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Quality of Life Intervention For Breast Cancer Survivors:

Application of Social Cognitive Theory

Kristi Dove Graves

(ABSTRACT)

The purpose of this project was to augment self-efficacy, outcome expectations, and self-

regulatory skills for women with breast cancer through a quality of life intervention based on

Social Cognitive Theory. Relationships between social cognitive variables, positive coping

behaviors, and quality of life were explored. The intervention was conducted in collaboration

with an established cancer treatment center and provided information, guided feedback, and

mastery experiences in a supportive environment for breast cancer survivors. A total of 32

women were enrolled and randomized to either the 8-week intervention or standard-care. With a

final n of 14, the lack of statistical power made it difficult to determine whether differences

existed between the two groups. Data trends suggested that some women benefited from the

program. Implications for the content and delivery of future psychosocial interventions with

cancer patients were discussed.
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CHAPTER 1      INTRODUCTION

 Improvement in the quality of life of breast cancer survivors may lower the rate of

recurrent breast cancer and lessen the physical, psychological and social damages and costs

caused by this disease that affects one in eight women (Landis, Murray, Bolden, & Wingo,

1998). Psychosocial interventions have been shown to have positive effects for cancer survivors

as indicated by several reviews (Andersen, 1992; Graves, 2000; Meyer & Mark, 1995). One

critical area benefited by these interventions is quality of life (Cella, Sarafian, Snider, Yellen &

Winicour, 1993; Cunningham, Lockwood, & Cunningham, 1991; Greer et al., 1992; and Telch &

Telch, 1986). Quality of life (QOL) has been defined as years of healthy life (Department of

Health and Human Services [DHHS], 1991), and is conceptualized as a subjective and

multidimensional construct (Cella, 1992).

The mechanisms for the beneficial effects of such interventions are not clearly

understood. Meyer and Mark (1995) and Redd (1995) encouraged researchers to investigate

potential mechanisms for change in QOL through theoretically-driven, well-designed

experimental studies. No single theoretical model has been described that explains the changes

these QOL interventions have elicited in physical and psychological health status and

functioning. Social Cognitive Theory (SCT), through its components of perceived coping self-

efficacy, outcome expectations, and self-regulation, may account for the mechanisms of change

from psychosocial interventions and offer an over-arching theoretical model of improvements in

QOL and possible reductions in disease progression or recurrence (Graves, 2000).

Healthy People 2010—Conference Edition (DHHS, 2000) indicates that a focus of future

public health endeavors will be to increase the number of cancer survivors who are living five or

more years after diagnosis to 70%. Currently, the relative 5-year survival rate for all cancers is

estimated at 59%. In the measurement of short and long-term survival, the 2010 Objectives

emphasize the need to assess QOL. Additional goals outlined in the Healthy People 2010—
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Conference Edition include a reduction in breast cancer mortality to less than 22.2 per 100,000, a

20% improvement over the 1998 rate of 27.7 deaths per 100,000 women (DHHS, 2000).

QOL: Definition and Implications

As noted, QOL is defined in Healthy People 2000 as years of healthy life (DHHS, 1991).

This measurement is the combination of health-related QOL and mortality rates. Health-related

QOL consists of various constructs, including mental, physical, and social functioning;

symptoms and subjective complaints; general health perceptions; and social opportunities

(Patrick & Erickson, 1993). Cella and Cherin (1988, p. 70) describe QOL as the “…patients’

appraisal of and satisfaction with their current level of functioning compared to what they

perceive to be possible or ideal.” Therefore, QOL is both a functional and affective variable

related to the individual’s overall well being.

For cancer survivors, QOL is considered an essential outcome variable (Cella, 1998).

Improved QOL not only enhances the survivorship experience, it also contributes to lower levels

of morbidity and mortality through positive mood states, active coping strategies, and better

medical compliance (Fawzy et al., 1990; Pettingale, Morris, Greer, & Haybittle, 1985). The

relationship between QOL and health status is evident with other medical populations, including

people with AIDS (Fanning & Emmott, 1994), heart disease (Frasure-Smith, Lespérance &

Talajic, 1995), and rheumatoid arthritis (O’Leary, Shoor, Lorig & Holman, 1988). Gaining

insight into potential mechanisms that contribute to enhancing the QOL of breast cancer

survivors would provide for the adoption of cost-effective psychosocial interventions that

improve the survivorship experience and reduce morbidity and mortality. Such an understanding

could then be generalized to other medical populations and used as a way to lower overall health

care costs and meet the QOL and survivorship goals set forth in Health People

2010—Conference Edition (DHHS, 2000).
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Psychological Factors Related to QOL for Breast Cancer Survivors

The physical and psychological impacts made by a diagnosis of breast cancer are

immense (Taylor, 1989; Pederson & Trigg, 1995). Specific factors related to poor physical and

psychological functioning in breast cancer survivors have been explored. Stressful life events

preceding diagnosis, history of depression, and a regional (versus localized) disease pattern

were associated with high levels of distress (Maunsell, Brisson & Deschênes, 1992). Further,

symptoms indicative of post-traumatic syndrome disorder were evident in breast cancer

survivors with lower levels of reported QOL, lower income, and younger age (Cordova et al.,

1995). Meeting the clinical criteria for PTSD after a breast cancer diagnosis and related

treatment indicates the severe, demonstrable effect this disease has on some women.

Coping styles have been identified as mediating psychological adjustment to breast

cancer and affecting subsequent morbidity and mortality (Dunkel-Schetter, Feinstien, Taylor, &

Falke, 1992; Meyerowitz, 1983; Pettingale et al., 1985). Women with an active style of coping

had significantly higher recurrent-free survival rates after 5 and 10 years than those with stoic

acceptance and helplessness/ hopelessness (Pettingale et al., 1985). Similarly, melanoma

survivors exhibiting self-effacing and nonassertive personality styles had thicker tumors than

patients with a more active, impatient and controlling personality style at one-year follow-up

(Temoshok, 1985). Short-term survival status has been predicted by certain affective variables,

such as self-esteem and a positive attitude, even after controlling for treatment related variables

and type of cancer (Stein, Linn & Stein, 1989). Thus, it appears that patients with a more

assertive, positive, and in-charge type of orientation live longer and have less disease

progression than individuals using helpless or self-effacing coping styles. This assertive and in-

charge type of coping style reflects a high coping self-efficacy, or a patient’s belief that he or

she will be able to manage the challenges inherent in coping with a cancer diagnosis and its

treatment.
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Psychosocial Interventions to Improve QOL

Psychological interventions to enhance QOL in breast cancer survivors have

demonstrated improvements in numerous domains of functioning. Studies comparing

psychosocial interventions to standard-care have shown positive results (i.e., Fawzy et al., 1990;

Fawzy, 1995; Greer et al., 1992; and Spiegel, Bloom, & Yalom, 1981). At least three

interventions have used the self-efficacy component of SCT to improve QOL (Cunningham,

Lockwood & Cunningham, 1991; Lev et al., 2001; Telch & Telch, 1986). A recent intervention

(Antoni et al., 2001) compared a 10-week cognitive-behavioral stress management intervention

to a one-day educational seminar. Antoni and colleagues were able to make significant changes

in distress, optimism, emotional processing and benefit finding for women in their treatment

group, especially for those women who had high distress and low optimism at baseline. The

interventions strategies used by this research team are similar to those delineated in SCT, namely

practice of specific skills, modeling, and challenging negative expectations. Nonetheless, no SCT

variables were measured, nor was the intervention framed as one guided by this specific theory.

The authors also call for future research to evaluate which intervention components were

responsible for the beneficial outcomes (Antoni et al., 2001) Thus, the positive outcomes from

this recent study further support the need for implementing a QOL intervention based on SCT

and measuring its outcomes as potential mechanisms of change.

