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used by nurse practitioners to provide care for breast
cancer patients. The information addressed not only

physical concerns of patients but also emotional concerns.

Conceptual or Theoretical Framework

Although coping may be defined and described in a
variety of ways, this study utilized the theories of
Lazarus and Folkman (1984) as a framework for
understanding coping. According to Lazarus and Folkman,
coping consists of both cognitive and behavioral efforts
to manage internal or external stressors which are
perceived as threats to an individual. These cognitive and
behavioral efforts are constantly changing in response to
continuous appraisals and reappraisals of the demands of
an individual's ever-changing environment. Coping
processes directed at altering the situation causing
distress are problem-focused coping mechanisms. Other
methods which are used to regulate stress are identified
as emotion-focused coping (Lazarus & Folkman, 1984).
Problem-focused coping is directed toward changing the
environment, whereas emotion-focused coping is an
alteration in one's perception of reality. Most people
utilize both forms of coping while managing the demands of

stressful encounters.



Lazarus and Folkman (1984) described two forms of
cognitive appraisal, primary and secondary. Primary
appraisal involves assessing the degree to which a
stressor poses a threat to the individual by asking, "What
is at stake?" Secondary appraisal is an assessment of
available options or courses of action which will reduce
the stressor. The individual might ask, "What can I do?"
If the individual appraises the outcome of a stressor to
be amenable to change, he or she will most likely use
problem-focused coping; however, if the outcome is
appraised as unchangeable, an individual is most likely to
use emotion-focused coping.

Subjects in this study utilized different forms of
coping. Some were effective in dealing with the diagnosis
while others hindered adjustment. The coping was
identified as problem-focused or emotion-focused.
Individuals were unique and responded to stressors in
different ways. This study identified the most common and

most effective coping mechanisms used by this population.

Assumptions
For the purpose of this study, the following

assumptions were made:



1. Female survivors of breast cancer encounter
internal and external stressors which are perceived as a
threat to their environment.

2. Female survivors of breast cancer use coping
mechanisms to deal with stressors.

3. Subjects could identify the use and effectiveness

of coping mechanisms using the Jalowiec Coping Scale.

Statement of the Problem

It is estimated that one in eight women will be
diagnosed with breast cancer at some point in her lifetime
(American Cancer Society, 1996). The diagnosis and
subsequent treatment for breast cancer create a major
crisis in a woman's life. Enormous physical and emotional
challenges accompany the diagnosis of breast cancer such
as surgery, disfigurement, and choices of treatment. The
way a woman with breast cancer perceives the crisis and
the coping mechanisms she chooses to employ may ultimately
determine her resolution of the crisis. Ineffective coping
may lead to more stress and unresolved problems. Effective
coping may facilitate adjustment and the healing process.

Evaluation of the woman's perception of and response
to the crisis is a primary task of the nurse practitioner.

Interventions may then be implemented which facilitate the



woman in choosing the most therapeutic coping strategies.
This study attempted to answer the following research
question: Which coping mechanisms are most effective and
most frequently utilized by women survivors of breast

cancer?

Definition of Terms

For the purpose of this study, a theoretical and
operational definition will be provided for the following
terms:

Coping mechanisms: cognitive and behavioral efforts
to manage specific external and/or internal demands that
are appraised as taxing or exceeding the resources of the
person (Lazarus & Folkman, 1984). For the purpose of this
study, coping mechanisms will be defined as methods used
to deal with stressors as identified by the Jalowiec
Coping Scale.

Women: survivors of breast cancer. Members of the
female sex who have overcome a malignancy of the breast.
Women in this study were defined as members of three
support groups who identified themselves as survivors of
breast cancer.

Effective coping mechanisms: whether or not the

choice of coping strategy fits the possibilities for



dealing with an encounter and whether the desired outcome
is achieved (Lazarus & Folkman, 1984). Effective coping
mechanisms in this study consisted of those mechanisms
identified as effective by the Jalowiec Coping Scale.
Utilized most frequently: measures used most often.
For the purpose of this study, utilized most frequently
will be determined by the score from the Jalowiec Coping
Scale. This chapter has established a researchable
problem, related the study's significance to nursing
science, provided a theoretical framework, outlined
assumptions, and defined terms used in the research. The
following chapter will evaluate previous research studies
related to coping mechanisms used by women survivors of

breast cancer.



