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ABSTRACT

This study explored the cognitive and behavioural coping responses to early breast cancer
In the first post-operative year. The association between these coping responses, other

psychosocial factors, physical variables and psychological outcome, was analysed.

Literature review highlighted difficulties in the definition and measurement of coping.
Consequently, this study included the methodological development of two existing coping
measures, comprising a standardised questionnaire and an interview designed specifically
for patients with cancer, which were based on LLazarus and Folkman’s transactional model
of stress and coping. The adapted measures were subsequently used in the main

longitudinal study of 107 women with early breast cancer, who were interviewed pre-

operatively and at three and twelve months after operation.

The study demonstrated the use of a wide repertoire of coping responses. Patterns of use
of individual coping strategies varied over the course of the first post-operative year.
Initial levels of mood disturbance were high, but these declined significantly after
operation. An overall approach of ’selective ignoring’ associated with lower levels of
mood disturbance, involved attempts to continue life as normal, cognitive avoidance and
positive appraisal of the disease. Use of humour and acceptance of the diagnosis were
also related to better psychological outcome. Increased mood disturbance was associated

with pre-occupation with the disease, a fatalistic attitude towards the prognosis, and

denial of the threat of the disease.

Positive support from a close confidante was not associated with mood. However,

negative or critical relationships as well as the active seeking of support were associated

with increased mood disturbance.

Psychosocial variables related to a poorer psychological outcome included marital status,
previous psychological treatment, family history of malignant disease, personal history
of benign breast disease, age, menopausal status and the presence of young children at

home. The effect of surgical procedure and adjuvant treatment were inconclusive.



The implications of this research for the delivery of care to women with early breast

cancer are considered. Suggestions are made for the practical application of these results

in a therapeutic intervention.
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INTRODUCTION

The studies 1n this thesis focus on the psychological impact of early breast cancer. In

particular, to explore the cognitive and behavioural strategies used to cope with the
diagnosis and treatment. The influence of these ways of coping and other psychosocial

variables in determining mood are examined.

Several relevant areas of literature are reviewed to provide a background to this research. -
First, the experience of breast cancer including its definition and the process of detection,
diagnosis and treatment are considered. In addition, the levels of psychological morbidity

in women with early breast cancer and their association with the physical aspects of the

disease or treatment are reviewed.

The second chapter reviews the psychological influences on distress in women with early
breast cancer, with particular reference to the cognitive and behavioural methods of
coping. The effect of the different models which have informed the study of coping in
terms of definition and measurement are discussed. These are then considered in relation
to the association between coping and psychological outcome in the general population,

as well as both psychological and physical outcomes in women with breast cancer.

The last area of literature reviewed comprises other psychosocial variables which have
been found to have an impact on psychological outcome in women with breast cancer.
Social support in particular has been widely studied in relation to outcome. This is
examined in terms of its definition and measurement, as well as its association with
physical and psychological outcome including it’s effect on coping strategies. Further
mediating factors considered include socio-demographic variables such as age, religion,

previous history of psychological treatment, life events, marital and socioeconomic status.

General conclusions are drawn from the literature reviewed. These are used to inform
the aims and hypotheses of the current research. One conclusion concerns the need for
the development of specific measures of coping for the population of women with early

breast cancer in the study. An initial study to adapt two existing coping measures to

14



achieve this purpose is described. This is followed by the main longitudinal study,

including the methods and results. The results section 1s subdivided into three parts:

First, a description of the pattern of results obtained for each variable over the first

post-operative year; second, the examination of the associations between the measures of
mood and use of coping and other psychosocial variables which were measured at the
same assessment; finally, regression analyses are used to examine the effect of coping

and other psychosocial variables on the measures of mood which were assessed at

subsequent time points.

The final part of the thesis comprises a discussion of these results in terms of the
hypotheses which were proposed. A critique of this research and 1mplications for future

study are discussed, as well as the implications of the results for the delivery of care for

women with early breast cancer.
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CHAPTER 1. THE EXPERIENCE OF BREAST CANCER

Each year around 12,000 women die from breast cancer in the United Kingdom. It is
the most common cancer affecting women with around one woman in twelve having the
diagnosis and 1s the commonest cause of death amongst women aged 35-55 years. This
chapter examines the nature of breast cancer and the processes women go through in its
detection and treatment. The levels of psychological morbidity associated with the

disease are considered as well as possible physical reasons for this morbidity such as the

effect of the surgical treatment.

1.1 BREAST CANCER AND IT’S TREATMENT

1.1.1 Definition of early breast cancer
Cancer is defined as an uncontrolled growth of cells which exceeds that of normal tissue

repair and maintenance and can occur in almost any part of the body. Growth continues
indefinitely and the resultant tumour can extend beyond the micro-anatomical boundaries
leading to disruption of the tissue function. There is enormous variation in the natural
history, treatment and prognosis depending on the site of the primary tumour.
Psychosocial morbidity associated with the diagnosis of cancer also varies accordingly.
In order to control for the variability associated with the cancer site, stage of disease and

the subsequent differences in treatment, the current research focuses specifically on the

diagnosis and treatment of early breast cancer.

1.1.2 Histology of breast cancer
Even within breast cancer there is a wide variation in tumour biology and prognosis.

Prognosis is associated with the degree of invasion of the tumour. Intraduct or lobular
cancer in situ are pre-invasive cancers which have not extended beyond the margins of
the cell wall. If left untreated there is a high probability they will become invasive.
However, if treated the prognosis is very good. The most common form of invasive
cancer is invasive ductal carcinoma, which is subdivided according to grade of the
tumour. Tumour grade refers to the degree of differentiation of the tumour cells and can
be determined by histological examination. Grades can range from cancer cells which

retain the characteristics of the original breast structures such as ducts or tubules, which

16



carries a good prognosis, while the other extreme, with a very poor prognosis, are cancer
cells which have extended beyond the cell margins, thus rendering the original structure

and function of the cell unrecognisable.

It 1s possible to stage breast cancer according to the degree of spread of the disease. One

of the most well known staging systems which 1s recommended by the International

Union against Cancer (UICC) is the TNM system described in table 1.1.

TABLE 1.1

Tumour status

T, No palpable tumour
T, Tumour < 2cm with no fixation
T, Tumour > 2cm but < 5cm with no fixation

T; Tumour > Scm
T, Tumour of any size with fixation to chest wall or

skin ulceration

Nodal status

N, No palpable axillary lymph nodes

N,, Palpable axillary nodes believed to be benign

N,, Palpable axillary nodes believed to contain tumour

N, Node > 2cm or fixed to each other and deep structures

N, Supraclavicular or infraclavicular nodes

Metastases

M, No clinically apparent distant metastases
M, Clinically apparent distant metastases

Another form of invasive cancer is lobular carcinoma, although this is more uncommon
than ductal carcinoma. Lobular invasive carcinoma is often associated with pre-invasive
or invasive cancer in the same breast or contralateral breast. Patients may also present
to their doctor with a skin disorder surrounding the nipple called Paget’s disease, which

1s often a marker for an underlying breast malignancy.
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1.1.3 Detection of breast cancer

The majority of breast tumours are detected by women on self-examination or by chance
e.g. when washing. Alternatively it may be detected on a routine examination by the
General Pratitioner or Family Planning clinic. In addition, women between the ages of
50 - 65 years are offered the chance of a regular mammogram to check for the presence
of malignancy. Mammography involves an x-ray of the breast and whilst not a painful
procedure, it does involve a degree of discomfort. A mammogram can facilitate the
diagnosis of cancer in a nodular breast where it is difficult to feel a small discrete
tumour, enable localisation of a lump to aid accurate surgery or reveal another cancer in
the same or contralateral breast. Mammograms are also used to screen for new cancers
in women who have already had a tumour removed and who consequently stand an

increased chance of developing another cancer in the same or opposite breast.

According to records made in the 19th Century, the natural history of an untreated breast
cancer shows skin infiltration fourteen months atter detecting a lump. Six months later,
skin ulceration occurs followed by fixation to the chest wall after another two months and
invasion of the second breast after three years. Cancer of the breast can also spread to
the lymph nodes in the axilla which manifests itself as a hard lump under the arm and can
be followed by infiltration and ulceration or the skin. Nineteenth Century records show
that enlarged axillary nodes appear roughly fifteen months after the tumour was detected.

One year later around one quarter developed distant deposits of cancer or metastases
whilst one quarter did not develop metastases until three years later. Only around 10%

of those without treatment survived ten years whereas the current ten year survival rate

with treatment is around fifty percent.

The most common symptom of breast cancer is the presence of a lump in the breast or
underarm. Other signs include dimpling caused by infiltration of the cancer along the
lisaments of the breast which pull in the overlying skin. Nipple inversion or discharge

can be caused by invasion along the lactiferous ducts. Further symptoms include pain

or nodularity.
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1.1.4 Investigations of breast cancer
After detection of symptoms and referral to a specialist breast clinic, the woman is first

given a full clinical examination. If a discrete breast lump is found the next step is to
ascertain whether it is a cyst through test aspiration. If the lump is fully resolved by
aspirating clear, bloodless fluid the woman will be offered a mammogram as a precaution
but otherwise she will be reassured and given a follow-up appointment. Alternatively,
if the fluid is blood stained or a lump remains after fluid has been removed then a needle
biopsy is performed. Similarly, solid lumps which do not reveal any fluid on aspiration
will be investigated by needle biopsy. This involves the insertion of a cutting needle into
the lump under local anaesthetic and the removal of a small core of tissue which is then
examined for the presence of cancer cells. If cancer cells are present then a definitive
diagnosis of cancer is given. However, a negative result may indicate that the cutting
needle had not been inserted correctly and the woman is then advised to have an excision
biopsy. This is performed under a general anaesthetic and will usually involve removal
of the whole lump. In some hospitals, a frozen section of tissue is sent immediately for
histopathological examination while the patient remains under anaesthetic. If cancer is
subsequently diagnosed then the whole breast may be removed whilst the woman is
asleep. This technique has been criticised for heightening the anxiety of the patient who
does not know whether she will awake from their operation with or without her breast
and a diagnosis of cancer. In the unit where the current study was conducted those
patients whose needle biopsy resulted in a positive diagnosis of cancer were told between
3-10 days later in the outpatient clinic, whilst those who required an excision biopsy were
offered a date for an operation within 2 weeks and received the results 5 days after
surgery whilst they remained on the ward. A date would then be set for any further

surgical procedures to be performed within a fortnight and usually this would be

performed within a few days.

1.1.5 Surgical treatment of breast cancer
Surgical procedures for breast cancer have developed as theories regarding the course of

the disease have changed. Early theories suggested that breast cancer followed an orderly
and predictable pattern of spread from local involvement to regional and axillary lymph

node infiltration and finally to disseminated disease. Consequently, treatment involved
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an extensive operation in order to clear all possible sites of disease. In the early part of
the 20th Century breast cancer was routinely treated by Halsted mastectomy which
involved the removal of all breast tissue including both pectoralis muscles and axillary
lymph nodes resulting in a concave scar with the underlying ribs clearly visible. Some

surgeons also performed an extended or super-radical mastectomy which further removed

the lymphatic tissue from the centre of the chest. However, studies have since found no
evidence to suggest that an extended operation improves relapse or survival rates

(Veronesi & Valagussa, 1981).