Most of the empirical research related to psychosocial interventions for cancer survivors

has revolved around interventions that focus on skill-building, education without the practice of

new skills, or a non-directive, discussion-oriented support group. Both skill-building and

education-only interventions have been contrasted with the non-directive, discussion-oriented

support group (Helgeson, Cohen, Schulz & Yasko, 1999; Telch & Telch, 1986), as well as with

standard-care or no-treatment control groups (Helgeson et al., 1999; Lev et al., 2001, Telch &

Telch, 1986). To date, no published study has been conducted that tests the efficacy of an

intervention targeting and measuring all elements of SCT. The present study empirically

contrasted a fully orchestrated SCT intervention focused on skill-building and feedback to

routine care provided by the local cancer center. Comparing an SCT intervention to standard care
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allowed for an initial evaluation of this theoretical orientation to improve QOL for breast cancer

survivors. In addition, the present study explored relationships between social cognitive variables

and QOL. This study also provides a stepping-stone for future research in which empirical

contrasts between various elements of SCT-driven interventions are tested. Understanding the

psychological variables and processes that contribute to better QOL is an important next phase in

the field of psycho-oncology (Cella, 1998; Holland, 1995).

Skill-building versus support.

A skill-building group for cancer survivors was more effective in improving cancer

survivors’ adjustment to disease and QOL than supportive group therapy and standard care

(Telch & Telch, 1986). Following the guidelines of self-efficacy theory, Telch and Telch (1985,

1986) recommended that pre-intervention assessment of cancer survivors’ self-efficacy allows

the skills intervention program to be tailored to survivors’ needs. Moreover, they recommended

that frequent monitoring of self-efficacy throughout and after the intervention could provide

markers for patients’ progress through the intervention, serving as a manipulation check for

treatment impact.

Cancer survivors in the coping skills group had significantly higher levels of self-efficacy

as measured by a researcher-designed instrument that consisted of six subscales: coping with

medical procedures; communication with physicians, friends and family; participation in

vocational, social, and physical activities; personal management; affective management; and

self-satisfaction (Telch & Telch, 1986). Moreover, the coping skills intervention participants had

significantly lower scores on the negative subscales of the Profile of Mood States (POMS) and

significantly lower ratings on the Cancer Inventory of Problem Situations (CIPS), a scale that

assesses problems frequently encountered by cancer patients. Effect sizes based on the

comparison of the coping skills group to the support group were quite high for self-efficacy (.75)

and overall mood (.76); these effect sizes were even more robust for coping skills versus

standard care (1.55 for self-efficacy and 2.11 for overall mood). When compared to support

group treatment and standard care, patients participating in the intervention based on self-
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efficacy theory had lower levels of psychological distress as evidenced by greater self-efficacy

scores and improved mood states (Telch & Telch, 1986). Similarly, an intervention designed to

enhance self-efficacy improved QOL as measured by the Functional Assessment of Cancer

Therapy, as well as lowered symptom distress at 4 and 8 months postintervention (Lev et al.,

2001). This intervention was delivered individually to each breast cancer survivor once a month

for 5 months and was supplemented by a video designed to augment self-efficacy. Finally,

improved mood states were evident in a 6-week skill-building intervention. Cancer patients

randomized to the skill-building group reported significantly better mood states than those in the

supportive discussion group at 3-month follow-up (Cunningham & Tocco, 1989).

Education versus support.

Earlier attempts have been made to explain potential mechanisms of change for improved

functioning in psychosocial interventions with cancer patients (Helgeson et al., 1999, 2000). The

strategy of Helgeson and colleagues was to examine the differences between education-based

and peer discussion-based interventions for cancer survivors. Improved outcomes related to

physical and psychological functioning were obtained for the education intervention over both

the peer discussion and education plus peer discussion interventions at posttest and 6-month

follow-up. Effect sizes for the education versus peer-discussion and no-treatment control

conditions demonstrated small to moderate effects for positive affect (.16 and .17) and self-

reported physical functioning (.36 and .25). Pathways of improved adjustment were examined;

women in the education intervention had improved self-esteem and body image, less uncertainty

about their illness, and greater likelihood of discussing their illness with friends and family than

women not in this intervention group. These participants also had fewer intrusive thoughts about

their illness, greater personal control, and less vicarious control. Women in the peer discussion

intervention showed more negative social network interactions and negative downward

comparisons than women not in this group. They also reported more intrusive and avoidant

thoughts.
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Both coping skills interventions and education-based interventions appear to improve

self-reported psychological and physical outcomes. Thus, comparing a fully orchestrated SCT-

based intervention that includes skill building and feedback to standard care appears to be the

next logical step in the literature. The successful skill-building approaches have elements related

to enhancing health outcomes through improved self-efficacy, outcome expectations, and self-

regulatory skills. Utilization of all three of these elements appears to be lacking in previous

psychosocial interventions; the essential techniques that most improve QOL outcomes appear to

be providing information plus allowing for practice, feedback and mastery steps of coping skills

related to breast cancer and its treatment within a supportive, interactive environment.

Recognizing the parallels between the components of SCT and QOL provide the foundation for

conducting an empirical test of a comprehensive, SCT-based skill-building intervention versus

standard care.

Parallels Between QOL and SCT

Cella (1992) discussed QOL in terms of its subjectivity (understood from only the

patient’s perspective) and multidimensionality. A patient’s subjective perceptions of illness,

treatment, self, and future risk are essential components to QOL. These perceptions closely

correspond with SCT’s concept of outcome expectations.

Outcome expectations.

Outcome expectations refer to the physical, social, and self-evaluative expectations one

holds for the outcome of one’s behaviors. When a cancer survivor cannot behave in a way

consistent with her expectations of what is ideal (due to physical or psychological effects of the

illness or treatment), greater levels of functional, social, physical and psychological distress will

be reported. This incongruence may stem from physical or psychological limitations, namely

negative outcome expectations. Negative outcome expectations may lower QOL, which has also

been described as an individual’s subjective view of his or her experience and behaviors.
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Specifically, Cella noted, “Quality of life is best understood as representing the gap between

one’s actual functional level and one’s ideal standard” (1992, p. 9). Examples of negative

outcome expectations include adverse thoughts about the future, consequences of treatment

and/or illness; pessimistic attitudes about returning to work; and negative ideas concerning body

image and sexuality. Negative outcome expectations are directly influenced by another

component of SCT, self-efficacy.

Self-efficacy.

Self-efficacy, or “beliefs in one’s capabilities to organize and execute the course of action

required to produce given attainments” (Bandura, 1997, p. 3) may play a critical role in QOL and

adjustment for cancer patients (Lev, 1997; Lev & Owen, 2000). Interventions to improve QOL in

cancer survivors have included instruction for coping with the disease by providing information

and assessing affective reactions. One’s belief in his/her coping abilities has been shown to

predict more adaptive psychological and physiological functioning (Bandura, 1997), which

would then indicate higher QOL. Multiple domains of QOL may be influenced by self-efficacy,

as it often shapes an individual’s behavior and attitudes, especially in concert with one’s

outcome expectations. As noted by Cella (1992), QOL is a mutable factor across time and

situations; individuals adjusting their expectations to their new functional level experience less

distress. Having realistic and achievable goals is an essential aspect of improving one’s self-

efficacy for specific situations. If the level of skill and belief in one’s ability to cope with cancer

are compatible, then more positive affective and functional outcomes will be attained. Self-

efficacy, similar to QOL, is a dynamic factor that changes with experience, improving with

success attained through appropriately set goals, mastery experiences, feedback and reappraisal

of the situation. These steps are described by SCT’s process of self-regulation.

Self-regulation.