Chapter 1II

Review of the Literature

Numerous studies have been conducted with the purpose
of analyzing and thereby enhancing the care, services, and
support provided to women diagnosed with breast cancer.
Within this body of research, effective coping mechanisms
have been identified along with recommendations from the
patients regarding nursing care and organized support. The
purpose of this chapter is to identify previous research
studies which are relevant to the current study on coping
mechanisms used by women survivors of breast cancer along
with findings and recommendations.

One study conducted by Lauver and Tak (1995) was a
cross-sectional study that included 135 women diagnosed
with breast cancer to assess the effect, if any, of
optimism on less delay and anxiety in seeking care for
breast cancer symptoms, expectations related to such care
seeking, and the likelihood of having breast cancer. The
participants ranged in age from 19 to 76 years. Average

age was 37. Half of the women had completed only high

10
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school, slightly more than a third had education beyond
high school, 21.5% had some college, and 15.5% had
completed college.

A 13-point scale based on socioeconomic status ranked
from the 1980 Census was used as a code for occupations
from 1 (private household occupations) to 13 (professional
specialties). The following jobs were identified by
participants in this study:

1. Forty percent were in service positions
(waitresses, aides).

2. Twenty percent had clerical or administrative
support positions.

3. Seventeen percent were professionals (teaching,
nursing) .

Sixty-four of the women were white (47%), and 71 were
African-American (53%). Incomes ranged from $0 to $300,000
with a median income of $12,000. Sixty-two percent had
insurance coverage by a source such as Medicaid, 27% by
private insurers, 3.4% by entitlement-based assistance
(Medicare), 3% by both public and private sources, and
6.4% by themselves.

Care-seeking delay, emotional distress expectations

of care seeking, perceived likelihood of breast cancer,
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and optimism were measured. Care-seeking delay was
calculated as the number of days between finding a symptom
and initially contacting the health care system. Guided
recall was used in the interviews with participants in
qgquestioning about dates, asking about menses, special
activities, or holidays. The anxiety subscale of the
Profile of Mood States (POMS) (McNair, Lorr, & Droppleman,
1991) was used to measure emotional distress. Participants
responded to the subscale related to their anxiety about
seeking care over the one to 3 days prior to seeking care.
The Cronbach alpha for the anxiety scale was .87. An 11-
point scale was used to measure the women's expectations
of care seeking. The Cronbach alpha for this scale was
.65.

Another 1ll-point scale was used to measure perceived
likelihood of breast cancer. The Life Orientation Test
(LOT) (Schemer & Carver, 1985) was used to measure
optimism. Using a 5-point scale, the participants
responded to eight items and four filler items. The
internal consistency Cronbach alpha was .68.

Indirect effects of optimism on anxiety, as mediated
through expectations of care seeking, were supported

through regressions found with anxiety on LOT scores (p <
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.01) . Educational and occupational scores and being white
rather than African American correlated positively.
Because of these correlations, adjustments for preexisting
differences in occupation, education, and race were made.
When controlling for all three factors, no significance
was found.

Optimism was found to be associated with greater use
of problem-focused strategies and less use of emotion-
focused strategies. Optimism was also found to be
associated with less cognitive avoidance and less
emotional distress prior to having a breast biopsy. Less
delay and anxiety in seeking medical treatment and
expectations of desired outcomes were also found to be
influenced by optimism. Optimism was not found to be
correlated with perceived likelihood of breast cancer.

Recommendations from this study included the
following: (a) examination of whether optimism affects
problem-focused and emotion-focused coping similarly or
differently, (b) incorporation of a longitudinal design,
rather than a cross-sectional to test mediation processes
more accurately, (c) analyzation of the effect of the

clinician's optimism on the client dealing with health-
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related stressors, and (d) examination of the effect of
socioeconomic status on optimism.

The Lauver and Tak (1995) research is similar to the
current study in that they both examined various types of
coping used by women who were diagnosed with breast
cancer. Different instruments were utilized to ascertain
the coping mechanisms. Additionally, the studies were
conducted in different settings.