Surgical interventions for breast cancer have become less radical as it became accepted
that the disease was systemic with the possibility of micro-metastases occurring even
before a lump is detected. The modified radical mastectomy became the standard
treatment for breast cancer from the 1940’s almost until the present day. This also
involves the removal of all breast tissue but only removed the pectoralis minor muscle
and lymph nodes. This results in a smaller, flatter scar which can usually be effectively
disguised by the wearing of a prosthesis. Alternatively, some women choose to have a
breast reconstruction. The centre in the current study usually only offered the option of
reconstruction two years after operation because of the possibility that it may mask signs
of local recurrence. An alternative operation is the simple, or confusingly titled, total
mastectomy which again removes all breast tissue but leaves both pectoralis muscles
intact and only samples the lower lymph nodes. In a summary of randomised trials
comparing Halsted with modified radical mastectomy, Henderson and Canellos (1980)

conclude that the smaller operation does not have an adverse effect on survival rates.

In recent years, the emphasis has been placed on attempts to conserve the breast with
removal of the lump alone (lumpectomy) or the breast quadrant containing the lump
(quadrantectomy) usually in association with dissection of the axillary lymph nodes. A
large scale trial was conducted by the National Surgical Adjuvant Breast Project (NSABP)
and reported by Fisher and colleagues (Fisher, Redmond, Fisher & al., 1985). The aim
of the study was to compare total mastectomy with lumpectomy with or without

radiotherapy and involved 1843 women with early breast cancer (Ty, Ny, My who had

accepted randomisation. Amongst the conclusions from the trial it was found that
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preserving the patient’s breast did not adversely affect rates of distant recurrence or
overall survival. However, for some women, breast conservation is not an option, these

include women with large tumours or a medium sized tumour in a woman with a small

breast or for women whose tumour lies beneath the nipple.

An additional finding from the NSABP trial showed that the irradiation of the breast

reduced the risk of recurrence in the same breast after lumpectomy. The aim of breast
irradiation is to improve the local control of the disease and 1s usually offered to women
with a higher risk of local recurrence such as those with a large primary tumour or
involved lymph nodes. It is also routinely offered to women having a breast conserving
operation. There are few side effects, the main one being tiredness although this may
be due to the daily visits to hospital for radiotherapy lasting for 4-6 weeks. Some
women, especially those with fair skins, may experience some skin burning and a few
may feel nauseous. In very rare cases radiation fibrosis may occur. Radiotherapy can

also depress the lymphocyte count, but this has not been found to have any clinical

relevance.

An alternative form of radiotherapy involves passing iridium wires through the tumour
and a high dose of radiation is then delivered directly to the tumour site. Again the side
effects are few and the actual insertion and removal of the wires is remarkably painless,
with a good final cosmetic result. The main problems arise from the isolation of the
woman in a single room for around five days whilst undergoing therapy. Because of the
nature of the treatment, visitors cannot stay long and have to remain behind protective

screens. Consequently some women report feelings of loneliness or claustrophobia.

The breast unit studied in the current research offered the opportunity of breast
conservation to the majority of women. This comprised either iridium implants or

removal of the lump followed by daily radiotherapy for five weeks. Simple mastectomy

was offered to women with larger tumours, or those who could not travel for daily

radiotherapy. This often meant that older women (aged 60 years or more) were treated

by mastectomy.

21



1.1.6_Adjuvant treatment of breast cancer

Current theories suggest that around 70% of tumours will have micro-metastasised before
surgery. Consequently many women are offered adjuvant systemic therapy which aims
to destroy cancer cells which may have lodged in other parts of the body. However,
these treatments tend to have unpleasant side-effects, therefore only those patients who

would benefit the most, such as women with axillary lymph node involvement, are

offered such treatment.

Adjuvant systemic therapy consists of either endocrine or cytotoxic treatment. Endocrine
treatment affects levels of the hormone oestrogen which is believed to facilitate the
growth of cancer cells. Treatment for pre-menopausal women includes surgical removal
of the ovaries (oophorectomy) or ovarian irradiation, both of which render the woman
menopausal with associated symptoms. Post-menopausal women may be given
corticosteroids to inhibit the adrenal gland and thus the production of hormones. This
can have the unpleasant side effect of rapid weight gain. Steroids are often given in
conjunction with Tamoxifen which is an anti-oestrogen treatment with few side effects

although some women also experience menopausal symptoms such as hot flushes.

Cytotoxic treatment is currently administered as a cyclical combination of chemotherapy
drugs which attack all growing and dividing cells. Chemotherapy is usually given to
pre-menopausal women who are found to have axillary lymph node involvement.
Benefits for post-menopausal women are equivalent to those of Tamoxifen but cytotoxic
treatment has more side effects. These include alopecia, nausea and vomiting, bone
marrow suppression and disturbed ovarian function which can result in disrupted
menstruation and amennorhoea. Recent studies have shown significantly improved 10

year survival rates for both endocrine and cytotoxic treatments (Early Breast Cancer

Trialists Collaborative Group, 1992).

1.1.7 Outpatient follow-up
Women who have undergone surgery for breast cancer and possibly some form of

adjuvant treatment will then receive regular outpatient appointments to monitor their

progress. At the breast unit where the current study was conducted this entailed three
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monthly visits for the first two years, then six monthly visits for the next three years
from when the visits are yearly. Whilst many women may feel reassured by such regular
contact, it also provides a repeated reminder of their disease and can arouse fears of

recurrence related to what the doctor might find on examining their breast.

1.2 PSYCHOLOGICAL MORBIDITY IN BREAST CANCER
1.2.1 Levels of psychological morbidity in early breast cancer
One of the first descriptions of the distress caused by breast cancer was provided by

Renneker and Cutler (1952). They studied fifty women with breast cancer and described

their reactions which included depression, anxiety and sleeplessness as well as some
suicidal ideation and feelings of shame and worthlessness. They suggested that these
reactions were very similar to reactions of mourning which they ascribed to the loss of
the breast. Bard and Sutherland (1955) described a very similar collection of symptoms

but they found that their patients were more preoccupied with thoughts of death and dying

rather than breast loss.

Research on the prevalence of psychological morbidity in women with breast cancer has
often involved the use of a control group of women with benign breast disease as a
comparison. Morris and colleagues (Morris, Greer & White, 1977) studied 69 women
with early breast cancer who were mainly treated by mastectomy and compared their
psychological morbidity with 91 women who were found to have benign breast lumps
after biopsy. Assessments were made prior to the diagnosis and then at three, twelve and
twenty-four months after operation (or an equivalent time span for the controls). Levels
of depression over time amongst the women with breast cancer, according to the
Hamilton Rating Scale, ranged from a minimum of 17% to a maximum of 23% and were
consistently higher than those of the controls. This difference only reached significance
at two years after operation when 22% of the breast cancer patients were depressed
compared with only 8% of the controls. Patients were also questioned about the
'psychological stress’ caused by their diagnosis and treatment and again around one
quarter of patients reported continuing stress two years after their operation. However

the authors do not provide a clear definition of ’psychological stress’.
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A similar prospective study was conducted by Maguire and colleagues (1978), with
assessments prior to biopsy and then at four and twelve months after treatment.
Seventy-five women undergoing mastectomy for breast cancer were compared with fifty
matched controls who were diagnosed with benign breast disease. Psychiatric ratings for
anxiety and depression were made on a four point scale from no symptoms present to
mild, moderate or severe symptoms. Levels of post-operative anxiety for breast cancer
patients were 21% and 19% at four and twelve months respectively whilst levels of
depression were slightly higher at 27% and 21%. These levels were significantly higher
than those of the controls at both time points. The overall prevalence of psychiatric

morbidity at one year post-operation was 25% for the women with breast cancer against

8% for the controls. This has been frequently cited as the general level of psychological
morbidity experienced by women with early breast cancer. However, as the authors
point out, no differentiation was made according to the extent of surgery comparing

radical with modified radical mastectomy, or by adjuvant treatment such as radiotherapy.

It is possible that such differentiations may highlight differences in psychiatric morbidity

according to type of treatment.

Hughes (1982) studied forty-four women who were all treated by simple mastectomy
although with varying adjuvant treatments. Patients were again studied prospectively with
initial assessment prior to diagnosis and follow-up assessments at three, six, and nine to
twelve months after operation. Psychological morbidity was measured using both a
questionnaire and a semi-structured interview which enquired about feelings of anxiety
and depression. The majority of patients reported feelings of anxiety or depression prior
to diagnosis with 25% experiencing severe distress and 66 % reporting mild or moderate
distress. These extremely high levels of distress may be explained by the investigation
procedure which involved taking frozen sections for diagnosis. Patients found to have
malignant disease would then have their breast removed under the same anaesthetic. This
might engender a great deal of uncertainty and anxiety since patients did not know
whether they would wake up with a diagnosis of benign breast disease or a cancer plus
a mastectomy. Psychological morbidity in the first year after mastectomy remained quite
high with 18 % reporting severe symptoms of anxiety or depression and 36 % experiencing

mild to moderate distress although prevalence was reported according to results from the
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non-standardised interview alone.

The use of a standardised method of assessing psychological morbidity enables replication
and comparison with other studies. One such interview, the Present State Examination
(PSE), was used by Dean (1987) in a study of factors which may predict post-operative
psychological morbidity. Dean used research diagnostic criteria in order to assign
diagnoses of anxiety or depression in 122 women with breast cancer treated by
mastectomy and compared them with 122 matched community controls. Prior to
operation almost half (46.5%) of the mastectomy sample reported symptoms of anxiety
or depression. This level fell to 29% and 26% at three and twelve months respectively
after operation compared with around 11% psychiatric morbidity in the community

sample. However, most of the psychiatric morbidity was of a minor nature, mainly

minor depressive disorder. Whilst there was a significant difference between the levels

of minor distress in the breast cancer patients and the control group, no difference was

found between levels of severe psychiatric disorder.

Despite the use of different methods of assessment, the studies reported have generally
found that around one quarter of women with early breast cancer experience significant
post-operative psychological morbidity. A recent study by Watson and her colleagues
(Watson, Greer, Rowden et al., 1991) using the Hospital Anxiety and Depression (HAD)
scale with 359 patients with breast cancer in the first three months after operation found
greatly reduced levels of psychological morbidity. Sixteen percent of the patients were
found to be anxious whilst only 6% were rated as depressed. Such low levels of distress
could be due to the methods used to define psychological morbidity. Specifically, the

cut-off of > 10 for anxiety and > 8 for depression may not be sensitive enough to pick

up distress in women with breast cancer.