Self-regulation refers to the process of planning, monitoring and changing one’s

behaviors and cognitions to correspond with one’s abilities, environment and desired outcomes.
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For individuals with cancer, self-regulative skills help with setting attainable and incrementally

more challenging goals for overall coping and functioning. As a process of change, self-

regulation is an integration of self-efficacy and outcome expectations, with each component

reciprocally influencing the other, behavior, and the outcomes that are attained. Just as the

various domains of QOL are interdependent, so are the components of SCT. Outcome

expectations, self-efficacy, and self-regulation likely mediate and influence the physical,

psychological, social and functional aspects of an individual’s QOL.

Potential Mechanisms of Change in QOL

Successful psychosocial interventions for improving the QOL in breast cancer survivors

appear to have elements that augment participants’ coping self-efficacy, increase positive

outcome expectations and teach appropriate self-regulatory skills. A recent meta-analysis of

psychosocial interventions for adult cancer survivors indicated that those studies with SCT-based

components had significantly larger effect sizes for all QOL outcomes combined than studies

without SCT-based components, Z=3.52, p < .01. Moreover, outcomes for affect, coping, and

physical functioning were significantly larger for interventions including SCT-based components

(Graves, 2000). Thus, implementing an SCT-based intervention with adult cancer survivors may

provide maximum improvement of QOL outcomes. As mentioned above, Helgeson et al. (1999,

2000) found positive outcomes for education-based interventions with cancer survivors,

proposing that the provision of information about cancer and treatment related issues may be the

mechanism of change in psychosocial interventions with cancer survivors. An empirical trial of a

theoretically-based intervention with skill building and feedback versus education only would

provide evidence as to which intervention and potential mechanisms most improve functioning

and QOL in cancer survivors. Such a comparison should take place after a demonstration of

improved QOL in women involved with the type of intervention in the current study versus

women in a standard care group.

Interestingly, ratings of QOL have often been found to be unrelated to hypothesized

factors, including severity of disease (Pettingale et al., 1985), type and length of treatment (Ganz,
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Coscarelli-Schag, Lee, Polinsky & Tan, 1992), and marital status, educational level, income,

ethnicity, and current work status (Schag et al., 1993). Therefore, if specific mechanisms of

change in psychosocial interventions can be identified, perhaps more of the factors contributing

to QOL in breast cancer survivors can be predicted and used for screening women at risk for

distress after a diagnosis of this disease. Perceived self-efficacy and related components may be

those specific mechanisms for change.

Bandura (1997, p. 302) commented that:

 …perceived capability to exercise control, whether illusory or real but

unexercised, decreases emotional distress over aversive events. Thus, belief in

one’s personal efficacy can, in itself, produce benefits. Additionally, positive

cognitive reappraisals that focus on the aspects of one’s life that are personally

controllable can raise perceived efficacy, which activates many adaptive

processes extending well beyond the particular coping skills taught in an

intervention.

Additional research has supported the role of self-efficacy in enhancing QOL outcomes and

increasing length of survival. Controlling for the effects of metastatic disease, self-efficacy

significantly predicted survival after 6 years for women with breast cancer and after 3 years for a

sample of individuals with mixed cancer diagnoses, p < .001 (Merluzzi & Nairn, 1999). Further,

higher levels of emotional self-efficacy were related to lower levels of trauma symptoms as

measured by the Impact of Events Scale in a sample of breast cancer survivors (Giese-Davis et

al., 1999). Higher efficacy scores were also associated with lower mood disturbance as assessed

by the POMS after a 3-month intervention with breast cancer survivors (Giese-Davis et al.,

1999). Without intervention, self-care self-efficacy and QOL were found to decrease over time,

while level of self-care efficacy influenced adjustment (Lev, Paul, & Owen, 1999).
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Health Care Utilization and QOL

Equivocal findings emerge when examining health care utilization, cancer, and QOL.

Some studies suggest that adherence to treatment is low for cancer patients (Lerman et al., 1991),

as up to 85% of patients failed to keep outpatient appointments, while the average rate of

nonadherence is 25 to 35% (Peterman & Cella, 1998). Missed appointments may be caused by

anxiety, anticipatory nausea, or unclear communication between the physician and patient as to

the necessity of treatment adherence (Spiegel & Kato, 1996). Looking at follow-up appointments

of breast cancer patients for 5 years, Tomin and Donegan (1987) found that only 22% of these

patients completed all recommended visits.

Explanations of nonadherence to treatment vary as well, with treatment toxicity being a

contributing factor (Peterman & Cella, 1998). For example, chemotherapy-induced nausea led to

poor compliance in a trial facilitated by Feld, Rubinstein & Thomas (1994). Thus, cancer

patients may adhere more to treatment regimens when they are provided with education about

continuing with their “normal routine” despite side effects (Fallowfield, 1992), and are instructed

in how to reduce anxiety and worry. This type of adjustment would then lead to increased health

care utilization.

Additional factors related to adherence, and hence utilization of services, include

treatment length, treatment complexity, and possibly age (Peterman & Cella, 1998). Specifically,

longer treatments were associated with lower rates of adherence (Schumacher et al., 1994), and

younger patients were found to comply with treatment recommendations more than older

patients (Huchcroft & Snodgrass, 1993), although Jehn (1994) found no age difference with

respect to treatment completion.

Noncompliance with medical treatment may significantly impact an individual patient’s

treatment outcome (i.e., survival; Peterman & Cella, 1998). There is a dearth of research on the

specific factors related to nonadherence to medical treatment, especially psychological factors.
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Recruitment and Participation

The psychological factors that promote or inhibit participation in cancer patients'

utilization of support services are also not clear. Behavioral medicine specialists at many cancer

centers seem to struggle with recruiting patients for participation in the support services offered

or trials for psychosocial interventions (C. Carter, personal communication, April 20, 2001;

Coyne et al., 2001; B. Pinto, personal communication, January 10, 2001; J. Westervelt, personal

communication, June 30, 2000). As this difficulty is not unique to one institution, the problem

appears to stem from service delivery (Coyne et al., 2001). When large numbers of cancer

patients have been recruited for intervention studies, physician referral has been an integral

aspect of program marketing and recruitment (Helgeson et al., 2000; Antoni et al., 2000). For

example, Helgeson and colleagues contacted 445 women, recruiting 312 women (70%) for

participation in their study by receiving direct assistance from the nursing staffs at the offices of

the over 40 medical oncologists who referred patients to their study. Likewise, the 136 women

who initially enrolled in the study by Antoni and others were recruited from several hospitals and

medical practices; these women were mailed letters from their physicians soliciting their

involvement. Of the women receiving letters from their physicians, approximately 80% called

for more information and 98.6% of the women interested were eligible for participation (Antoni

et al., 2001).

The success of the above two studies in recruiting cancer patients indicates that

psychologists must enlist the cooperation of medical oncologists and other health care staff

members. In 1994, the National Cancer Institute's 27 Comprehensive Cancer Centers were

surveyed by the Center for Advancement of Health. At that time, 24% of the Centers provided

some form of coordinated psychosocial services to their patients (Gruman & Convissor, 1998).

Survey responses also indicated that the "Centers are disturbingly unaware of the level of

utilization of services, the services provided at affiliated institutions, the staffing patterns, and

any psychosocial research conducted within their own institutions" (Gruman & Convissor, 1998,

p. 1175). A logical extension of the Centers' own lack of awareness of psychological support

services is underutilization (or unavailability) of those services by patients. Of a sample of 731
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breast cancer patients, 34% indicated that they would have like to have used a professional

supportive care service, but were unable to do so because the desired service was not provided

by their medical center. Further, women who were most likely to utilize existing services were

younger, more affluent, employed, had private insurance, and received chemotherapy (Gray et

al., 2000). Thus, women most in need of additional services may not be receiving the necessary

care.

Two issues become evident when evaluating service and delivery of psychosocial

programs and support--access and content. As Gray and colleagues illustrate, patients seeking

specific services may not be able to partake of these services because they are not offered in their

medical center (2000). Although the number of psychosocial oncology units in cancer centers is

increasing, the field continues to be confronted with the realities of economics-driven medicine.