Fredette (1995) conducted a descriptive study using a
semistructured interview involving 14 women. The purpose
of this study was to explore concerns and methods of
coping of women who had remained free of recurrence for
more than 5 years beyond initial diagnosis. The sample
consisted of women from urban and rural areas in North
Central Massachusetts. There were two instruments used for
data collection. The first was an interview questionnaire
consisting of 14 open-ended questions written by the
researcher. A week later the participants were asked by
telephone if there was anything they wanted to add to
their comments made during the initial interview. The
second instrument included more focused questions. The
interviews were audiotaped and conducted by the researcher

in the participants' homes.
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The mean age of the participants was 45.8 years. The
mean years of survival was 13.7. The mean years of
education was 13.7. At the time of diagnosis 11 of the
participants worked outside the home with 5 working part-
time, whereas at the time of the interview only 4 worked
full-time outside the home. Fourteen were married at the
time of diagnosis and 11 at the time of the interview. All
of the participants were Caucasian. Eight of the women
were Catholic and 4 were Protestant.

The majority of the coping methods identified by this
group of women were classified by the researchers as
fitting within the problem-focused strategies described by
Lazarus and Folkman (1988) and the good coper qualities of
Weisman (1979). The largest number of respondents

identified working outgide and inside their homes (n =

14), spirituality such as religion, prayer, meditation, or
God (n = 14), actively seeking information related to
breast cancer (n = 11), and support from significant

others including husbands (n = 10), family (n = 6),
friends (n = 8), and support groups (n = 6) as their
coping mechanisms.

Recommendations from this study included: (a) using

participants from different cultures, geographic
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locations, and educational levels; (b) multisite
prospective longitudinal studies to determine quality of
life and salient issues that emerge for the survivor of
breast cancer at different lengths of time after treatment
so that a trajectory of breast cancer survival can be
documented; (c¢) replication with survivors who have had a
recurrence to ascertain similarities and differences; and
(d) descriptive research to document the needs of families
and friends as they proceed through the patient's illness
in designing assistive interventions.

The Fredette (1995) research and the current study
used Lazarus and Folkman as a framework. Both studies
examined coping methods of women with breast cancer. The
methods of data collection differed in that Fredette used
structured interviews and the current study used a
guestionnaire.

In a study conducted by Bridge, Benson, Pietroni, and
Priest (1988), 139 women were involved in a controlled,
randomized trial lasting 6 weeks. All of the participants
were under the age of 70 years and had been treated by
mastectomy or breast conservation for early breast cancer
in Stages I and II. These women were receiving

radiotherapy in a teaching hospital. The purpose of this
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study was to determine whether relaxation and imagery
during radiotherapy affected stress.

The mean age was 51 years for the relaxation group,
53 for the relaxation plus imagery group, and 54 for the
control group. Out of the 139 women, 105 were married or
cohabiting, 17 widowed, divorced or separated, and 17 had
never been married. The women were classified in six
different social class categories. The majority of them
were in the social classes II (n = 38), IIa (n = 32), and
IV (n = 31). Information related to the social class
description used was not given by the researchers.

Two mood evaluation questionnaires were administered
at the beginning and at the end of treatment. The patients
were placed in three different groups and were involved in
one of the following once a week for 6 weeks: (a)
relaxation, (b) relaxation plus imagery, and (c) a control
group in which the women were encouraged simply to talk
about themselves and their interests.

Two self-rating instruments, the Profile of Mood
States (POMS) (McNair, Lorr, and Droppleman, 1971) and the
Leeds general scales, were administered. The POMS contains
65 items related to the following: tension, depression,

vigor, fatigue, anger, and confusion. Initial scores on
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the POMS and Leeds general scales were examined by
analysis of variance. Relative changes in these scores
were examined by analysis of covariance to control for the
initial test score. The Leeds general scales measures the
severity of depression and anxiety symptoms in patients
who have not received a primary diagnosis of affective
illness. It contains six items each for depression and
anxiety on a 4-point scale. Depression or anxiety is
indicated by a score of 7 or higher.

The researchers met with the women in the study
individually each week during the 6-week trial. The
relaxation and imagery groups were taught by a process of
direct concentration to focus on sensory awareness of
individual muscle groups. They also practiced
diaphragmatic breathing. Additionally, the women in the
relaxation and imagery groups were directed in
visualizations of a peaceful scene. These sessions lasted
about 30 minutes. Directions for relaxation, breathing,
and imagery were recorded on tapes for practice at home.
They were instructed to listen to the tapes once a day for
15 minutes. Tape players were available as needed.

Initial scores for the POMS and Leeds general scales

for depression and anxiety were the same in all groups. At
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6 weeks, the total mood disturbance scores were
gignificantly lower in the intervention groups than for
the control group (p < .05, one-tailed). This indicated
that relaxation positively affected mood states and that
this positive effect was further enhanced when relaxation
was combined with imagery. At the end of the trial period,
analysis of covariance showed that the women trained in
relaxation plus imagery were more relaxed than those
trained in relaxation only, who in turn were more relaxed
than the controls (p < .25, one-tailed). There was no
difference in the Leeds scores among the three groups.