1.2.2 Comparison of levels of psychological morbidity associated with mastectomy versus

breast conservation

The generally high levels of psychological morbidity reported in women with early breast

cancer are frequently attributed to the mutilation of mastectomy. However in recent

years there has been a move away from such radical surgical techniques towards breast
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conservation In conjunction with radiotherapy. Randomised control trials comparing
survival and relapse-free intervals of patients treated by mastectomy or breast
conservation methods have shown no significant differences (Fentiman, Chaudary, Wang

et al., 1988; Fisher, Redmond, Fisher et al., 1985).

The change in surgical emphasis has enabled the study of the psychological effects of

different types of primary treatment, though many of these studies have been
methodologically flawed. Irvine and her colleagues (Irvine, Brown, Crooks, Roberts &
Browne, 1991) have produced a comprehensive overview of psychosocial adjustment to
breast cancer, including comparisons between different methods of surgery. The research
is critically appraised according to methodological standards devised by Sackett and
colleagues (Sackett, 1979; Department of Clinical Epidemiology and Biostatistics, 1981).

These provide useful guidelines for evaluating the quality of studies, many of which are

criticised for having retrospective designs, small numbers and a lack of standardised

assessments.

One of the first studies to compare the effect of type of surgery on adjustment to breast
cancer was performed by Kemeny and co-workers (Kemeny, Wellisch & Shain, 1988),
although it contained all three methodological errors cited above. A postal questionnaire
devised by the authors was despatched to patients with breast cancer but only 62%
responded. Eight months later these respondents were sent the Brief Symptom Inventory
to elicit symptoms of psychological distress to which 71% of the original respondents
replied. This resulted in a small sample with only twenty-five patients treated by breast
conservation and twenty-seven by mastectomy. Patients treated by breast conservation
were less emotionally distressed than mastectomy patients but a global index of
psychological morbidity showed no significant difference. Despite flawed methodology,
this study is frequently quoted in support of the conclusion that there is no difference in

the psychological effects of mastectomy compared with breast conservation.

Another frequently cited study which showed no difference in psychological morbidity
between the two treatment groups was performed by Sanger and Reznikoff (1981) using

the Minnesota Multiphasic Personality Inventory. This was similarly flawed by a
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retrospective design and small numbers, with only twenty in each treatment group. There
was a wide variation in time since treatment which ranged from two months to four and
a half years. Furthermore, the mastectomy operation was chosen by the surgeon and
these patients volunteered for the study, although surgeons did not permit the questioning
of patients with psychological difficulties. Conversely, the conservation treatment was

chosen by the patient who was referred to the study by their surgeon or radiotherapist.

Data on selection criteria and refusal to participate in the study were not given.

A similar small sample was used in a retrospective study by Schain and colleagues
(Schain, Edwards, Gorrell et al., 1983) where time since surgery ranged from two to
twenty months. No difference was found between the two surgical groups on thirteen
psychosocial variables including anxiety, anger, sleeping problems and fear of recurrence
using a non-standardised postal questionnaire. Although the study was flawed by its
design and choice of assessment, the authors made the interesting suggestion that the high

levels of morbidity recorded in their sample were due to having breast cancer rather than

the effect of surgical treatment.

Much larger numbers were studied by Bartelink and co-workers (Bartelink, Van Dam &
Van Dongen, 1985) who assessed one hundred and fourteen patients treated by breast
conservation and fifty-nine by radical mastectomy. Whilst the study again employed a
retrospective design, the interval between surgery and assessment was shorter than many
of the earlier studies. The study of psychological morbidity was stated as one of the
principal aims, but the results mainly concentrated on problems with body image.
Unsurprisingly, patients treated by breast conservation techniques had fewer problems
with body image than patients who had their breast removed, although conservation
patients also expressed less fear of recurrence.  These findings were based on a

non-standardised postal questionnaire which consisted of only nine items.

Lasry and co-workers (Lasry, Margolese, Poisson et al., 1987) studied one hundred and
twenty-three women with breast cancer who were randomly assigned to mastectomy,

lumpectomy or lumpectomy plus radiotherapy, concentrating on symptoms of depression

using the self-report Centre for Epedimiological Studies Depression scale (CES-D).
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Results showed levels of morbidity which were twice those found in a normal population
but lower than that found in a psychiatric population. No significant differences in
psychological morbidity were found between the three groups, although there was a trend
towards greater morbidity in women with lumpectomy plus radiotherapy. The authors
concluded that radiotherapy may have a greater effect on morbidity than the type of

operation, but this was based on retrospective data gathered from one to nine years after

primary operation.

Two studies conducted in the same year, employing standardised assessments of mood,
found no significant difference between breast conservation and mastectomy patients and
overall levels of psychological morbidity were low (Ashcroft, Leinster & Slade, 1985;
Steinberg, Juliano & Wise, 1985). Steinberg and colleagues applied the Profile of Mood
States (POMS) and the Beck Depression Inventory (BDI) in a retrospective assessment
of psychological morbidity fourteen months after surgery. The authors suggested that
levels of morbidity may have been underestimated because a number of the patients who
refused assessment were obviously distressed. Furthermore, they suggested that the
assessments, although standardised instruments, may not have been appropriate as they
had been formulated with psychiatric patients and were possibly not sensitive enough to
detect distress in a physically 11l population. Ashcroft and co-workers used a prospective
design with the Leeds depression scale and Spielberger state/trait anxiety assessments.

They found that pre-operative anxiety was comparable with general surgical patients.

Some of the patients in both studies were offered a choice of treatment but no data were

given on who had been offered the option between surgical techniques, which may have

subsequently affected their results.

Wolberg and colleagues (Wolberg, Romsaas, Tanner & Malec, 1989) also used

standardised assessments 1n a prospective study with relatively large numbers of patients.
Seventy-two women with benign breast disease, seventy-eight women treated by
mastectomy and forty-one treated by breast conservation were assessed using the POMS,
Health Locus of Control scale and Psychological Adjustment to Illness scale. Unlike

other studies, Wolberg’s research was one of the few to find a difference between the

psychological morbidity of breast conservation and mastectomy patients. Sixteen months
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after the operation the conservation group had significantly higher scores on the POMS
vigour scale. Like the previously cited research, this study also had problems regarding
choice of surgery - all of the breast conservation group had been offered the choice of
treatment.

Taylor and her co-workers (Taylor, Lichtman, Wood et al., 1985) reported another of
the few studies to find a difference in psychological morbidity between the two treatment
options. Using the standardised assessments of the POMS and Global Adjustment to
Illness scale they measured the psychological morbidity of seventy-eight women with
breast cancer. The patients were not selected for type of operation and there were
consequently unequal numbers in each treatment group. Nine women were treated by
Halsted (radical) mastectomy, thirty-one women had a simple/modified radical
mastectomy and twenty-six women had only the lump removed. No detailed data were
given on the levels of psychological morbidity. However the patients treated by Halsted
mastectomy had the highest levels of distress, whilst patients treated by lumpectomy fared
the best. The authors suggest that this result 1s mediated by sense of disfigurement and
sexual and affectional changes in marriage. Once again the study design is open to

criticism with retrospective assessments made between two months and five years after

operation.

A study by McArdle and colleagues (McArdle, Hughson & McArdle, 1990) also found
a significant difference between levels of psychological morbidity in patients treated by
mastectomy or lumpectomy. Fifty-two patients treated by mastectomy and sixty-seven
women who had a lumpectomy and radiotherapy were given the General Health
Questionnaire (GHQ) and Leeds scale for anxiety and depression at six, nine and twelve
months after operation. They found that mastectomy patients had higher scores on
anxiety and depression on both scales and that this difference was significant on the GHQ
depression scale. No data were given on the criteria used to assign the women to each
treatment group. Furthermore, there was four times more missing data in the
lumpectomy group. Missing data were replaced with mean scores from the previous
completed assessments. This procedure may mask higher levels of psychological
morbidity in the lumpectomy patients, particularly if the reasons for refusal were because

the patients were too distressed.
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Conversely, Maunsell and her colleagues working in Canada (Maunsell, Brisson &
Deschenes, 1989) found a difference in levels of morbidity in women treated by total or
partial mastectomy (including tumourectomy, quadrantectomy or segmental mastectomy)
such that the women treated by the less mutilating procedure had higher levels of anxiety
and depression three months after primary treatment. These results were based on the
assessment of 227 women using the Psychiatric Symptom Index (PSI). Two hundred and
five women were available for reassessment fifteen months later when the PSI was again
used along with the Diagnostic Interview Schedule which used DSM-III criteria for major
depression. No differences were found between the two treatment groups on
reassessment although this was due to an increase in distress in the total mastectomy
group rather than a decline in the partial mastectomy group. Levels of psychological

morbidity were identical in the two groups at 35.1% eighteen months after surgery.

Psychosocial factors were found to have a confounding effect on the association between
type of surgery and distress. Older women and those with a lower level of education
combined with a partial mastectomy operation were found to have greater levels of

distress. However the numbers in these subgroups were small. Furthermore the patients

were not randomised to treatment options.

1.2.3 Psychological morbidity in women offered a choice of surgical treatment for earl
breast cancer

Several studies have been conducted which take into account the effect of choice of
treatment on the psychological morbidity associated with type of surgery. Meyer and
Aspergren (1989) studied 30 patients treated by modified radical mastectomy and 28 by
breast conservation. Type of surgery was chosen by the patients in conjunction with the
surgeon.  Assessments were made using a standardised clinical interview and
questionnaire to measure psychiatric state. A prevalence of 30% psychiatric disorder was

found in both groups. However, psychiatric disorder was defined as a heightened anxiety
or mood state compared with pre-operative levels. Since the study was retrospective,

with an interval since surgery of up to five years, the recall of pre-operative mood state

may not be reliable.

Morris and Royle (1987) similarly found no difference in psychological morbidity
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between women who chose mastectomy and those who chose wide excision of the lump
with radiotherapy. In addition, the authors examined the effect of being given the option
to chose surgical treatment. Results demonstrated that not having the option to choose

was associated with greater morbidity. Unfortunately, the numbers involved were small.

A similar study using women randomised to treatment options was performed by
Fallowfield and her colleagues (Fallowfield, Baum & Maguire, 1986) but only those
women who had expressed no strong preference for a treatment were included in the
study. Consequently fifty-three women were randomly allocated to mastectomy and
forty-eight to breast conservation. Standardised interviews and questionnaires were used
to assess psychological morbidity. These included the PSE, HAD scale and the
Rotterdam Symptom Checklist. Overall levels of distress of 33% and 38 % for
mastectomy and lumpectomy patients respectively were not significantly different but the
lumpectomy group reported more worries about having had the ’wrong’ operation and
fears of the cancer recurring. This study has been criticised because of a possible source
of bias in the selection procedure. Those women who report no strong preference for
treatment may be a very select group and not representative of women with breast cancer

in general. Furthermore, the data was gathered retrospectively with a range from four

to thirty-two months after operation.