Thus, for some medical centers, attending to the psychological squealae of cancer is considered a

luxury (Holland, 1998). When services are provided, their content and delivery influence

whether cancer patients use them. Most often, the cancer patients who attend support or

education programs are those with the most resources in terms of time and personal motivation

(Gray et al., 2000; Coyne et al., 2001). Regarding content, structured and content-limited

psychological services, whether delivered individually or in a group, appear to be the most cost-

effective in terms of benefit to the cancer patient (Spira, 1998). However, the open-ended and

less structured groups may have more practical appeal to patients, as they are able to decide

when attendance may be most helpful in terms of their own coping issues.

Some effort is being made to remedy the lack of appropriate services and the

underutilization of those services. Practice guidelines have been presented by the organization

that certifies comprehensive cancer centers for inclusion of routine screening of distress in all

cancer patients (National Comprehensive Cancer Network [NCCN], 1999). These guidelines

correspond with the NCCN requirements for designation as a comprehensive cancer center; such

centers must employ full-time mental health professionals to address cancer patients'

psychosocial needs. Incorporating front-line medical staff in this effort will help raise awareness

about the psychological impact of a cancer diagnosis, and will allow behavioral medicine
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specialists to provide services to those most distressed and in need of psychological support

(Gray et al., 2000; Gruman & Convissor, 1998; Roter & Fallowfield, 1998).

Conclusions

Interventions to improve QOL in cancer patients have demonstrated efficacy; yet the

mechanisms for these changes are more equivocal (Meyer & Mark, 1995; Redd, 1995; Antoni et

al., 2001). Programs focused on skill-building and education provide greater improvements in

cancer patients' functioning than supportive programs or standard care. The behavior change

guidelines provided by SCT through its constructs of self-efficacy, outcome expectations, and

self-regulation may further elucidate the mechanisms of improvement in these psychosocial

interventions. Challenges to implementing efficacious interventions are numerous, including

enlisting the support of medical stakeholders, providing accessible and convenient psychosocial

programs to cancer patients, and garnering support from the medical staff in terms of patient

referral to appropriate psychological services.

The aims of the present study were to augment self-efficacy, outcome expectations, and

self-regulatory skills for women with breast cancer through a quality of life intervention based on

SCT. Relationships between these social cognitive variables, positive coping behaviors, and

quality of life were explored, as were issues related to program content and delivery.

Method

Study Population

Information obtained from the Tumor Registry for Carilion Health System of Roanoke,

Virginia, indicated that 136 new cases of breast cancer were diagnosed in 1999.  Thus, there

were an estimated 680 women living in the area who have been diagnosed with breast cancer

over the past 5 years. Additional information from the Tumor Registry indicated that the

population of breast cancer survivors treated by the Carilion Cancer Center of Western Virginia
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is mostly Caucasian (91%); 6% of survivors are African American and 3% reported their

ethnicity as Asian, Indian, or other.

Participant Recruitment

 Several recruitment strategies were attempted to obtain the proposed 60 participants; as

with other psychosocial interventions (C. Carter, personal communication, April 20, 2001;

Coyne, 2001; B. Pinto, personal communication, January 10, 2001), recruiting the necessary

number of cancer patients for this study was challenging. The strategies used in this study to

recruit participants are delineated below, and the response rates for these efforts are reported in

the Results section of this paper.

Presentations to oncology physicians and staff.

The investigator met with the Medical Director of Oncology and Hematology Associates

of Southwest Virginia (Gerald Shertz, M.D.) to explain the program and ask that he inform the

other eight physicians in his practice about the intervention. The investigator also met with a

medical radiologist at the Carilion Cancer Center of Western Virginia. To inform the nursing

staff of the intervention, a meeting was held with the nurse manager of Oncology and

Hematology Associates, and several telephone conversations took place with the nurse manager

of the Carilion Cancer Center. From these contacts, a lunch meeting was set up and held for all

of the oncology nurses from both Oncology and Hematology Associates and the Carilion Cancer

Center.

Face-to-face contact.

During the late spring and summer of 2000, 108 women were handed a program brochure

(see Appendix A) by the investigator. These women were breast cancer patients being treated at

the Carilion Cancer Center of Western Virginia. The researcher would approach the women in

the patient waiting room as they waited for their appointment for radiation or with the radiation
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oncologist. Women were encouraged to look over the brochure; at a later visit, the investigator

asked them if they had any questions about the program or if they would like more information.

Of the 108 women, 15 indicated they were interested; after follow-up with these individuals, nine

enrolled in the study.

Posters and brochures.

Posters advertising the New Directions program were placed in the examination rooms of

several medical offices (see Appendix B): Oncology and Hematology Associates of Southwest

Virginia (eight rooms), Breast Care Specialists of the Blue Ridge (four rooms), and Jefferson

Surgical Clinic (five rooms). In addition, a larger poster was prominently displayed in the

waiting room at Oncology and Hematology Associates, and brochures were placed in both

individual and wall-mounted brochure stands at the above offices. Brochures were also displayed

on numerous tables in the waiting room, patient waiting area, and at the nurses' station at the

Carilion Cancer Center.

Newspaper advertisements.

Two local papers donated advertising space for "New Directions. These advertisements

ran once during the summer of 2000 in the Christiansburg paper The News Messenger and in

The Roanoke Times. These ads were run in late May and early June, 2000. The News Messenger

ad was 6 by 6 1/4 inches while The Roanoke Times ad was 4 by 6 inches (see Appendix C).

Public service announcements.

The investigator faxed information for the New Directions program to several local radio

stations and the local public television station. Information about the program was shared as

public service announcements for approximately one week during various times of the day.
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Letters.

The oncology social worker arranged for letters announcing the program to be mailed to

women eligible for the study by having a Carilion staff member search the Tumor Registry for

appropriate candidates. Criteria for eligibility were: primary diagnosis of breast cancer;

diagnostic date no earlier than May, 1995; residence within a driving radius of 45 minutes

around Roanoke, Virginia; and residence not listed as an assisted living facility. Using these

criteria, a list of 989 names were generated, and these women were mailed a letter and brochure

from the oncology social worker (see Appendix D). The letter instructed women interested in the

program to contact the oncology social worker, thus ensuring patient confidentiality.

Attendance at breast case conferences.

In the New River Valley, physicians, surgeons, radiologists, nurses, and technicians

involved in breast health attend weekly breast case conferences. The investigator attended five of

these weekly meetings and gave brief presentations about the New Directions program on two

occasions.

Participant Enrollment

If a breast cancer patient expressed interest in the program, the investigator set up an

individual, face-to-face meeting to provide more information about the study. If the woman

wanted to participate, the investigator explained each section of the informed consent and

answered any further questions about the study. While discussing the informed consent, the

investigator also described the process of randomization. An interview was conducted to gather

initial demographic information and variables considered during randomization, such as date of

diagnosis, stage of cancer, type of treatment, and side effects from treatment and/or cancer (see

Appendix E). During this interview, the investigator assessed for program eligibility by engaging

the woman in dialogue related to her experience of cancer; eligibility criteria are described

below.
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After the initial interview, the investigator explained the content of the assessment

packet, including the optional release of information form (see Appendix F). Women were asked

for their preferences regarding the day and time for the group, and were instructed to complete

and the baseline instruments within 1 to 2 weeks and return them in the provided stamped

envelope.

A total of 37 women provided informed consent and 32 completed and returned the

baseline measures. Women ranged in age from 35 to 81 (M = 55.66 years, SD = 10.75 years),

and were an average of 2.5 years out from their initial diagnosis of breast cancer. Of the 32

women, 10 were in active treatment at the time of randomization; treatment status was stratified

to provide for equal representation of this variable in the treatment and standard care conditions.