After the end of the trial, the sample was divided by
age and was compared to see if there was a difference in
the effect of treatment in younger and older women. The
median age was 54 years. Within this sample, the interval
between age and treatment was found to be significant in
the POMS for tension (p < .025), depression (p < .005),
and total mood disturbance (p < .005). This showed that
relaxation and relaxation and imagery particularly
assisted the overall state of the older women by reducing
tension and depression relative to that of the controls
and that the relaxation and imagery treatment group showed

the most effect. The women, age 55 and older, were less
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likely to work during the 6 weeks of radiotherapy than the
younger women. No differences were found in the Leeds
general scales when the sample was divided by age.

Anger and treatment were analyzed also. There were no
significant differences in scores on the POMS or the Leeds
general scales at the end of the treatment period.
Analysis of covariance showed that the women with high
scores for anger who were in the relaxation and relaxation
plus imagery groups were "less vigorous (p < .05), more
fatigued (p < .05), and with exclusion of the anger
component, had greater total need disturbance (p < .025)"
(p. 1171).

From this trial, the researchers concluded that
relaxation positively affected mood state. This positive
effect was further enhanced when relaxation was combined
with imagery. The women trained in relaxation plus imagery
were more relaxed than those trained in relaxation only;
they, in turn, were more relaxed than women in the control
group.

The Bridge et al. (1988) study and the current study
were similar in that they both used a questionnaire format
to investigate effective coping mechanisms for women

survivors of breast cancer. They differ in that the Bridge
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et al. (1988) research was an intervention study while the
current study was descriptive.

A study was conducted by Spiegel, Bloom, Kraemer, and
Gottheil (1989) which was a follow-up to an initial study
involving 86 patients diagnosed with metastatic carcinoma
of the breast with the purpose of examining the effects of
social support on stress and its impact on survival. A
one-year intervention was used consisting of weekly
supportive group therapy with self-hypnosis for pain.
Routine oncological care was received during this time for
the treatment (n = 50) and control groups (n = 36). During
the one-year intervention, 15 patients in the treatment
group and 8 in the control group died. The follow-up 10
years later found 3 of the patients were still living.
Death records were obtained for the remaining 83.

At the time of the intervention, the mean age for the
control group was 49.3 and 49.9 for the treatment group.
Twenty-five of the control group and 26 of the treatment
groups were married. In the control and the treatment
group, respectively, most of the participants had been
diagnosed with Stage II (n = 18 and n = 6) or Stage III
(n = 5 and n = 11) breast cancer. This study also loocked

at the number of hours the women participated in exercise
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weekly and their activity level from a self-rating of 1 to
5. This variable was not discussed in the study.
Sociceconomic status and ethnic background were not given
for the subjects.

A battery of psychological tests were administered at
the beginning of the intervention. A psychiatrist, social
worker, or therapist who had breast cancer in remission
led weekly intervention groups lasting 90 minutes. These
professionals encouraged the group members to express
their feelings about breast cancer and its effect on their
lives. Members also were encouraged to develop strong
relationships with the other group members and to be
assertive. Grieving and facing losses were major
objectives of the group.

When comparing the survival rate of the treatment
group with the control group, the treatment group lived
significantly longer, 37.6 months as compared to 10.8
months for the control group (p < .0001). Also, the time
from first metastasis to death was significantly longer (p
< .02) for the treatment group (45.5 to 20.5 months).

Support groups were the settings for the Spiegel et
al. (1989) study and the current study. The purpose of

both studies was to examine the effects of social support
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on stress. Self-hypnosis was a variable in the Spiegel et
al. (1989) study but not in the current study. Differences
between the two studies existed also in the data
collection methods. The Spiegel et al. (1989) study used
psychological tests, whereas the present study used a
questionnaire.

Another study in which women with breast cancer
participated was conducted by Primomo, Yates, and Woods
(1990) . The Norbeck Social Support Questionnaire (NSSQ)
was administered to 125 women experiencing chronic illness
along with measures of depression on the CES-D (Center for
Epidemiological Studies-Depression), family illness
demands (Demands of Illness Inventory), marital quality
(Spanier Dyadic Adjustment Scale), and family functioning
(FACES-II). The average amount of support from partner,
family, friends, and others was examined by using ANOVA.