These criticisms were addressed by the authors in a prospective study (Fallowfield, Hall,
Maguire & Baum, 1990). Two hundred and sixty-nine women with breast cancer
referred by twenty-two different surgeons who favoured either mastectomy, breast
conservation or choice of treatment were assessed over the first year after operation.
Assessments were by standardised questionnaires including the HAD scale, Rotterdam
Symptom Checklist and Spielberger State/Trait Anxiety Inventory. No significant
differences were found between the levels of anxiety of mastectomy and lumpectomy
patients. Anxiety levels in both groups fell from around 42 % pre-operatively to 28 % one
year after operation. Levels of depression were slightly lower in the lumpectomy group
but this difference was not significant. However, the patients who were offered a choice

of treatment had significantly lower levels of psychological morbidity than the patients

who were not offered choice. In addition, those patients within the whole sample who
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felt that they had been well informed about their treatment were significantly less anxious

or depressed. The authors suggest that a longer follow-up period is needed to establish

whether these factors exert long-term effects.

1.2.4 Conclusion

Whilst a large number of the studies examining the association between type of primary
treatment for early breast cancer and levels of post-operative psychological distress have
been weakened by small numbers, retrospective design and non-standardised assessments,
overall their conclusions are remarkably consistent. Levels of psychological morbidity
in early breast cancer are high in both mastectomy and lumpectomy patients with the

majority of studies finding no significant difference between the two groups. A number

of authors therefore conclude that breast conservation does not protect women from the
development of post-operative psychological morbidity and that the high levels of distress

are engendered by the diagnosis of cancer rather than the effects of treatment.
Consequently, patients treated by breast conservation techniques merit study and require

as much counselling and concern as mastectomy patients.

Overall, the search for explanations for the high levels of distress experienced by women
with breast cancer has not discovered obvious physical factors, and this has led to a
development in research on the psychosocial factors which may contribute to the

post-operative psychological adjustment. These will be reviewed in the following two

chapters.
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CHAPTER 2. COPING WITH CANCER: THEORY, METHODOLOGY AND
FINDINGS

The absence of obvious physical factors to explain the distress experienced by women
with breast cancer has meant that attention has turned to the psychological stress imposed
by the diagnosis. It has long been acknowledged that stress affects the mental health of
an individual and whilst correlations between levels of stress and psychological outcome
have been consistent, they have also been modest. Therefore, it has been suggested that
the individual’s appraisal and coping responses to stress may be more important to

well-being (Antonovsky, 1979; Lazarus, 1981).

The concept of coping has been strongly influenced by theories of stress. Traditional
approaches to coping were formulated according to stimulus-based and psychoanalytic
models which had distinct definitions of stress and the subsequent coping responses. Both
theories provided some insight for the study of coping but were limited in their predictive
power. A cognitive-phenomenological theory which aimed to study coping as a dynamic -

process was subsequently formulated in an attempt to address the limitations of the

traditional approaches.

This chapter will examine each of these three approaches in terms of their definition of
coping and subsequent influence on methods of measurement. The application of these
methods in studying the effects of coping on psychological outcome in community
samples and patients with breast cancer will then be considered. Finally, the association

between coping and physical outcome in patients with cancer will be discussed.

2.1 DEFINITIONS OF COPING

2.1.1 Stimulus-based models

The stimulus-based approach to coping arose from Hans Selye’s experiments with animals
(Selye, 1976). Within this model stress is perceived as a stimulus, often consisting of
a noxious agent or threatening event. Coping is defined as the subsequent response
aimed at controlling the adverse environment and reducing the associated

psychophysiological disturbance (Miller, 1980; Ursin, 1980). Because of the reliance on
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animal experimentation and the conceptualisation of coping according to theories of
stimulus-response, this definition simplifies coping into behavioral terms, taking little
account of cognitive and emotional factors and appears to provide little insight into the

complexity of human responses.

2.1.2 Psychoanalytic models
Psychoanalytic theories of coping ascribe less importance to an individual’s behaviour,

concentrating instead on thoughts (ego processes), specifically the ways in which a person
thinks about their relationship with a stressful environment. Coping is defined as realistic
and flexible ways of thinking and behaving aimed at problem solving and the alleviation
of stress. Psychoanalytic theory further differentiates between types of responses,
organising them along a hierarchy from mature strategies to immature responses which
distort reality (Vaillant, 1977). The most mature and adaptive strategies, which
acknowledge the existence of a problem and the need to change the situation or oneself,
are termed ’coping’. Lower in the hierarchy come ’defences’ which are deemed to be
less adaptive, often unconscious processes, aimed at protecting the ego often by means
of self-deception or the distortion of reality (Freud, 1946). Finally, at the least adaptive
level are processes termed fragmentation or ego-failure (Haan, 1977), or alternatively

described as regressive/psychotic levels of ego-functioning (Menninger, 1963).

Both the psychoanalytic and the stimulus-based approaches equate ’coping’ with a
successful outcome and this has been translated into the popular understanding of the
term. A person who has ’coped’ with a situation is perceived to have solved the problem
or regulated their emotional response whilst 'not coping’ implies failure. This 1s
particularly apparent in psychoanalytic theories where ’coping’ is distinguished from
’defences’ by the adaptiveness of the outcome. Consequently the process of coping 1s
confounded with the outcome of the coping response. Folkman and colleagues argue that
the theoretical separation of coping efforts from outcomes is necessary if the coping
construct is to be used to predict outcome, " conceptualisations that define coping In
terms of a value or outcome tend to created a tautology, whereby the coping process is
confounded with the outcomes it is used to explain" (Folkman, Lazarus, Dunkel-Schetter

et al. 1986 p.993).
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Similarly, traditional approaches tend to equate successful coping with mastery over a
problematic environment. The main aim of coping is therefore perceived as
problem-solving, particularly within stimulus-based models. These do not take into
account those situations which are not amenable to change such as natural disasters or life
threatening diseases. In addition, little importance is given to the regulation of emotion

or maintenance of self-esteem.

2.1.3 Cognitive-phenomenological theories
In response to the limitations of the traditional approaches and their methods of

measurement, Lazarus and Folkman (1984) proposed a cognitive theory of coping where
stress 1s perceived as a mental construct; consequently a situation is stressful if the

individual appraises it as threatening. Coping 1s defined as "constantly changing

cognitive and behavioral efforts to manage specific external &/or internal demands that
are appraised as taxing or exceeding the resources of the person" (p.141). This definition
has since been widely applied in research on coping. All coping responses are included
regardless of outcome thus avoiding prior assumptions about their success. It stresses the
term 'manage’ as distinct from the idea of mastery thereby including responses aimed at

regulating the emotional response to stress as well as problem-solving.

Two further limitations of the traditional approaches are addressed with emphasis given
to the importance of studying coping as a dynamic process as well as distinguishing

between coping and automatic behaviour.

A process-oriented approach focuses on what a person is actually doing in a specific
situation rather than studying what a person would usually do. It includes the context of

the stressful situation, in order to provide information about the demands made on the

individual. Furthermore it views coping as a transactional process which changes as the
demands of the situation change rather than as a stable coping disposition favoured by the

application of psychoanalytic theories.

Lazarus and Folkman also make the distinction between automatic and effortful

responses, suggesting that coping responses require effort and occur in response to a new
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or threatening event. In contrast, automatic adaptive behaviours are formed as a result
of learning processes and occur in response to routine or non-threatening events. They
suggest that coping may be important in the early stages of the acquisition of skills which

subsequently become automatic responses with familiarity.

This theory identifies two processes of cognitive appraisal and coping responses.
Cognitive appraisal involves a primary appraisal of the effect of a particular situation, for
example, does the situation pose a threat to the physical or emotional well-being of the
self or a loved one? This appraisal is informed by characteristics of the individual’s
personality including their values, goals and beliefs. Secondary appraisal involves an

evaluation of the resources available to deal with the situation and possible methods for

utilising these resources.

Coping refers to the actual cognitive and behavioral responses shown in a specific
situation. It is suggested as having two main functions: Firstly, problem-focused which
is aimed at dealing directly with the stressful problem such as leaving a stressful
environment or seeking medical advice for an illness. The second function is
emotion-focused and concentrates on the regulation of the emotions aroused by the
distress, for example through avoidance of painful thoughts or relaxation techniques.
These functions can facilitate each other, such as when a student facing an important
exam regulates emotions of anxiety in order to facilitate the problem focused strategy of
revision and study. Alternatively, the two functions may impede one another as when
an individual denies the presence of a pain or a lump and so fails to obtain medical
advice. Leventhal proposes a similar dichotomy of function (Leventhal, 1980),
suggesting that an individual can focus on regulation of the danger being faced
(problem-focused) or the fear which is aroused (emotion-focused). Pearlin and Schooler
(1978) suggest that a third function involving manipulation of the meaning or implications
of the stress in order to reduce its threat. Lazarus and Folkman discuss the manipulation
of meaning but do not consider it a function of coping, perceiving it instead as a form
of appraisal or 'reappraisal’. However, Ray and her co-workers (Ray, Lindop & Gibson,
1982) argue that all appraisals and reappraisals function as coping and that little is gained

by attempting to distinguish between them.
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2.2 MEASUREMENT OF COPING

2.2.1 Measurement of coping as a personality trait or style

The measurement of coping has been dominated by the psychoanalytic ego psychology
models. These have been narrowly applied with the classification of individuals into
particular types of coping dispositions. Coping is consequently viewed in terms of
personality traits or styles and measurement often consists of scoring an individual along
a continuum between two opposite coping responses such as approach/avoidance or
repression/sensitisation (Byrne, 1964). The main difference between traits and styles is
one of degree. Coping styles refer to broader ways of relating to people or situations
such as a controlling or permissive style of response. Coping traits are narrower in
scope, referring to particular characteristics of an individual’s personality, for example
denial-acceptance which refers to an individuals tendency to avoid or face up to the

realities of the situation.

Implicit in the study of coping styles and traits is the assumption of consistency in
responses. Coping responses are perceived as characteristics of a stable personality
which dispose people to react in a certain way across all situations. Consequently,
coping is assessed independently of a specific event often using questionnaire or
projective techniques which ask about how the individual usually responds. For example,
Andrew (Andrew, 1967; Andrew, 1970) used a general sentence completion task with
patients awaiting surgery to assess the degree to which they used ’coping’ (sensitising)
or ’avoiding’ (repressing) strategies. Results were used as a measure of how much the
individuals would cope with or avoid the specific stress of surgery. Cohen and Lazarus
(1979) argue that if this position were valid then research on coping would be simple.
Once an individual trait is measured then responses to future stress could be accurately
predicted. However there is little evidence of such predictive power and correlations

between the measurement of traits and the actual behaviour observed have been weak or

non-significant.

Cohen and Lazarus (1973) also studied surgical patients with regards to the amount of
information they had received, as well as how much they had wanted to receive about

their surgery. They employed a process measure to assess the specific thoughts and

37



behaviours exhibited In response to the situation as well as Byrne’s trait measure of
repression/sensitisation (Byrne, 1964). There was no correlation between the process and
the trait measure, furthermore, the trait measure did not predict how people actually
coped with the stress of surgery. Only the process measure predicted the speed and

course of recovery with avoiders of information doing better than seekers of information.