Fourteen participants completed posttest measures.

Design

The project was designed as a randomized, two-group design with attention toward

balance of treatment status. Assessments were conducted at baseline and post-intervention.

Although several other design options were considered to test the effectiveness of an SCT-based

skill-building intervention for QOL, the two-group design with the individual as the unit of

randomization was determined to provide the most power and allow for evaluation of the

influence of the essential components of SCT—self-efficacy, outcome expectations, and self-

regulation—on QOL outcomes. The components included in the skill-building condition are

quite robust as directed by Bandura’s work in SCT (1997); thus, significant differences were

expected between the QOL scores for the skill-building and standard care groups.

Description of Treatment Conditions

Experimental social cognitive theory - based treatment.
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The experimental SCT-based skill-building intervention was provided within an

interactive and supportive group program with emphasis on information, skill building, practice,

feedback, and enlistment of social supports. The facilitator helped group members enhance their

coping self-efficacy by modeling and encouraging positive coping strategies and outcome

expectations. Further, the facilitator helped women recognize the self-regulative process and

practice of specific skills taught during each session. New goals were set each week in

accordance with the topic being discussed. Throughout the program, feedback was provided

regarding participants’ attempts toward reaching the goals. Behaviors that were bringing each

participant closer to her proximal goals were discussed and encouraged. Sessions included

information tailored to individual group participants and her current level of functioning. The

investigator facilitated two 8-week courses of the New Directions program, while an intern at

Carilion Medical Center facilitated one 8-week course.  . The investigator provided two training

workshops for the intern before implementation of the treatment. The intern was experienced in

providing group treatment to medical populations. Group sessions were held at the Carilion

Education Room at a local shopping mall, from 7:00 - 8:30 PM. Copies of the SCT-based

manual and the facilitator’s manual are available from the investigator.

Components of the intervention.

Each session focused on a topic specific to QOL and coping with breast cancer.

Descriptions of the eight experimental intervention sessions are provided below.

1. Welcome to "New Directions." The outline, session topics, and program goals were

explained to the women after introductions and an ice-breaker activity. Lay-presentation

of the concepts of guided practice, mastery experiences, and corrective feedback were

provided to  set the stage for informing the women of the home practice they were

expected to complete outside of each group session. Women were also introduced to the

concept of goal setting. Participants were asked to develop a list of specific and

measurable proximal and distal goals under the guidance of the facilitator regarding

physical and social functioning. Gathering of information about breast cancer and
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examples of how each group member received the news of her diagnosis was targeted.

Recognition that dealing with a life-threatening illness can bring about affective changes

and insert uncertainty into one's life was discussed. The facilitator helped women begin

exploration of their individual beliefs about coping with cancer. Often, women

experience anxiety about continual visits with their physicians for fear of recurrence or

progression of the disease. Women were asked to discuss their relationships with

physicians and treatment experiences. Women were asked to examine how their belief in

their ability to cope with a cancer diagnosis affected current and future health

functioning. For home practice, women were asked to explore outcome expectations

pertinent to their relationship with their physician and future care. Women were asked to

write down their expectations concerning their health, family environment, occupational

functioning, and ability to cope with their breast cancer treatment.

2. Notions and Emotions. Women’s beliefs about their coping abilities were identified. The

facilitator shared that emotional reactions to a life-threatening illness are normal and

explored the range and type of reactions. Women were taught how to restructure negative

thoughts about themselves, their coping abilities, and their futures. Feedback was given

for women who were not yet ready to cope actively with their disease; they were

encouraged to think about and initiate this process. Participants were asked to discuss

their coping approach with their family and/or physician. Negative outcome expectations

were challenged by the facilitator and other group members in a supportive environment.

Women  practiced identifying and restructuring negative thoughts. Unrealistic goals and

pessimistic outcome expectations were processed and altered with feedback from the

facilitator and other group members. Women were asked to self-monitor affective

responses and engage in cognitive restructuring when thoughts contained faulty logic.

3. Effective Coping Skills: Communication. The facilitator provided instructions for

appropriate communication skills and conflict resolution. Women were taught how to

engage in assertive behavior to help them make and implement treatment and life

decisions, thus allowing them to exert more control over their illness. Women were asked
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to delineate topics or concerns that they would like to communicate with others,

including physicians and family members. They  engaged in role-playing these

conversations and practice eliminating negative outcome expectations.

4. & 5. Dealing with Daily Hassles. Throughout the 8-week program, participants were taught

effective relaxation strategies and received guided instructions for these techniques at the

end of each session. The facilitator emphasized that people can learn to respond rather

than react to hassles and engage in active problem solving. Each woman was instructed to

practice the relaxation strategies on her own, with guided feedback available from the

facilitator. On-going relaxation practice was expected, and participants were asked to

monitor their practice, relaying the effectiveness and success of their home training.

Women were assisted with identification of stressors and learned different techniques for

managing stress. Further, they were be asked to self-monitor stressful or anxiety-

provoking situations and to note their physiological, affective, and intellectual responses

to these situations.

6. Activity and Independence Concerns. The facilitator addressed issues about one’s ability

to perform specific daily functions and the associated feelings of dependence/

independence. Women were presented with a list of activities that they evaluated for

appeal and feasibility. Issues related to return to work and/or job security were addressed

as well as expectancies about returning to work or home activities. The types of activities

women can and want to engage in were discussed, as well as barriers to these activities.

Women were asked to examine their expectations regarding their independence and level

of functioning and challenge negative outcome expectations through sharing of individual

group member’s experiences.

7. Changing Images and Sex Appeal. Dealing with a changing body structure because of a

mastectomy or lumpectomy can be difficult. Women’s fears and expectations about this

issue were explored, and the impact of surgery on body image and overall QOL was

discussed. In addition, changes in a woman’s sexuality, either though dealing with
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differences in appearance or a lower sex drive, were addressed. Discussion about the

incorporation of significant others into one’s coping and healing process emphasized the

importance of open communication and support seeking. Women were taught how to talk

with a partner about intimacy and sexuality. Women were asked to attend to situations in

which their changing body structure had impacted their lives and practiced building

positive expectations about these situations.

8. Future Directions and Expectations. Issues related to the overall impact of cancer on the

women's lives were examined. Being diagnosed with cancer can make profound

differences in one's outlook on life and his/her relationships. These issues were

addressed, as well as how to maintain positive beliefs about coping with cancer, its

treatment and expected outcomes. Suggestions for long-term goals for each participant

were discussed. The women were encouraged to share what they have learned about

themselves and each other through the group and to explain their specific strategy of how

to challenge and increase their own coping efficacy and maintain positive outcome

expectations in the future. The participants were encouraged to seek information and/or

support from the staff at the cancer center where they received treatment and to practice

and self-regulate their coping behaviors and outcome expectations. The women engaged

in problem solving to help provide possible solutions for any future events that concerned

them. The skills and techniques that the women learned in New Directions were reviewed

and discussed.

Standard care.

Women assigned to the control group received standard care from the medical

community. In addition, these women were provided with brochures printed by the National

Institutes of Health, with information related to: cancer, treatment options and treatment side

effects, and healthy eating. Women assigned to the standard care group were invited to

participate in the New Directions program after they had completed the posttest assessment

instruments.
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Procedures

Women who had been enrolled in the New Directions program and returned completed

baseline assessment instruments to the investigator were randomized to either the treatment or

the standard care group. Randomization for the first wave of participants was conducted once 18

women had returned completed baseline measures. Recruitment continued while the first

intervention group was conducted.

The 8-week intervention was conducted once a week for 1 1/2 hours each session.

Women assigned to the standard care group were sent brochures containing information about

cancer and its treatment. Women were reassessed after the intervention; women assigned to the

standard care group were given the option to attend the New Directions group after their posttest

measures had been received by the investigator.