Fifty-eight of the women in the study had breast
cancer, 36 had fibrocystic breast disease (FBD), and 31
had diabetes. The mean age was 41.3. Seventy percent of
the women had been married 15 years and had an average of
2.4 children. The average number of years of education
past high school was 2. Almost 65% were employed full-time

or part-time. Most of the group were white and middle-
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class with average incomes of $35,000. The average length
of time since diagnosis was 5 years. The duration of the
illness was 10.5 years for diabetes, 3.5 years for FBD,
and 4 years for breast cancer.

The NSSQ asked the respondents to identify 24 people
who were significant or important and had provided
affirmation, affection, and aid. Information about the
length of these relationships and frequency of contacts
was also included in the gquestionnaire. Additional items
were added for this study to measure the degree to which
the respondent confided in the network member about the
illness and the extent to which each network member
discussed important problems with the respondent
(reciprocity) . Reliability of the NSSQ for the subscales
ranged from .85 to .92.

The CES-D was a 20-item scale which measured the
frequency of symptoms of depressed affect, somatic
complaints, and interpersonal transactions. An alpha
coefficient of .90 was obtained in this study. The FACES-
IT was a 30-item self-report instrument utilized for
obtaining descriptions of the behaviors of family members
on a 5-point Likert type scale. Poor family functioning

had been associated with extreme values on the adaptation
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and cohesion dimensions of this test. The internal
consistency coefficient of the scale was .91 for this
study.

The DAS was a 32-item self-report measure of marital
quality assessing satisfaction, cohesion, consensus, and
affectional expression. Higher scores indicated lower
marital quality. Internal consistency reliability of the
DAS was .94. The FDQI subscale of the Demands of Illness
Inventory was a self-report questionnaire used to measure
family stressors related to the mother's illness. Higher
FDQI scores have been indicative of higher levels of
depression, lower family functioning, and less marital
satisfaction. The internal consistency of the FDQI
estimated by Cronbach's alpha was .85.

Pearson's correlation coefficients were used to
assess relationships between the dimensions of social
support from each source and adaptive states. Analysis of
variance for repeated measures was used to examine the
differences in the amount of support provided by each
source. Statistically significant differences were found
in the amount of support from the various sources. The
partner was identified as giving the greatest amount of

support (p < .001). It was suggested that the participants
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who received more affectional support from their partners
and their families confided less often to friends about
their disease.

It indicated that more affectional support was given
by family members than by friends or others. Affirmations
were given more often by friends. It was reported by these
women that they confided in others about their illness
significantly more than they confided in their families.
It was also found that a woman's marital quality and
family functioning were reported as being better with less
illness demands and depression occurring less often if she
perceived herself as receiving more affection and
affirmation.

Recommendations from the researchers for future
research included looking at structural variables of the
families, such as ages of the children, single-parent
families, and if family members live within the household
or are extended family members. It would appear from this
research that the support of the partner plays an
important role in the coping of the wife. Because of this,
it was also suggested that nursing should examine the role

of the partner and family in easing adaptation to chronic
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illness in order to provide information on enhancing and
mobilizing available support systems.

The current research utilized only women diagnosed
with breast cancer, whereas the study conducted by Primomo
et al. (1990) utilized subjects who were experiencing
chronic illness. Both studies utilized questionnaires to
gather data; however, the Promomo et al. (1990) study also
obtained data by self reports from participants.

Derogatis, Martin, Abeloff, and Melisaratos (1979)
administered a battery of baseline psychological tests and
interviews with 35 women receiving treatment for
metastatic breast cancer to delineate if there was any
correlation between identified distress levels and length
of survival. During one of the first visits to the
department, the patients were involved in a 40-minute
structured interview involving psychosocial adjustment and
attitudes and expectancies concerning breast cancer and
its treatment. The following self-report inventories
related to psychological symptoms and mood were also
administered at that time: SCL-90-R and the Affect Balance
Scale (ABS), the Global Adjustment to Illness Scale (GAIS)
and the Patient Attitude, Information, and Expectancy Form

(PAIE) .
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It was found that the long-term survivors had higher
psychological distress levels than the short-term
survivors ranging from p < .01 to p < .10. Higher levels
of anxiety were apparent in the long-term survivors
(p < .1) along with hostility (p < .01), and psychoticism
(p < .01) than short-term survivors. Long-term survivors
had a significantly higher overall general severity index
(p < .1) than the short-term group. From the ABS, it was
found that the long-term survivors had significantly
higher scores on all four negative affect dimensions
(anxiety, p < .1; depression, p < .05; and hostility, p <
.1, with the negative affect total score, p < .01l). The
GAIS ratings from the oncologists indicated that the long-
term survivors were less well adjusted to their illness
than the short-term survivors and also had more negative
attitudes toward their illness and treatment than the
short-term survivors.