Lazarus and Folkman (1984) argue that research attempting to assess consistency in
coping across situations has been contradictory. They cite research by Gorzynski and
co-workers (1970; in Lazarus and Folkman 1984). This reassessed 30 patients whose
coping responses to a breast biopsy had been previously studied by Katz and colleagues
(Katz, Weiner, Gallagher & Hellman, 1970). Use of the same assessment techniques
showed a stability in coping responses and associated cortisol secretion rates, with
"psychological defense patterns" remaining consistent with the earlier results in 9 out of
10 patients. Conversely, Pearlin and Schooler (1978) found little consistency in coping

responses exhibited by individuals according to the stresses exerted within four different

role areas; spouse, parent, householder provider and co-worker.

2.2.2 Measurement of coping as a process

The process oriented approach of Lazarus and colleagues does not completely reject the
idea that there is some consistency in coping responses, suggesting instead that there is
both stability and change. They argue that the measurement of coping traits
underestimates its complexity, treating it as a uni-dimensional concept. Research has
shown that stress imposes multiple demands. Moos and Tsu (1977) cogently describe the
many different sources of stress of physical illness. Mages and Mendelsohn (1979)
outline the changing demands of cancer in particular, as well as the variety of strategies
used in response. Cohen and Lazarus (1979) suggest that this variability in coping
processes "lends support to the argument that dispositional tests of coping provide
inadequate measures of actual coping” (p.224). They argue that if the antecedents and
consequences of coping are to be fully understood, then coping needs to be directly

assessed within the context of the changing demands of the situation.

The process approach to coping often involves measurement by situational inventories.
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These assess the strategies used in response to a specific stress such as the
information-seeking exhibited by patients awaiting surgery as described above (Cohen &
Lazarus, 1973). Some state theorists argue that coping is entirely situational, with no
cross-situational personality characteristics. Thus, Mischel (1968) suggested that coping
responses were not immutable aspects of personality which were expressed across
situations, but were learned patterns of behaviour and that these were prompted by

environmental cues. Other state theorists believe that this is an extreme view and accept

the possibility of some stabilities in response.

2.2.3 Stages of coping
An early process view considered coping in terms of stages which described a series of

demands imposed by a stressful situation evoking a general pattern of response. Some

theorists outline various emotional stages which an individual must pass through before
the stress can be resolved. For example, Kubler-Ross (1969) proposed a five stage
framework of coping with dying in which the final stage 1s resolution and acceptance of
the situation. These theories have been criticised for failing to explain the individual
differences demonstrated in responses to the same situation. Shontz addressed this
criticism in relation to the stages of coping with a serious physical illness or disability.
Coping stages were suggested as consisting of shock and denial, then anxiety and
helplessness, this is followed by retreat or denial again but is finally replaced by reality
testing (Shontz, 1975). Individual differences are explained by a continual shifting
between confrontation and retreat from the situation. A review of studies of the staged
theory of response found the research to be limited and did not provide clear evidence
for a series of stages in emotional and coping reactions to stress (Silver & Wortman,
1980). Instead the evidence tended to highlight the large amount of variability in
responses rather than a consistent pattern, which reinforces the necessity for studying the

actual coping responses as they occur in a specific situation.

2.2.4 Criticisms of the measurement of coping as a process

Assessment of the wide variety of strategies exhibited in response to stress is not without

problems. The study of coping as a process entails an all inclusive approach (as opposed

to restricting research to a limited number of traits) and results in difficulties in the
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description and analysis of coping. Furthermore, situational inventories are often
self-report and incorporate the inherent assumption that the respondents are conscious of
the coping responses they are using and are able to operationalise them in the same terms
used by the researcher. Singer (1984) suggests that discrepancies also occur between
theorists as to what precisely is being measured because of ambiguities in the

operationalisation of coping concepts, although these problems are not confined to

cognitive or process theorists. Consequently, problems arise in comparisons between
studies purporting to measure the same concept but which employ different methods of
operationalising and assessing responses. In addition, the study of the coping process has

resulted 1n a proliferation of scales measuring coping with specific stresses as well as

multiple proposed factor structures for the same measure applied to different populations.

2.2.5 Theoretical versus empirical measures of coping

A further dichotomy in approaches to the measurement of coping occurs between scales
which start from a theoretical base from which a list of coping strategies is formulated,
and those which are derived empirically. Theoretically driven scales, such as the Ways
of Coping Questionnaire (Folkman & Lazarus, 1980) devised within the framework of
a cognitive-phenomenological approach to coping, have the advantage of being
generalisable across a variety of situations and are useful for providing information on
the ways 1n which the coping process works. Although such scales may contain a wide
variety of strategies, they are unlikely to be exhaustive and may omit specific strategies
which are exhibited within a particular situation. In contrast, scales which are derived
from observations of responses to a specific stress such as Hackett and Cassem’s Denial
Scale for myocardial infarct patients (Hackett & Cassem, 1974) provide detailed
information on how people cope with a specific situation. These are particularly useful
to clinicians through the identification of responses which are important for adjustment
but the results cannot be generalised to other stresses. The choice as outlined by
Folkman (Folkman, Lazarus, Dunkel-Schetter, DeLongis & Gruen, 1986) is between
"those that can be used with a variety of people in a variety of situations versus those that
are richer in descriptive power, but limited to specific people in specific contexts"

(p.1002). These and other problems in the measurement of coping are illustrated in the

variety of results obtained in research on coping and outcome.
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2.3 COPING AND OUTCOME

Coping 1s rarely studied in isolation. As it’s various definitions imply, coping is
perceived as an intervening variable between a stress and an outcome, often termed
adjustment. The study of the outcome of coping includes psychological outcomes such
as anxiety or depression, or physical outcomes which are often researched in relation to

recovery from illness. These will be discussed later in relation to cancer.

2.3.1 Psychological outcome

2.3.1.1 Avoidant coping and outcome
According to the psychoanalytic model, ’coping’ by definition indicates a favourable

outcome and ’defences’ which involve a denial of the reality of the situation are
associated with a poor outcome (Haan, 1977). This has since been countered with
research which shows that responses of denial are adaptive for short term outcomes
(Hackett & Cassem, 1973). A meta-analysis of avoidant versus non-avoidant strategies,
including the trait measures of repression-sensitisatton, illustrates this problem. Whilst
an overall analysis discovered little evidence for the superiority of one strategy over the
other with regards to both physical and psychological outcome, specific analyses on short
and long term outcomes were more illuminating. Avoidance was associated with better

outcomes in the short run but improved long term outcomes were related to vigilant

responses (Suls & Fletcher, 1985).

2.3.1.2 Emotion focused versus problem focused coping

The process approach to coping has been widely applied in studies of the outcome of
individual responses to severe life events, chronic stress and daily hassles. The difficulty
of analysing a large number of specific coping strategies has been addressed by focusing
on emotion versus problem focused coping responses. Previous investigations have
shown that both types of coping are used in response to most stressful situations
(Folkman & Lazarus, 1985; Folkman, Lazarus, Dunkel-Schetter et al., 1986) but in
general, problem focused coping has been found to be adaptive in situations which were

amenable to change whilst emotion focused responses were more effective in immutable

situations.
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Collins and colleagues (Collins, Baum & Singer, 1983) studied the chronic stress
associated with living near the site of the nuclear accident at 3-mile island, using a
control group of people living near an undamaged nuclear plant. They used Folkman and
Lazarus’ Ways of Coping Questionnaire (WCQ - Folkman & Lazarus, 1980) as well as
adding two extra scales to specifically assess denial and reappraisal. Outcome was
measured in terms of psychological, physical and emotional symptoms, performance on
behavioral and motivational tasks and levels of catecholamine in urine. Significant
associations between coping and outcome were only found in the group living near 3-mile
1sland. Individuals employing more emotion focused strategies had fewer symptoms of
distress whilst strategies aimed at trying to solve the problem were associated with
increased symptoms. No differences were found on behavioral task performance or
hormone levels. More detailed analyses showed that denial was associated with
heightened distress and poorer concentration and motivation whilst reappraisal showed
the opposite effect as well as lower urinary norepinephrine levels. The authors conclude
that the most adaptive form of coping with chronic, immutable stress involves reappraisal
and management of emotions, although emotion focused coping and reappraisal were

highly correlated and may have been measuring the same construct.

Similar results were obtained by Forsythe and Compas (1987) in their study of the
interaction of coping and major life events and chronic daily hassles in college students.
They also used the WCQ in conjunction with a self-report assessment of the cognitive
appraisal, rating cause of the event and the degree of control. Separate analyses of
emotion and problem focused coping did not yield significant results, but analysis of the
relative proportions of coping was more productive. Where perceived control was high
and problem focused coping predominated over emotion focused coping, symptoms of
distress were few. Conversely, high perceived control in conjunction with low levels of
problem focused in relation to high emotion focused coping was related to increased
distress. The reverse relationship applies with regards to low perceived control when
higher proportions of emotion focused coping are more adaptive. This was only found
In response to major life events. The mismatch between appraisals of control and coping

responses did not appear as important in daily hassles. This research might be criticised

for the theoretical distinction between appraisals and coping responses. It can be argued
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that appraisals of control may themselves be considered as coping responses.

Both of the aforementioned studies employed cross-sectional designs which limits causal
inferences about coping responses. Aldwin and Revenson (1987) addressed this problem
in a longitudinal community survey assessing responses to the WCQ and their relation
with psychological distress. Coping responses still explained a significant amount of the
variance in distress after taking into account prior psychological symptoms. Two emotion
focused strategies were found to have direct effects on outcome such that escapism and
self-blame increased emotional distress. Problem focused strategies only showed
interaction effects with instrumental action acting as a stress buffer. The other problem
focused strategy, negotiation, decreased distress when the coping effort was perceived as

successful but increased distress when the effort was not perceived as successful. The

authors suggest that the difference in the effects of emotion and problem focused
strategies may reflect the relative importance of personality and situational factors. Thus,
how the emotional aspects of a situation are dealt with may be a function of the

individual’s personality whilst problem solving strategies are more likely to be a function

of the environmental factors.

2.3.1.3 Coping and_depression
An alternative method of examining the relationship between coping and psychological

outcome involves the study of individuals who are currently experiencing psychological
distress or psychiatric disorder. This has been applied to depressed patients in particular.
McLean (1976) suggested that a "major difference between depressed and non-depressed

persons is their manner of coping with and preventing stress" (p.313) and this view has

been supported in a number of studies.

