous sample of women with breast cancer with 

respect to the demographics of ethnic, socioeconomic, 

education, employment, and marital status. 

2. Longitudinal studies are needed to assess the long 

range relationship between social support and coping 

behaviors from the time of diagnosis to completion or 

termination of treatment of breast cancer. 

3. Further studies are needed to examine the 

relationship between social support and coping behaviors 

using populations with other cancer diagnosis. 

4. An experimental study should be conducted to 

determine effects of instruction in the use of support 

systems on coping with a matched sample of women with breast 

cancer and a group of without breast cancer. 

5. A study to compare the coping styles of subjects 

with breast cancer who have known their diagnosis for less 

than 3 months and those have known their diagnosis for more 

than a year. 

6. Research should be conducted to determine if 

methods of coping differ·in different cultures, age groups, 

employment status, and between single and married persons. 
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Appendix B 

Jalowiec Coping Scale 



Copyright 1979 by Anne Jalowiec, University of lllinoi$ 

~SCALE 

Study 1 __ _ 

People react in many ways to stress and tension. Some people use one way to handle stress, while others 
use many coping methods. l am interested .in finding out wha~ things people do when ·.faced with stressful 
situations. . Please estimate how .often you use the following ways to cope with stress by picking 
one number for each .item. 

About half Almost 
Coping Method Never Occasionally the time Often Always 

--
1. Worry (A) 1 1 2 3 4 5 

2. Cry (A) 1 2 3 4 5 

3 •. Work off tension with physical activity 
or exercise (A) 1 2 3 4 5 

4. Hope that things will get better (A) 1 2 3 4 5 

-
5. Laugh it off, figuring that things could 

be worse (A) 1 2 3 4 5 

--
6. Think through different ways to sol~e the 

problem or handle the situation (P) . 1 2 3 4 ·5 

lA ·= affective-oriented coping method 

2p = problem-oriented coping method 

00 
·Ul 





~_illg_ 

Coping Method Never 

17. Accept the situation as it is (P) 1 

18. Try to look at the problem objectively 
and see all sides (P) 1 

19. Try to maintain some control over the 
situation (P) 1 

--
20. Try to find purpose or meaning in the 

situation (P) 1 

21. Pray; put your trust in God (A) 1 

22. Get nervous (A) 1 

23. \lithdraw from tbe situation (A) 1 

24. 81 arne som.eone e 1 se for your prob 1 ems or 
the situation you're in (A) 1 

25. Ac~ively try to change the situation (P) 1 

About half 
Occasionally the time 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

Often 

4 

4 

4 

4 

4 

4 

4 

4 

4 

Almost 
Always 

5 

5 

5 

5 

5 

5 

5 

5 

5 

00 
....,] 



COPING SCALE ----

About half Almost 
. Coping Method Never ,Occasionally the time Often Always 

26. Take out your tensions on someone else 
or something else (A) 1 2 3 4 5 

27. Take off by yourself; want to 
'be alone (A) 1 2 3 4 5 

2R. Resign yourself to the situation 
because things look hopeless (A) 1 2 3 4 5 

29. Do nothing in the hope that the situation 

t~~! ~:~~P~~·i~~e~~a~A~~e problem will 1 2 3 4 5 

30. Seek comfort or help from family or 
~riends (A) 1 2 3 4 5 

31. Hed it ate; use yoga. bi'ofeedbac k. or 
"mind over matt~r" (A) 1 2 3 4 5 

32. 'Try to find out more about the s;tuation 
so you can handle it better (P) 1 2 3 4 5 

33. Try out different ways of solving the 
problem to see which works the best (P) 1 2 3 4 5 

(X) 
(X) 



COPING SCALE. ----

Coping Method Never 

34. Resign yourself to the situation because 
it's your fate, so there's no sense 
trying to do anything about it (A) l 

35. Try to draw on past experience to help 
you handle the situation (P) 1 

36. Try to break the problem down into "smaller 
pieces" so you can handle it better (P) 

37. Go to sleep, figuring things will look 
better in the morning (A) 

38. Set specific goals to help you solve the 
problem (P) 

39. "Don • t worry about it, everything will 
probably work out fine" (A) 

40. Settled for the next best thing to what 
you really wanted (P) 

AJ:vmd 
121084 
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Demographic Form 

To enable us to compare the results of this study with 
people from different groups and situations, we would like 
some additional information about your background. Please 
complete the following items. 