Women assigned to the intervention (n = 16) attended the program in small groups (five

to eight women). Sessions were held in the education room for Carilion Health System at a local

shopping mall. This room has comfortable chairs around a table, with dry-erase boards available

for use by the facilitator. Posttest measures were provided to the women in the intervention

group at the end of the final session. Women were asked to take the measures home, complete

them within one week, and mail them back to the investigator in the provided stamped envelope.

Women in the standard care condition were mailed the posttest measures and asked to complete

and return the measures, and indicate on a brief form whether they were interested in attending

the New Directions program in the future.

The researcher created a follow-up survey to learn more about the reasons for participant

attrition. These surveys were mailed to all participants; women were asked if the researcher

could contact them for further clarification of their responses on the survey.
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Measures

QOL outcomes.

QOL was assessed by the Functional Assessment of Cancer Therapy-Breast (FACT-B,

Brady et al., 1997, Appendix G). The FACT-B is a 44-item self-report instrument designed to

measure multidimensional QOL in patients with breast cancer through six subscales. This scale

has been shown to have adequate reliability, validity and sensitivity to change. The six subscales,

with corresponding Cronbach’s alphas, are: physical well-being (.81), social well-being (.69),

relationship with doctor (.78), emotional well-being (.69), functional well-being (.86), and the

breast cancer subscale (.63). The overall alpha for the FACT-B is .90. Higher scores indicate

better QOL for the total scale and all subscales. The FACT-B takes approximately 10 minutes to

complete and is written at a sixth-grade reading level (Brady et al., 1997).

Mood.

Mood was measured by the Profile of Mood States (POMS; McNair, Lorr &

Droppleman, 1971, Appendix H). The POMS consists of 65 adjectives, each rated on a 5-point

scale and categorized into six mood states: depression-dejection, tension-anxiety, anger-hostility,

vigor, fatigue, and confusion. Levels of internal consistency for the total scale have been

reported as .95, with test-retest correlations between .65 and .74, concordant for the purpose of

measuring fluctuating mood states (McNair, Lorr, & Droppleman, 1971).

Self-efficacy.

The Cancer Behavior Inventory (CBI; Merluzzi & Martinez Sanchez, 1997; Appendix I)

was administered to assess breast cancer survivors' self-efficacy in coping with cancer. The 33-

item CBI has six factors: Maintenance of Activity and Independence, Coping With Treatment-

Related Side Effects, Accepting Cancer/ Maintaining a Positive Attitude, Seeking and

Understanding Medical Information, Affective Regulation, and Seeking Support. For the total



25

scale, Cronbach’s alpha was .96 and construct validity was established with significant

correlations between the CBI and the Sickness of Impact Profile, Psychosocial Adjustment to

Illness Scale, the Mental Adjustment to Cancer Scale, the Inventory of Socially Supportive

Behaviors, and the Interpersonal Support Evaluation List. Notably, the CBI was highly

correlated with the Fighting Spirit Scale and negatively correlated with the Helplessness/

Hopelessness scale of the Mental Adjustment to Cancer Scale on all but the Affective Regulation

factor.

Demographic information.

Information related to women's marital status, educational status, and income was

obtained with paper and pencil instruments developed by the investigator (see Appendix J).

Some information (age, time since diagnosis, stage of disease) was obtained during an individual

interview with the participant prior to randomization to treatment group to allow for balance

between the intervention and standard care.

Outcome expectations and self-regulation.

These social cognitive variables were assessed by measures developed from guidelines

set by Bandura (1997). The outcome expectations measure consisted of 69 items that included

social, physical and self-evaluative domains of all components of QOL (see Appendix K). The

specific situations and behaviors assessed with the outcome expectation measure were

determined after conducting focus groups and individual interviews with breast cancer survivors.

Five domains were developed and consisted of outcome expectations for learning about cancer

and its treatment, having a positive attitude, talking about cancer, engaging in relaxation, and

setting goals. The overall scale had an alpha of .74, with alphas ranging from .55 to .93 for the

five domains.

Self-regulation was measured with another investigator-constructed scale. This 22-item

measure included items assessing the participant’s level of practice of the skills learned in the
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group, and integration of the skills and information into specific situations as well as more

generalized application. For example, women were asked about their planning behavior, goal

setting, self-care activities, and problem solving (see Appendix L). The self-regulation scale had

a coefficient alpha of .88.

Performance of positive coping behaviors.

A third scale constructed for this study was used to measure participants' performance of

positive coping behaviors. This 25 item scale assessed how often women had engaged in specific

behaviors over the past 2 weeks (see Appendix M). Items included setting goals, practicing

relaxation, engaging in pleasant activities, communicating assertively, and keeping a positive

attitude. These items were developed to mirror the skills thought to promote psychological well-

being in cancer patients and to reflect the social-cognitive influences of the intervention. This

scale had a coefficient alpha of .73.

Hypotheses

1. Women assigned to the experimental SCT intervention would have higher scores on the

FACT-B, reflecting higher QOL, than women assigned to the standard-care group.

2. The SCT components of self-efficacy, outcome expectations, and self-regulation would

mediate changes in QOL, with higher levels of self-efficacy, more positive outcome

expectations, and greater practice and incorporation of self-regulative skills leading to

better QOL.

Statistical Data Analysis

Statistical analyses were conducted to determine if participants randomized to each group

were different at baseline, as well as to examine overall treatment effects on the outcome

measures. These tests of statistical significance were conducted and cautiously interpreted due

to low statistical power. With a sample size of 32 participants at baseline and 14 participants at
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posttest, power at alpha equal to .05 was .20 and .15, respectively (Lipsey, 1990). Thus, post-

hoc exploratory analyses were conducted to provide additional information from the available

data. These analyses included computation of effect sizes for each of the dependent variables

and creation of graphs to explore potential relationships in the data.

Results

Demographics

Response to recruitment.

Of the 989 letters that were mailed out, 26 women called to ask for more information

about the study and 22 enrolled. The 2.6% response rate to the New Directions letters was larger

than the 1% average response rate to letters advertising past services offered at the Carilion

Cancer Center of Western Virginia (J. Westervelt, personal communication, April 19, 2000).

This response rate is very much smaller than the 70 to 80% response rates reported by Helgeson

et al. (2000) and Antoni et al. (2001). Three women responded to posters they saw at their

physicians' offices, 10 were recruited through face-to-face contact, and two were referred by

health care workers (a volunteer for the American Cancer Society's Reach to Recovery program

and an oncology social worker).

Baseline sample.

A total of 32 women completed the baseline measures, with 16 in each treatment

condition. Demographic information for this sample is presented in Table 1; women ranged in

age from 35 to 81 years (M= 55.66, SD = 10.75), and were, on average, 2.5 years out from their

diagnosis of breast cancer. Despite randomization, three significant differences were evident

between the intervention and standard care groups (see Table 2).
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Final sample.

Seven women from each condition completed posttest measures, for a final n of 14.

These women did not differ from women who dropped out of the study on any demographic

characteristics, although there was a significant difference between completers and

noncompleters on the pretest scores of self-efficacy for coping with treatment and related side

effects, t = 2.68, p = .012, with program completers scoring lower on this variable at baseline.

The demographic information for the 14 women who completed the study is presented in Table

3.

Dependent Measures

Correlations among baseline measures.

Bivariate correlations were calculated for all of the dependent variables (see Figure 1 for

descriptive statistics and correlational relationships for all of the baseline measures). QOL was

significantly and positively correlated with all the self-efficacy subscales except seeking and

understanding medical information. In addition, significant, positive correlations were evident

for all but one domain of the outcome expectation scale, self-regulation, and positive coping

behaviors. Finally, a significant, negative correlation emerged between QOL and mood state. All

of the above relationships remained significant and in the same direction after controlling for

stage of disease and time since diagnosis with partial correlations.