Coyne and coworkers (Coyne, Aldwin & Lazarus, 1981) conducted a study with
community residing adults in order to provide data on how depressed subjects cope with
the stresses of everyday life. The subjects were interviewed once a month for a year
with regard to a stressful event experienced within the previous month. Coping was
assessed using the Ways of Coping Questionnaire and the Hopkins Symptom Checklist

was used to identify individuals with high ratings for symptoms of depression. Depressed
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subjects were found to be significantly different from non-depressed subjects for both
appraisals and coping responses. They tended to appraise situations as requiring more
information before they would be able to take any action, but were less likely to make
appraisals of acceptance. The coping responses of depressed subjects included more
wishful thinking and seeking of emotional and informational support but they were not
significantly different from non-depressed people in their use of problem focused coping

or self-blame. In contrast, Billings and Moos (1984) found that depressed people made

fewer efforts to solve problems than non-depressed people.

Folkman and Lazarus (1980) also conducted a prospective study examining the appraisal
and coping of adults in the community. Seventy-five couples were interviewed monthly
over a five month period and the CES-D scale was used to define depressed subjects who
had a significant number of depressive symptoms but were not necessarily clinically
depressed. A Stress Interview was used to gather information of primary appraisal (what
was at stake) and secondary appraisal (options for coping) whilst the WCQ was used to
assess the actual coping strategies used. Subjects with a high level of symptoms of
depression were more vulnerable to feelings of threat such that they felt they had much
more at stake in stressful situations and responded with more worry and fear than those
subjects with few symptoms. Depressed subjects used more hostile coping responses and
responses directed at self-control and self-blame as well as seeking more support but were

not more likely to appraise situations as unchangeable or accept them.

These findings are consistent with cognitive theories of depression which propose that
depressive feelings arise from a negative perception of the self and environment (Beck,
1967; Beck, 1976). The main tenet of these theories is that disturbed mood 1s preceded
by disturbed cognitions, although this cannot be substantiated by the research of Folkman

or Coyne and their colleagues. Despite the apparent prospective design of the research,
neither one attempts to analyse the temporal sequence of coping and emotions,

consequently causal direction cannot be ascertained.

Parry and Brewin (1988) state the aim of their study to be to search for evidence of the

existence of prior cognitive vulnerability in people who become depressed after stress.
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They conclude that their results support the alternative aetiologies model of depression
such that disturbed mood can result from a severe life event or from a negative cognitive
style but that the two do not have to present in conjunction as the vulnerability model

suggests. However, once again such causal inferences are limited by the cross-sectional

design.

Parker and colleagues (Parker, Brown & Blignault, 1986) conducted a prospective study
to assess the affect of coping responses on pre-existing depression. The strongest
assocliation was between the use of responses of self-consolation, such as increased eating
and drinking, and no improvement in levels of depression. Weaker associations were
found between responses of distraction and a similarly poor outcome whilst responses of
tension reduction were weakly associated with an improvement in depression. Personality
factors such as locus of control did not predict the course of depression. The authors
suggest that the study could be criticised for over-refining their coping questionnaire
which was reduced from 24 questions to 6 subscales in a factor analysis. This
questionnaire was derived from a review of the literature and from interviews with
depressed and non-depressed individuals, but has not been validated by other studies. A

further criticism of this study is that it did not take into account the effect of the

psychotherapies which subjects were receiving.

2.4 COPING AND OUTCOME IN BREAST CANCER

Variation in the conceptualisation of coping and its subsequent measurement has meant
that there 1s little consensus on the effect of coping on outcome in cancer. In addition,
studies of coping in general populations have demonstrated that the type of problem can
affect the relationship between coping and outcome (Pearlin & Schooler, 1978). The
importance of this for the study of cancer is suggested by Jenkins and Pargament (1988)
who argue that specific coping responses may be related to the degree of threat posed by
specific cancer sites. Studies of heterogenous cancer populations or comparisons between
studies of patients with different diagnoses may provide an additional reason for the
inconsistency of results. Therefore the following presentation of findings will be

restricted, as far as possible, to research with women with breast cancer.
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2.4.1 Coping and psychological outcome in cancer
2.4.1.1 Psychoanalytic models of coping and psychological outcome

The development of theories and measures of coping in cancer have mirrored the
development of research in the general population and its associated problems. Magarey
and co-workers (Magarey, Todd & Blizard, 1977) conducted a focused and non-directive
Interview with ninety women with symptoms of breast disease from which they devised
operational definitions of forty psychological variables. These were used to rate the use
of classic ego defence coping responses according to the psychoanalytic definition of

coping. Consequently, a priori assumptions were made about the adaptiveness of

responses with the classification of responses into ’coping’ or ’defences’. The use of

these definitions subsequently confuses coping with outcome.

Research conducted by Weisman and Worden (1976) employed a measure of coping
consisting of "fifteen broad types of behaviour frequently observed when people try to
deal with a specific problem" (p.5). Unlike the list compiled by Magarey and colleagues,
this list was insufficiently comprehensive and was not specific to the threat being faced
by their subjects (diagnosis of cancer). Coping was again equated with success in the
discussion where results are presented in terms of ’good’ and ’poor’ copers. Good
copers, that is subjects who had low levels of mood disturbance and vulnerability,
employed confrontation, redefinition (reappraisal) and compliance with authority in
response to their diagnosis, whilst poor copers were stoically submissive and responded

with suppression, passivity and tension-reduction.

2.4.1.2 Coping_styles and psychological outcome

The psychoanalytic tradition has also resulted in a number of dispositional measures of
coping in cancer where responses are assumed to be characteristic of a particular coping
style. One of the most well known measures of coping styles was devised by Greer and
co-workers (Greer, Morris & Pettingale, 1979) and was based on interviews with patients
with breast cancer about their perception of the nature and seriousness of their diagnosis

and how this had affected their lives. Their verbatim statements were then classified

into four mutually exclusive categories of response; denial, fighting spirit, stoic
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acceptance and helplessness/hopelessness, which were subsequently analysed in relation
to physical morbidity. Dean (1987) employed this classification of coping in relation to
psychiatric morbidity in a prospective study of 122 women with breast cancer. Patients
who coped with denial had the lowest levels of psychiatric disorder, whilst fighting spirit
and stoic acceptance were also associated with reduced mood disturbance. Limiting
coping to the measurement of exclusive coping styles does not encompass the complexity
of the coping strategies which might be used in response to a diagnosis of cancer.

Furthermore, as has been previously argued, dispositional measures assume a consistency

In responses.

An attempt to address these limitations with a systematic, semi-structured interview based
on the cognitive-phenomenological theory of coping, failed to replicate the four coping
styles described above (Burgess, Morris & Pettingale, 1988). Instead it was found that
individual cancer patients used a variety of cognitive and behavioral responses which
often reflected all four coping styles in one interview. A more detailed analysis of the
interview found increased anxiety was associated with lower expectations of life and
attributions of blame while decreased anxiety was related to responses of passive
acceptance of the diagnosis, cognitive strategies to reduce its impact and some
confronting responses. Greer and colleagues have since attempted to measure their four
coping styles systematically in a self-rating questionnaire (Greer & Watson, 1987) but
they concede that the questionnaire "was not intended to measure every conceivable
psychological response a patient might have to the diagnosis of cancer. Instead it is
confined to the response dimensions identified in our previous studies" (p.447). The
measurement of denial proved to be a problem since only one question obtained statistical
significance in a multivariate analysis of their data from 236 cancer patients. Denial was

subsequently labelled ’avoidance’ and an additional response category of anxious

pre-occupation was included.

2.4.1.3 Individual coping strategies and psychological outcome

A number of other studies have been similarly limited by the range and relevance of the

coping responses assessed. Orr and Meyer (1990) concentrated on assessing minimisation

of the threat of disease in 49 breast cancer patients compared with 57 healthy controls.
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Breast cancer patients consistently appraised diseases more optimistically than the control
group and minimisation of threat was prospectively related to a better social adjustment.
Hopkins (1985) examined the coping strategy of information seeking in breast cancer
patients undergoing adjuvant chemotherapy treatment. Information seeking was found
to be unrelated to adaption as assessed by the Sickness Impact Profile and the Profile of
Mood States. Coping has also been assessed indirectly through measures of social
interaction and sense of control (Ell, Nishimoto, Morvay, Mantell & Hamovitch, 1988).
Poor psychological adjustment as measured by the Mental Health Index was associated

with a low sense of control and poor emotional support.

2.4.1.4 Denial and psychological outcome
Problems of definition also apply to single coping strategies. One of the most frequently

studied responses in cancer is denial which has been related to both increased levels of
distress (Weisman & Worden, 1977) and decreased mood disturbance in patients with
breast cancer (Dean, 1987; Watson, Greer, Blake & Shrapnell, 1984). Weisman and
Worden used the term ’denial’ to include avoidance of the word "cancer”, ignoring the
disease, reluctance to talk about symptoms and minimising potential areas of threat.
Watson and co-workers employed the definition given by Hackett and Cassem (1974)
where denial is described as a measure used by patients "to reduce a threatening portion

of reality in order to allow the person to function under less psychic stress" (p. 2008).

Lazarus and Folkman (1984) argue that denial, defined as a disavowal of reality, 1s often
confused with avoidance where the reality of the illness is acknowledged but the
individual chooses not to think about it. Breznitz (1983) further subdivides the concept
of denial in an analysis which identified seven different kinds of denial including denial
of information, threatening information, personal relevance, urgency,
vulnerability-responsibility, affect and affect relevance. It is therefore not surprising that
global measures of denial, which do not specify which precise aspects are being assessed,

have been associated with both positive and negative mood outcomes.

Meyerowitz (1983) in a study of 113 breast cancer patients, employing an 18 page
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questionnaire to assess coping and emotional responses in the previous month, found
cancer specific denial to be associated with low distress. However, denial was defined
as low cancer upset, consequently the coping response was confounded with the mood

outcome being measured.

2.4.1.5 Cognitive-phenomenological approaches to coping and psychological outcome

Morris (1984) took a cognitive-phenomenological approach to the study of coping in
cancer, employing a semi-structured interview to elicit detailed information on the
specific cognitive and behavioral response used in the first post-operative year in 170
breast cancer patients. Results demonstrated that low levels of anxiety and depression

were not associated with confronting responses or fighting spirit as had been expected,

rather that a strategy of "selective ignoring" was associated with decreased distress. This
involved concentrating on ways to make life more enjoyable and not attempting to change

the immutable aspects of the disease. High levels of distress were correlated with

individual attempts to try not to think about the diagnosis which subsequently failed to
keep out painful emotions as well as an absence of cognitive strategies. Similar results
were found when the WCQ was used in a study of chronic illness including cancer
(Felton, Revenson & Hinrichson, 1984). Cognitive strategies including the seeking of
information were associated with positive affect whilst emotion focused strategies such

as avoldance, blame and emotional ventilation were related to negative affect.