1. AGE ---
2. MARITAL STATUS 

---1. single, never married 
2. married ---3. divorced or separated 

---4. widowed 

3. EDUCATIONAL LEVEL 
What is the highest grade of regular school that you 
completed? (circle one) 
Grade School High School College Graduate School 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 

4. ETHNIC BACKGROUND 
1. Asian 

---2. Black 
3. Caucasian ---

---4. Hispanic 
5. American Indian ---___ 6. Other (Specify) ____________ __ 

5. RELIGIOUS PREFERENCE (Specify) __________ _ 

6. EMPLOYMENT STATUS 
____ 1. Employed 

---2. Unemployed/Retired 

7. LENGTH OF TIME SINCE DIAGNOSIS 
When was the diagnosis of cancer confirmed? 
(Month and year) _____________ _ 
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Consent Form 

STUDY: The Relationship Between Social Support and 
Coping Behaviors in Patients with Breast Cancer. 

Researcher: Tsae-Yun Joyce Huang, RN, Graduate Nursing 
Student, MCG. 

I have been invited to.participate in a study which 
will examine the relationship between social support and 
coping behaviors. I have been asked to participate because I 
have been diagnosed with breast cancer. I will be asked to 
complete three forms which will take·lS to 30 minutes. One 
form asks me to describe myself such as age, marital status, 
and education completed. Another questionnaire asks about 
the important people in my life. A third questionnaire is a 
list of 40 statements about the coping methods (the way I 
handle problems) I use in my life. I will be taken to a 
private room to complete.the questionnaires. 

I understand that I am one of 60 patients to 
participate in this study. All information I provide will be 
kept in strict confidence. I will not be'personally 
identified in any report of the findings. I understand that 
I·will not receive any·benefit from this study but the 
information obtained from this study can be used to improve 
the quality of nursing care to other patients. 

There are no anticipated risks or discomfort involved 
in completing these questionnaires. I will neither be paid 
nor charged anything for participating in this research. My 
participation in this study is voluntary. I am free to 
withdraw at any time simply by notifying the researcher. My 
refusal to participate will in no way affect my treatment 
and care. I understand that Joyce Hu~ng will be present to 
answer any que. stions I have while ~the · 
questionnaires. I can call her at ~for any 
further questions I may have at any time. If I have any 
concern. s or questions about th~research subjects 
I may contact Dr. Schuster at 1111111111111 
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Consent Form (continued) 

I have read this document and it has been explained to 
me. I have had an opportunity to ask questions and they have 
been answered to my satisfaction. My signature indicates 
that I have been informed and ~ave decided to participate. 

Subject's Signature Date 

Principal Investigator's Signature 

Witness' Signature 
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July 14, 1987 

Tsae-Yun Joyce Huang, B.S.N. 
School of Nursing 
Department of Adult Nursing 
Campus 

Medical College of ·Georgia 
Augusta, Georgia 30912-0059 

Office of Grants and Contracts 

RE: PROJECT TITLE - THE RELATIONSHIP BETWEEN SOCIAL SUPPORT AND 
COPING BEHAVIORS IN CANCER PATIENTS 

FILE NO. 87-07-10 

APPROVAL DATE - July 14, 1987 

Dear Ms. Huan9: 

The HUMAN ASSURANCE COMMITTEE has reviewed and approved the above 
referenced by expedited procedure in accordance with the 

institutional assurance on file with the DHHS. 

orqe 
Chairman 

-HUMAN ASSURANCE COMMITTEE 

GSS/jms 

An Affi'mat!Ye Action I E~ OpPOrtunity InstitutiOn A unit of the University System of Georgra 
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