Influences on baseline QOL.

Regression analyses were employed to determine how much variance the demographic,

social cognitive, and mood variables accounted for in pretest QOL scores. A complete regression

model was run, entering demographic variables (date of diagnosis and medical stage) in the first

step and all other variables simultaneously in the second step. The demographic variables did not

account for any significant variance of QOL, F (2, 22) = 2.07, p = .152. After controlling for date
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of diagnosis and medical stage, performance of coping behaviors, mood state, outcome

expectations, self-efficacy, and self-regulation did account for a significant portion of variance in

QOL, F (7, 22) = 6.214, p = .002. The beta weights associated with these variables are presented

in Table 4.

Intervention effects.

The following results must be interpreted with caution because of the low statistical

power, as discussed above. A regression analysis was conducted to determine the effect of the

intervention on QOL after controlling for medical stage and date of diagnosis, F (3, 13) = .624, p

= .615. Demographic factors of medical stage and date of diagnosis were regressed on QOL and

were not significant, F (2, 13) = .133, p = .877. Pretest QOL was the only significant predictor of

posttest QOL for this sample, F (3, 13) = 21.31, p = .00.

Effects of the social cognitive variables on QOL were also examined at posttest. Posttest

self-efficacy accounted for a significant portion of the variance in QOL, F (1, 13) = 4.8, p = .048;

however, after controlling for pretest QOL, this effect became non-significant, R2 change = .011,

p = .413. Outcome expectations did not account for a significant amount of QOL variance, nor

did self-regulation or positive coping behaviors. Mood, as measured by the POMS, also did not

account for significant variance in QOL at posttest after controlling for medical stage and date of

diagnosis, F (1, 13) = 2.86, p = .097. When the change in the amount of variance accounted for is

examined, however, mood did contribute to QOL variance over and above the demographic

features, R2 change = .488, p = .019. Beta weights for the above variables are presented in Table

5.

Post-hoc exploratory analyses.

To further explore any potential differences between the groups on the above variables,

post-hoc analyses of variance for independent samples were conducted. Two variables evidenced

significant differences between the intervention and standard care groups, with women in the
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intervention group scoring higher: self-efficacy for acting independent, F (1, 13) = 6.6, p = .024,

and outcome expectations for learning about cancer, F (1, 13) = 10.68, p = .007.

The intervention was designed to enhance QOL by improving self-efficacy, improve

outcome expectations, and enhance mood, self-regulation and positive coping skills. Thus,

regression analyses were run to determine whether theoretical relationships were supported by

the data in this sample. Again, these results must be cautiously interpreted due to the small

sample size and concomitant low statistical power.

Self-efficacy, outcome expectations, and self-regulation were regressed on performance

of positive coping behaviors, and did not account for a significant portion of the variance, F (3,

13) = 3.27, p = .068. Beta weights and change in the variance accounted for by each variable are

presented in Table 6. Self-efficacy and outcome expectations were regressed on self-regulation,

F (2, 13) = 1.62, p = .241. Self-efficacy accounted for 22% of the variance of outcome

expectations, although this result was not significant, F (1, 13) = 3.41, p = .09.

Pretest demographic and social cognitive variables were also analyzed for their influence

on pretest mood; medical stage and date of diagnosis accounted for 25.5% of the variance in

mood, F (2, 22) = 3.42, p = .053. After controlling for these variables, the social cognitive and

performance variables did not account for a significant amount of the variance in mood, F (6, 22)

= 1.52, p = .235.

Effect sizes.

When statistical power is low, one method for examining differences between groups is

to calculate effect size; however, even effect sizes are affected by a small sample, and the

investigator again suggests cautious interpretation of the data presented below. Using an

equation based on pre-post change scores (Carlson & Schmidt, 2000; see Figure 2), effect sizes

were calculated for all of the outcome variables (see Table 7). Of note are the effect sizes for

outcome expectations related to goal setting (d = 1.58) and talking about cancer (d = 1.02). When
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all participant scores are included for the QOL effect size calculation (intent-to-treat approach), 

the overall effect is quite small (d = .02). After examining the intervention and standard care 

group means on the QOL measure for only those women who completed posttest measures, 

differences were found between the intervention and standard care groups. Specifically, the 

pretest mean on the QOL measure for those women in the intervention group who completed the 

program was 99.29; the pretest mean on the QOL measure for all women randomized to the 

intervention group was 110.25. Although this difference was not significant, F = 3.16, p = .099, 

an effect size was calculated using data only from the women who completed the posttest 

measures. This effect size was small, d = .14. No differences were found between the pretest 

QOL mean scores for the standard care group women who did and did not complete the posttest 

measures, F = .338, p = .57.  

 

Post-hoc exploration of data trends.  

 

As interpretation of significance testing is tenuous with the low power of the present 

study, the investigator explored potential trends in the data by creating graphical representations 

of relationships among certain variables. For many of the variables, the researcher divided the 

scores into quartiles, with one representing the lowest bracket of scores and four representing the 

highest bracket of scores (low, low average, high average, and high). In addition, change scores 

were calculated by subtracting pretest scores from posttest scores; these change scores were also 

divided into quartiles.  

 

QOL.  

 

A clear, positive relationship was evident when quartiles of the pretest QOL scores were 

compared with quartiles of the pretest self-efficacy scores (see Figure 3). This relationship was 

still positive, but less clearly linear, when posttest scores were examined (see Figure 4). Also 

interesting is the difference, although not significant (F = .124, p = .727), between the 

intervention and standard care groups on their baseline QOL scores (see Figure 5). When 

examining change in QOL scores after the intervention, a clear visual effect is evident (see 
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Figure 6). Specifically, all but two people in the intervention group improved between 6 and 12

points on the QOL measure, while the QOL scores of all but two individuals in the standard care

group got worse, with one woman's score remaining the same and one woman's score increasing

by three points on the QOL measure.

Additional trends were evident when examining the relationship between QOL, self-

regulation, performance of coping behaviors, and mood. Pretest self-regulation is positively

associated with pretest QOL (see Figure 7), while the relationship between posttest self-

regulation and posttest QOL is less clear (see Figure 8). For positive coping behaviors, posttest

QOL scores increase as posttest performance scores increase (see Figure 9).

The medical staging and mood variables showed nonlinear patterns in relation to QOL

(see Figures 10 and 11). Women with the lowest QOL scores were the most distressed, while

those with high average scores were the least distressed. This trend is the same for both pre- and

posttest mood and QOL scores. Regarding medical staging, a negative linear relationship exists

for stages zero, one, and two, with women in the lower staging classifications (i.e., smaller

tumors/less advanced disease), having higher QOL scores. However, this relationship does not

continue in a linear manner for women in stage three, as they report the second highest QOL

scores.

 Self-efficacy.

More of the women in the intervention group increased their mean posttest self-efficacy

scores than women in the standard care group (see Figure 12). Women with the highest posttest

self-efficacy scores also had the highest performance scores for positive coping behaviors (see

Figure 13).

Outcome expectations.
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Evidence of possible improvement in outcome expectations for talking about cancer and

goal setting is seen in Figures 14 and 15, respectively. More women in the intervention group

improved on these variables than did women assigned to the standard care group.

 Medical staging.

As mentioned above, the relationship between medical staging and other variables is not

linear. This pattern is shown with pretest QOL (see Figure 10), the pretest social cognitive

variables (Figures 16, 17, and 18), and pretest performance of positive coping behaviors (Figure

19). Similar patterns were evident at posttest, with the exception of women's reports on outcome

expectation and self-regulation measures (Figures 20 and 21).

Pretest differences between completers and noncompleters.

Women who completed the program (defined as returning posttest measures) were more

distressed than women who did not complete the program. This was evidenced by their pretest

scores on the QOL, mood,  performance of coping behaviors, and the social cognitive measures

(see Figures 22 through 27).