Despite the current move towards research into coping as a process, many studies
continue to employ cross-sectional designs. An investigation by Heim into the coping of
72 women with breast cancer and 79 women with benign breast disease highlighted the
importance of a longitudinal design (Heim, 1991). Results demonstrated a variation in
coping responses over time and their relationship with psychological outcome such that
the responses assessed later in the course of the disease had a greater impact on
well-being. Overall, high distress was associated with resignation (fatalism), social
withdrawal, rumination or pre-occupation with thoughts of the disease and emotional
release. Low levels of distress were related to dissimulation and isolation-suppression

of emotion.
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Felton and Revenson (1984) also employed a longitudinal investigation from which they
conclude that coping and psychological outcome show a bi-directional relationship such
that poor psychological adjustment was related in a vicious circle to the coping response
of wish-fulfilling fantasy. Filipp and co-workers similarly questioned the assumption of
a uniform causal direction between coping and adjustment (Filipp, Klauer, Freudenberg
& Ferring, 1990). In a detailed analysis of 332 cancer patients they found that only one
coping strategy, threat minimisation (including positive thinking and a compliant attitude)
was predictive of an improvement in well-being over time. The search for affiliation was
the only strategy which had a positive effect on levels of well-being assessed at the same
time. Other strategies such as rumination (pre-occupation with disease and social

withdrawal) were predicted by prior adjustment rather than vice versa such that low

levels of well-being resulted in greater rumination.

2.4.1.6 Choice of outcome

Variation in the choice of outcome measure could provide a further explanation for
inconsistent results between studies. For example, Bloom and Spiegel found denial and
avoidance were related to a poorer outcome in contrast to the results of Watson and
colleagues and Dean previously discussed (Dean, 1987; Watson, Greer, Blake &
Shrapnell, 1984) where denial was associated with lower levels of mood disturbance.
Apart from the differing conceptualisations of denial, the outcome measured by Bloom
and Spiegel involved levels of social functioning as opposed to the psychological and
psychiatric morbidity which was assessed by Watson and Dean respectively. Outcome
measures 1n the study of coping with cancer have included compliance and self-esteem,
self-report questionnaires on adjustment to illness, ratings of uncertainty, semi-structured
interviews to assess emotions and Nurse’s rating of adjustment (Ell, et al., 1988; Heim,
1991; Irvine & Brown, 1984; Jenkins, et al., 1988: Molleman, et al., 1984; Timko &
Janoff-Bulman, 1985). In addition, coping in cancer patients has been studied in relation

to its effect on the physical course of the disease.

2.4.2 Coping_and physical outcome in cancer

There are numerous anecdotal reports of a relationship between patients’ attitude towards

their disease and subsequent disease outcome. Patients who survive for longer than
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expected have been observed to have an attitude of fighting spirit whilst shorter survival
has been associated with an attitude of fatalism and giving up (Stoll, 1979). Individual
observations cannot be considered as scientific proof of an association between coping
and prognosis, but many of the early attempts to examine this link systematically were
inconclusive due to methodological shortcomings (Fox, 1982). For example, Achterberg

and colleagues (Achterberg, Lawlis, Simonton & Matthews-Simonton, 1977) conducted

a study with 126 cancer patients using well-validated methods of measuring psychological
variables. Results demonstrated that a poorer prognosis was related to denial, a lack of
fighting spirit and a significance dependence on others, but patients were only

followed-up for two months.

Greer and Watson (1987) outline a number of methodological requirements for studies
of the effect of coping on the prognosis of cancer. These include a prospective design,
a consecutive series of randomly selected patients, standardised psychological tests or
clearly specified clinical ratings of psychological variables, complete data on type and
stage of cancer as well as treatment, an adequate follow-up period which should exceed
12 months at the least, and statistical analyses which take into account any correlations

between known biological prognostic factors and the psychological variables.

Unfortunately, few studies conform to these specifications, including the most widely
quoted research in this area which was conducted by Greer and his colleagues (Greer,
Morris & Pettingale, 1979). The four coping styles previously described were assessed
in 57 women with breast cancer, three months after operation. Follow-up assessments
conducted five years later found that responses of denial and fighting spirit were
significantly associated with longer recurrence free survival periods than responses of
helplessness/hopelessness and stoic acceptance. They found no evidence to suggest that
this difference was due to biological factors, since the patients in the different coping
groups were similar in terms of clinical and prognostic factors. These results were
confirmed at 10 year follow-up (Pettingale, Morris, Greer & Haybittle, 1985).
Psychological responses were again found to be independent from prognostic variables
and were the most significant factors in predicting recurrence or death. These results

have to be interpreted cautiously due to the small number in the sample. In addition, two
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important prognostic indicators of lymph nodes and hormone receptor status were not
Included in the analysis since methods for their measurement were not available when the
study was conducted. Further criticisms include their measure of coping and the
classification into mutually exclusive global categories of response which do not
encompass the range or thoughts and behaviours exhibited by patients with breast cancer,

as well as the timing of the assessment which took place three months after operation

when the first stage of adjustment was over.

{A’hilst these findings were partially confirmed by research with malignant melanoma
patients (DiClemente & Temoshok, 1985), another prospective study with patients with
advanced breast cancer failed to find any association between helplessness/hopelessness
and disease outcome (Cassileth, Lusk, Miller, Brown & Miller, 1985). It has been
suggested that this inconsistency could be due to the use of different populations and
measures of coping. A later study attempted to replicate these findings in a larger sample
of both breast cancer, Hodgkins and non-Hodgkins lymphoma patients (Pettingale,
Burgess & Greer, 1988). A semi-structured interview was employed to gather more
detailed data on coping, and assessments were conducted at 3 and 12 months post
operation. No significant associations were discovered between coping responses and the
clinical and treatment variables in breast cancer although there were some significant
findings with the lymphoma patients. The authors conclude that this supports their earlier
findings since coping was not related to prognostic variables, therefore it must have an
independent effect on outcome. However the follow-up period was too short to replicate
the relationship of coping on recurrence or death. Despite the use of a detailed

Interview, responses were summed into three very broad groups which did not conform

to the previous four styles.

Another study aimed at replicating Greer’s original research was less supportive, Dean
and Surtees (1989) also used a larger sample and included histological node status but
they conducted pre-operative as well as post-operative assessments. Coping responses
were categorised into four coping styles according to the methods employed in the
original study. The disease outcome of 122 women with primary operable breast cancer

were then reassessed 60-8 years after operation. Regression analyses were employed to
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assess the predictive significance of the psychological variables after accounting for the
effects of demographic, disease and treatment variables. Overall survival was found to
be associated with pre-operative psychiatric symptoms of distress and denial measured
at three months post-operation. Similar relationships were found with recurrence free
survival, but unlike Greer’s study, this was additionally related to pre-operative responses
of helplessness/hopelessness and stoic acceptance. Thus, only the original finding
regarding denial and a favourable outcome was confirmed. However, this relationship
was dependent on when coping was measured, as responses were not consistent over
time. The authors are tentative in their conclusions as they suggest that the final sample
was still small and regression analyses had included a large number or variables which

limits their significance. In addition, they concede that the measurement of coping is

unsatisfactory.

2.4.3 Interaction between physical and psychological outcome in cancer

It has been suggested that coping may exert an indirect effect on physical outcome
through an interaction with the associated emotional responses. For example, several
studies have documented an association between expressed emotion and a favourable
prognosis. Derogatis and colleagues (Derogatis, Abeloff & Melisartos, 1979) divided 35
women with metastatic breast cancer into short and long term survivors depending on
whether they had died within one year of the baseline evaluation. These took place on
the patients second visit to the outpatient department. Long term survivors exhibited
significantly greater levels of anxiety, hostility and psychotic symptoms and were
perceived as less well-adjusted and with more negative attitudes to their disease and
treatment, as assessed by physicians, than the short term survivors. However, the study
was flawed by the small sample size, non-inclusion of clinical variables in the analysis
and apparently arbitrary assignment of survival categories. Short term survivors also had
a significantly greater exposure to chemotherapy than long term survivors. Furthermore,
analyses did not take into account the causal direction of the relationship, therefore it
cannot be discounted that coping responses may have been caused by the progressive

disease rather than the other way round.

The prospective study conducted by Dean and Surtees (1989) described above, provides
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stronger evidence for a link between emotions and outcome. They noted that psychiatric
status was associated with recurrence and survival such that the expression of distress was
related to a better prognosis. It has been suggested that unexpressed emotion may
produce an unfavourable biological reaction (Levy & Wise, 1988) and increased natural
killer cell activity has been demonstrated in breast cancer patients exhibiting greater

distress and maladjustment after operation (Levy, Herberman, Maluish, Schlien &

Lippman, 1985). Thus, coping responses to a diagnosis of cancer may have an effect on
the regulation of emotions for which there are endocrinological sequelae resulting in an

effect on the prognosis of the disease. Magarey (1988) further suggests that

psychological factors can have a more direct effect on disease outcome through early

detection and compliance with treatment.

Recently, a study was conducted which conformed to all the methodological requirements
outlined by Greer and Watson (1987) but which found no significant correlations between
psychological variables, including coping, and course of disease (Buddeberg, Wolf,
Sieber et al., 1991). Research was conducted on a consecutive series of 107 patients who
had been treated for primary operable breast cancer six months earlier. Psychosocial data
were collected using standardised measures every 3 months for the first year and then six
monthly for the next two years. Somatic data were collected yearly and results have been
reported from a three year follow-up. Individual analyses of coping responses

demonstrated both stability and flexibility in responses. Whilst none of the coping

responses predicted the course of disease, initial tumour size and histological node status

were found to be significantly correlated with tumour stage 3 years later and an

unfavourable prognosis.

These results highlight the criticisms of many of the studies of coping in cancer. The use

of detailed analyses revealed that individual long-term coping processes show a
wide-variability which cannot be assessed in studies of a limited range of coping

responses or styles or through the use of a cross-sectional design. With regards to
physical outcome, the authors conclude that "somatic parameters of breast cancer are

much more important for the course of the disease than psychological aspects of coping”

(p.156). They believe that studies which show a positive relationship between coping and
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physical outcome are frequently methodologically flawed by small sample sizes,
insufficient data on the somatic variables and incomplete follow-up data on psychological

variables.

2.5 CONCLUSIONS

The influence of models of stress on the definition and measurement of coping has meant
that some coping research has been restricted to limited coping traits or styles. These
cannot fully reflect the diversity of responses needed to cope with the multiple stresses
imposed by the diagnosis and treatment of breast cancer. Such dispositional definitions
assume a consistency in responses across situations which is not supported in the coping
literature. Other research has made a priori assumptions regarding the efficacy of certain

coping strategies, thereby confounding coping with psychological outcome.

A cognitive approach to the study of coping as a dynamic process has attempted to take
these criticisms into account. Coping responses are considered as cognitive and
behavioural strategies to manage a situation which is appraised as stressful. All coping

responses are included, regardless of efficacy. These responses are expected to vary as

the demands of the situation changes. Consequently, the measurement of coping has
tended to include a wide-range of strategies which can lead to difficulties in analysis.

Furthermore, a larger number of coping responses can lead to ambiguities in their

individual description and operationalisation.