These findings were explained by the researchers as
being attributable to the survivors communicating through
their moods and externalizing their negative feelings and
not appearing to suffer any loss of self-image as a result
of communication in this fashion. Patients who died sooner

appeared less able to communicate dysphoric feelings,
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especially anger and hostility. It was recommended from
this study that a larger sample of patients be used with
the same histological type of cancer and at the same stage
of their illness to analyze the similarities and/or
differences.

The research conducted by Derogatis et al. (1979) was
similar to the current study in that both studies sought
to investigate coping mechanisms of women survivors of
breast cancer. The data collection method used by
Derogatis et al. (1979) involved a structured interview
along with several self-report inventories while the
current study used a questionnaire. The settings for these
two studies also differed in that the participants used by
Derogatis et al. (1979) were not in a group and did not
interact with each other. Subjects had contact only with
the interviewer and the oncologist. The present study used
participants who were women survivors involved in a breast
cancer support group. The Derogatis et al. (1979) study
also differed in that perceptions of others regarding the
participants' moods and adjustment were used for
analyzation along with the self-report inventories.

A study by Palsson and Norberg (1995) implemented a

nursing intervention with the purpose of providing
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emotional support and thereby improving adjustment to
everyday life for women diagnosed with breast cancer. The
intervention involved content and organizational changes
in care. The setting was a surgical ward of a general
hospital in a primary health care area in Southeast
Sweden. The intervention was implemented for 14 months.

Emotional support related to diagnosis, hospital
care, and rehabilitation in their homes was provided
through the intervention. A nurse provided the patients
and their husbands and/or close friends the opportunity to
discuss their "illness-related" thoughts and reactions and
to express and identify feelings of anxiety, fear, and
anguish.

The sample included 26 women who had been diagnosed
with breast cancer within the last 6 months. The mean age
was 54.4 for the women with Stage I and 51.2 for the women
with Stage II. Nineteen of the women were married and 7
were not. Socioeconomic information was not included in
this study. All of the women were Swedish.

After 6 months of treatment, semistructured
interviews were carried out again concerning the following
experiences: (a) getting the diagnosis, (b) primary and

adjuvant medical treatment, (c) contact with health care



31
professionals and social network, (d) concerns about the
future, and (e) changes of care that were important to
meet psychosocial needs. The interviews were tape-recorded
and lasted from 45 to 90 minutes.

Three themes were identified from the research
including the organization of care, sense of control, and
the future. Getting information was identified under sense
of control. Health care professionals conveyed information
related to surgery, chemotherapy, and rehabilitation to
the participants. Information about wound healing,
training of arm function, prostheses, treatment-related
side effects, normal psychological reactions, and the
local cancer association was provided. This information
was, as a rule, experienced as sufficient and gave
feelings of safety and security.

The information from physicians was often reported as
insufficient and inadequate. Feelings of uncertainty and
insecurity were reported when the women had received
double messages and when information about, for instance,
radiation treatment, was insufficient or when they did not
understand the language used by the physician. Women
expressed that it was necessary to be strong and firm and

insist on information.
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The interventions used in this study included
opportunities to talk about the illness, freedom to
express feelings, and making organizational changes. The
findings revealed that emotional support and
organizational changes led to feelings of safety and
security. The recommendations included changes in care
related to meeting psychosocial issues, more information
given in a more timely manner related to medical
treatment, and more confirming relationships. Researchers
also suggested the need for more research on how
information (from clinicians/physicians) influenced a
patient's sense of control.

The setting in this study conducted by Palsson and
Norberg (1995) did not involve support groups as in the
current study. The participants and their husbands and/or
close friends in the Palsson and Norberg (1995) study did
receive support from a nurse but not in a group setting.
Data collection with semi-structured interviews before and
after treatment differed from the questionnaire which was
used once in the current study.