Varying results have been found in the application of measures of coping to the study of
psychological and physical outcomes from breast cancer. These can partly be explained
by the choice of definition or measurement of coping strategies. Methodological
problems such as small numbers, cross-sectional designs, length of follow-up and choice

of outcome measures have contributed to the inconsistency of these results. Overall,
there is some agreement that cognitive and behavioural strategies to cope with a stressful

situation such as breast cancer have some effect on outcome.
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CHAPTER 3: SOCIAL SUPPORT AND OTHER MEDIATING FACTORS IN
PSYCHOLOGICAL ADJUSTMENT TO BREAST CANCER

In addition to coping responses, several socio-demographic and personal characteristics
have been suggested as playing a mediating role in outcome after the diagnosis of a
life-threatening disease. The support patients receive is believed to be crucial in helping
them adjust to the disease. Furthermore, socio demographic factors such as social class,
employment status, and age as well as personal factors including previous history of
psychiatric treatment are considered as risk factors for post-surgical psychological

morbidity. This chapter reviews the research on the relationship of each of these factors

with both psychological and physical outcomes from breast cancer.

3.1 THE ROLE OF SOCIAL SUPPORT IN CANCER

3.1.1 Definitions and measurement

Social support is widely considered as having a beneficial effect on both physical and
emotional health and empirical evidence has indeed shown that social support can reduce
psychological morbidity in response to stressful situations within the general population
(Billings & Moos, 1982; Brown & Harris, 1978; Kaplan, Robbins & Martin, 1983).
Brown and Harris (1978) report extensive research on the relationship between social
support and clinical depression in a population of women residing in the community.
They found that social support provided by a confidante (usually a spouse or boyfriend)

mitigated the effects of stressful life events or difficulties such that only 4% of women
with a confidante experienced clinical levels of depression compared with 38% of those

women with no confidante.

Despite the widespread acknowledgement of the beneficial effects of social support,
studies of social support in cancer patients have been subject to similar criticisms as
coping research. Specific criticisms include a lack of consensus regarding the definition
and subsequent operationalisation of the concept of social support. Many of the early
researchers failed to provide any specific definition and those definitions which were
outlined were often i1mprecise or tautological (House, 1981). Subsequent

operationalisations of the concept were varied, including aspects such as financial
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resources, job satisfaction, social class, marital status and self-esteem. Furthermore,
social support mirrored the problem with coping research in producing operational
definitions which were confounded with outcome such as ’adaptability’ (Thoits, 1982).
Research into social support has also been criticised for the extensive use of
cross-sectional designs, with conclusions about causal direction between support and
physical or psychological outcome based on correlational data collected at a single time
pomt. Conceptual and methodological difficulties in research on social support have been
fully discussed in reviews on studies in the general population (Brownell & Schumaker,
1984; Turner, 1983) and specifically in relation to cancer (Bloom, 1982b; Broadhead &
Kaplan, 1991; Vernon & Jackson, 1989; Wortman, 1984).

The importance of viewing social support as a multi-faceted concept is stressed by Bloom
(Bloom, 1982b) because "the indicators may have different relations to outcome and as

perceptual rather than behavioral because not all well-intended social exchange is

percelved by the target as supportive” (p. 1331). Wortman, in her widely quoted review
(Wortman, 1984), suggests that the researcher interested in studying the influence of
social support needs to consider a number of questions which can be summarised as: who
is providing the support (e.g. partner, friend, physician), what type of support is being
provided (e.g. emotional, financial, informational), when the support is offered (in
relation to disease stage) and what outcome measure is employed. A further decision is
required as to whether available measures of social support should be employed or
whether a specific scale for the particular cancer population should be devised. Different
decisions on these questions have in part been responsible for the varying strength and

direction of the relationship between social support and outcome that is found in the

literature.

3.1.2 Social support and physical outcome

Examination of social support in relation to short-term recovery from surgery for breast
cancer, in a retrospective study by Funch and Mettlin (1982), demonstrated a significant
association with physical health. One hundred and fifty one patients were interviewed

between three and twelve months after surgery regarding the availability of social,

professional and financial support. Outcomes included the separate measurement of
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physical recovery and psychological adjustment (discussed below). Physical recovery was
significantly and positively related to financial support after controlling for
socio-demographic and disease/treatment factors. However, the use of a retrospective
design means that conclusions can only be tentative as the causal direction of the
relationship between social support and health cannot be ascertained. It is possible that

the diagnosis of a life threatening illness could effect the availability and perception of

support.

An extensive review of the literature on social support and cancer by Vernon and Jackson
(1989) provides evidence for an association with rates of mortality, although the results
are not always consistent. The authors discuss a number of reasons for this inconsistency
which include the use of retrospective data collection and the divergent definitions of
social support, with some definitions consisting of marital status alone. Frequently, the
concept was poorly operationalised, involving such diverse aspects as financial or tangible
support, marital satisfaction and support from a confidante. Specific measures of support

varied in each study, thus comparisons across studies are limited.

A meta-analysis examining the association between social support and physical health
found that the overall effect of support on physical outcome was a small but negative one
(Leppin & Schwarzer, 1990). Specific analyses of the type of support offered
demonstrated larger effects such that actual support showed a stronger relationship than
the mere existence of social relationships. Additionally, qualitative aspects of support
(satisfaction) were found to have a greater impact on health than quantitative aspects
(number of contacts). Practical support was also found to be more important than
emotional support, which is not surprising when it is remembered that the outcome
measure was one of physical rather than emotional health. It is suggested that emotional
support may show a stronger relationship with emotional outcome. The authors outline
a number of criticisms which again include the widespread use of cross-sectional designs
and the consequent limitations for causal interpretation. A further criticism is of the lack
of specific measures of support and their relationship with specific outcome measures as

opposed to general indicators of health or illness. Reference is made to another

meta-analysis by the authors (Schwarzer & Leppin, 1989) in which social support

38



demonstrated a stronger association with depression than physical health.

3.1.3 Social support and psychological outcome
The strong association between social support and distress has been further highlighted

in research with patients with cancer. Funch and Mettlin (1984) demonstrated a
significant and positive relationship between social and professional support and
psychological adjustment in addition to the association between financial support and

physical recovery discussed above.

The question of what type of support is perceived as the most beneficial has been
specifically addressed in studies with cancer patients. Eighty-one percent of the patients
responding to research by Dunkel-Schetter (1984) indicated that emotional support was
perceived as most helpful, whilst 41% perceived informational support as somewhat
helpftul. Only 6% of respondents felt that tangible support was helpful.
Dunkell-Schetter’s research also examined the effect of who was providing the support.
Interestingly, emotional support was perceived as helpful regardless of who provided it,
i.e. partner, family or physician. The perceived helpfulness of tangible support was
similarly unaffected by provider. In contrast, information and advice was perceived as
helpful when provided by physicians or medical personnel but unhelpful if offered by
family or friends. Other important providers of support include "some one person"” who
1s a significant member of the supportive network (Abbey, Abramis & Caplan, 1981) or
the presence of at least one intimate and dependable relationship which is percetved as
critical for the psychological well-being of cancer patients (Lowenthal & Haven, 1986).
These are similar to the importance of support provided by a confiding relationship as
described by Brown and his colleagues (1978). Other cancer patients have also been
shown to be an important source of informational and emotional support, the shared

experience having a strong distance-reducing effect (Van den Borne, Pruyn & Van den
Heuvel, 1987).

It has been argued that the context in which the support is offered has an influence on the

relationship with outcome. Winnubst and colleagues (Winnubst, Couzijn & Ros, 1990)

review research which demonstrates that the kind of support required by the cancer
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patient varies according to their disease stage and the associated stresses and demands.
Women with early breast cancer reported that the support from other patients was
important for their post-surgical adjustment (Vachon, Lyall, Rogers, Cochrane &
Freeman, 1982), whilst patients with a good prognosis required greater informational
support than those with a poor prognosis (Gordon, et al., 1980). It is notable that whilst
the effect of support appears to vary with the provider and the context of support,
emotional support consistently remains an important source of support irrespective of who

1s providing it or when it is provided (Dunkell-Schetter, 1984).

Despite these positive findings, research on social support with patients with breast cancer
does not always show an association with psychological outcome. In a recent study by
Roberts and colleagues (Roberts, Cox, Shannon & Wells, 1994), moderate correlations
between greater psychological distress and lower levels of social support were reduced
or eliminated when the personality variable of social desirability was included. The
authors conclude that characteristics of the person, rather than the stressful situation,

underlie the apparent relationship between soctal support and psychological outcome.

3.1.4 Social support and interventions
Early evidence of a beneficial effect of social support on physical and emotional health

prompted the development of a number of interventions designed to enhance the support
received by patients. Bloom and colleagues (Bloom, Ross & Burnell, 1978) examined
the effect of support provided by an oncology counsellor who offered information about
cancer and its treatment as well as support to women with breast cancer from the time
of diagnosis until two months after mastectomy. These were compared with a group of
women not receiving this professional support. Whilst the supported group showed
greater fluctuations in mood immediately after surgery, the two groups had comparable
scores on a health locus of control scale. Two months after surgery, the treatment group
reported increased feelings of effectiveness compared with the group which had received

standard medical care.

Similarly positive results were reported by Spiegel in conjunction with Bloom & Yalom

in 1981 which examined the effect of a social support group with women with metastatic
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breast cancer (Spiegel, Bloom & Yalom, 1981). Patients were randomly assigned to a
treatment or control group and followed up for one year. The treatment group
participated in weekly group meetings and subsequently reported fewer feelings of
tension, confusion and fatigue with increased vigour and fewer maladjusted coping
responses and phobias than the control group. Spiegel and his colleagues subsequently
followed up their participants ten years later in order to determine whether the support
group had an effect on survival. Much to the surprise of the researchers, the mean
survival time from randomisation for patients in the treatment group was 36.6 months
(SD 37.6 months) compared with a significantly lower mean time of 18.9 months (SD
10.8 months) for the control group. This result is not without controversy and has been
criticised for the lack of evidence of homogeneity for disease and treatment factors
between the two groups. For example, the initial staging of the disease for the treatment
group displayed less advanced disease progression. A number of studies have supported
the suggestion that social support groups can help lower the levels of distress associated
with cancer (Bloom & Ross, 1977; Ferlic, Goldman & Kennedy, 1979; Maisiak, Cain,
Yarbro & Josof, 1981). However, some of the evidence i1s ambiguous because of the
failure to use an adequate control group (or any control group at all) or a longitudinal
design. Furthermore, the combined use of informational and emotional support, such as
in the study by Bloom and colleagues, make it difficult to evaluate which specific aspect
of support is effective. Social support groups are often described as psychotherapy
groups which indicate a confusion between support and teaching coping skills (including
teaching hypnotism for the control of pain in the study by Spiegel and colleagues).
Consequently, it becomes less certain whether it is the support aspect or the coping skills

which produce the reduction in distress or improvement in physical recovery.

3.1.5 Social support and coping
Some researchers have attempted to examine the effects of social support and coping

separately. Bloom (Bloom, 1982b) integrated research on coping and social support
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