Houldin, Jacobsen, and Lowery (1996) used a
descriptive, correlational study with 234 women diagnosed

with Stage I or II breast cancer to examine the
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relationship between self-blame and illness adjustment.
Structured and semi-structured interviews were used along
with the Psychological Adjustment to Illness Scale (PAIS),
the Global Adjustment to Illness Scale (GAIS), an
attribute and blame interview, and several questions
related to control over the cause and course of the
cancer. The variables measured were self-blame,
controllability, and adjustment to illness. Most of the
subjects were white (82%), had a high school education
(89%), and were married (89%). Participants received
treatment in the medical oncology or radiation therapy
department of two metropolitan medical centers. To be
included in the study, subjects had to be able to read and
write English.

The PAIS was used for the first semistructured
interview. The range of the scale for this test was from 0
to 184. Higher scores indicated poorer adjustment. Seven
subscores were given on the PAIS which included the
following: health care orientation, vocational
environment, domestic environment, sexual relationships,
extended family relationships, social environment, and
psychological distress. The total adjustment scores ranged

from 0 to 55 which were skewed with a few scores at the
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higher end of the range. PAIS total scores had a small but
significant negative correlation with months since
diagnosis (p < .001). Women who had been diagnosed more
recently had scores which correlated with poorer
adjustment. Total PAIS scores were not significantly
agsociated with any other demographic or illness
characteristics.

The attributions and blame assessment involved the
women answering the following question: "How much do you
blame each of the following factors for your cancer?
myself, someone else, the environment, heredity, chance,
fate, or God" (p. 77). They were then asked to assign a
percentage to each of the factors so that they would total
100. Ninety-one subjects (39%) reported some self-blame
with 76% of these subjects reporting mild to moderate
levels of self-blame and 22 (24%) reported high levels.
There was a significant relationship identified between
education and the overall amount of self-blame with women
with a high school education or less assessing more blame
to themselves (p < .001). Marital status was also found to
be related to self-blame. The subjects who were not
married reported higher levels of self-blame (p < .001).

Age, months since diagnosis, stage of disease, ethnicity,



35
or religious affiliation were not found to be
significantly related to self-blame. This study did not
note if divorce occurred for these subjects before or
following diagnosis. From the data found in this study, it
would also appear that partners and family facilitate
coping. It was suggested by the researchers that a study
similar to this one, involving an intervention with a
cognitive component or more of a problem-focus
administered to a group of survivors with less education
would be beneficial in determining if level of education
affects coping mechanisms and survival.

The Global Adjustment to Illness Scale (GAIS)
(Derogatis, 1975) was used as an observational measure for
the researchers to identify the perceptions of the
participants' feeling of distress about the current
medical condition. These scores were also skewed and not
found to be significantly associated with any of the
demographic or illness characteristics.

Multivariate analysis of variance of PAIS total and
subscale scores and GAIS scores by self-blame category
indicated an overall significance, F(2, 231) = 1.78,

p = .01. Those individuals with high levels of self-blame

were more poorly adjusted than the others. Post-hoc Tukey
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test of differences in the PAIS total scores indicated
that the "high blame" group was significantly different
(p = .05) from both the "no blame" and "moderate blame"
groups.

The data collection method used by Houldin et al.
(1996) involved structured and semi-structured interviews
along with self-report inventories. The setting for the
Houldin et al. (1996) study did not involve support groups
nor the interaction of participants with each other as in
the present study. Support for the women survivors of
breast cancer in the Houldin et al. (1996) study was given
by the nurses. From the data in this study related to
education and marital status, the researchers indicated
that more information was needed to adequately delineate
their effect on survival.

Recommendations from these researchers included the
need for clinicians to assess self-blame and to provide
information and support related to this attribute and
provide ongoing support individually or within a group to
assist women in processing the losses, and opportunity for
ventilation of feelings and identification of coping
strategies to assist in adjustment. These recommendations

support the previous findings in this chapter related to
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support, communication of feelings, and training in

behavioral methods in dealing with the disease.

Summary

Comparisons of the review of the literature revealed
studies that directly examined coping mechanisms of women
survivors of breast cancer. Most of the studies utilized
interventions in an attempt to decrease stress, provide
support individually and in group settings, and improve
the support and information given from health care
professionals. All of the researchers stated that more
research was needed concerning women with breast cancer.
Some investigators recommended studies be conducted that
determine the effect of health care professionals'
methods, communication and optimism on patients'
prognosis, coping, and survival. Other researchers
suggested that more studies related to demographic and

socioeconomic factors be conducted.