Follow-up Survey Results

Women were mailed a follow-up survey to assess reasons for attrition (see Appendix N).

Of the 32 surveys mailed out, 19 were returned (3 of which were blank). Women reported

signing up for the New Directions program for a variety of reasons, including: learn more about

breast cancer and treatment, help with coping, participate in a program that might help other

women, and hear from other breast cancer survivors. Women who completed the program

reported that they enjoyed the topics and meeting the other women in the group, and found the

information relevant to their life situation. The most common reason reported for not completing

the program was conflict with schedule. One woman reported that she already knew the

information that was being covered in the program, while another was frustrated with a survey in
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the manual that assessed Ellis's irrational thoughts (originally part of session one; this survey was

made optional after this woman's strong emotional response to it).

Nine women indicated that the researcher could call them to ask additional questions. The

data collected from these phone conversations is qualitative in nature; the researcher wanted to

explore the barriers to this type of intervention as well as garner ideas for program recruitment

and implementation. The participants provided helpful suggestions for when to offer the

program; these ideas are presented in Table 8.

Discussion

The hypotheses were not supported as related to improving QOL through an intervention

based on SCT. Women assigned to the intervention group did not have significantly higher

posttest scores on QOL or on any of the main social cognitive, mood, or performance variables

than women assigned to the standard care group. While lack of statistical support of the

hypotheses is typically interpreted as a rejection of those hypotheses, such a conclusion may be

premature when a study does not have adequate statistical power (Lipsey, 1990). Thus, the lack

of supportive evidence for the QOL intervention presented in this study does not indicate that the

intervention would not produce changes in a different, larger sample.

The trends presented in Figures 6 and 12 provide initial evidence that a QOL intervention

based on social cognitive theory may result in improved psychological outcomes for certain

women. When these trends are combined with the evidence presented in a recent meta-analysis

examining psychosocial interventions for cancer patients (Graves, 2000), it suggests that

strategies based on SCT may prove beneficial for improving the QOL of cancer patients. Further,

the large body of literature supporting the use of SCT as a successful agent of change in health

behaviors (Anderson, Winett & Wojcik, 2000; Bandura, 1997) also supports the potential

efficacy for the type of intervention presented in this study. The question of whether an SCT-

based intervention improves QOL will need to be answered in a future study with a larger

number of participants.
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Challenges inherent to participant recruitment do not appear to be unique to this study

(Coyne et al., 2001; B. Pinto, personal communication, January 10, 2001). In addition, baseline

differences between women who completed the program and those who did not complete the

program were evident across all variables. When change scores were examined for differences

between the intervention and standard care groups, trends emerged that supported the potential

efficacy of the intervention. Therefore, careful evaluation of the results of this study and its

methodological limitations may provide some tentative guidelines and help inform future

research.

Self-Selection of Participants and Differential Intervention Benefits

Women who continued to participate in the New Directions program until study

completion appeared to be more distressed than women who dropped out of the study. This self-

selection process suggests that women who are most in need of help seek out the services that

may provide them with the necessary support. Conversely, women who report average or above

average QOL may recognize that they are able to cope well enough with having cancer and

going through treatment that they no longer need assistance. Recent evidence suggests that

women with less distress may not benefit (as measured by self-report measures) from

psychosocial interventions.

Helgeson and her collaborators found that women who, at baseline, were satisfied with

the amount of emotional support they received from their partners, were actually worse in terms

of physical functioning after involvement in a peer-discussion group (2000). The researchers

presented several possible reasons for this decline. Women who were initially satisfied with their

social networks may have begun to re-evaluate these networks after hearing about the support

experiences of other breast cancer patients. Another possible reason for this negative effect of the

intervention was that a lack of communication about their illness contributed to these women's

low baseline report of negative social interactions. With the intervention, these women began to
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communicate about their illness with their network members, thus increasing the potential

number of negative interactions (Helgeson et al., 2000).

Conversely, women who were unsatisfied with the emotional support they received from

their partners at baseline had better physical functioning after the peer-discussion intervention.

Similar to the results from the peer-discussion group, women who were having the most

difficulties (i.e., lack of partner support or personal resources) benefited more than women with

higher levels of support or better personal resources.

Similar patterns were evident in the cognitive-behavioral stress management intervention

conducted by Antoni and colleagues, as they reported an interaction between level of baseline

optimism and intervention (2001). Women who reported less optimism at baseline benefited

significantly more from the intervention than women who were higher on optimism at baseline.

The improvements gained in optimism for the initial low scorers remained as high at the 9-month

follow-up as they were immediately posttreatment.

Finally, Stanton et al. (2001) reported that women high on avoidance measures were

more likely to benefit from an intervention based on written emotional expression than women

who scored low on avoidance measures. This convergent evidence suggests that women in more

distress or those with less personal resources may benefit from psychosocial interventions, with

some initial evidence that women with more resources may even be harmed by certain types of

interventions. While the present study does not have enough power to evaluate the question of

which women benefited most from the intervention, the differences between the completers and

noncompleters on baseline psychological measures suggests that participants may self-select the

services they need.

Differences in distress were also evident across disease stage. Women diagnosed with

Stage II breast cancer reported lower baseline scores of QOL, self-efficacy, self-regulation, and

performance of positive coping behaviors than women diagnosed with Stage III breast cancer.

Perhaps women with more severe disease status rely on having a positive attitude in order to
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adjust to their diagnoses. These results are consistent with those reported by Merluzzi and Nairn

(1999), as women with the highest level of self-efficacy did not live as long as women with

moderately high levels of self-efficacy. Future research should examine a possible interaction

between self-efficacy and other variables related to psychological functioning and disease state.

Women faced with more serious threats to their health may adopt certain coping strategies to

counteract their less positive prognosis. A current failing in psychosocial oncology is a thorough

understanding of the psychological adjustment and coping processes of cancer patients with

more advanced disease. Most research involves patients diagnosed with earlier stages of disease;

to provide the necessary continuity of care for both the patient and his/her family, we will need

to more clearly understand the issues related to the psychological adjustment of individuals with

advanced disease.

Efficacy versus Effectiveness

As a field, psychosocial oncology has been challenged to respond to the "crisis of

psychosocial interventions" (Coyne et al, 2001, p. S122). Coyne and colleagues recently

reviewed the dismal record of recruiting and maintaining participants in trials investigating

psychosocial interventions for cancer patients. They highlighted the costs associated with

implementing these types of interventions, as well as their potential for low returns--many

resources are necessary for psychosocial interventions, yet few patients participate. Researchers

and clinicians interested in providing psychosocial interventions must first convince medical

stakeholders of the necessity to provide efficacious programs that are appealing and convenient

for cancer patients (Coyne et al., 2001). Even at large, well-established cancer centers,

researchers have difficulty recruiting participants into efficacy trials; thus, these interventions do

not move beyond efficacy trials into effectiveness trials.

Once a program has documented positive effects, we must then begin to explore how to

apply it in the field in terms of acceptable delivery. Suggestions for delivery are delineated

below. Physician referral appears imperative; the lack of physician referral for the present study

likely contributed to the small sample size. In addition, future efficacy research should include
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physiological measures to objectively record improvements in immune functioning and length of

survival. Armed with this information, psychologists may be more likely to convince medical

stakeholders to support the wide-spread implementation of psychosocial interventions. Further,

progressive health insurance agencies are beginning to invest in preventive efforts, and thus may

reimburse preventive psychological support programs in the future (Sobel, 1995). Expanding

these preventive efforts to improve the psychological functioning of cancer patients who report

more distress on initial screening measures may alleviate future psychological and physical

complications for the patient, hence lowering costs to the medical community.

Additional Limitations

In addition to the small number, the sample was almost completely Caucasian; future

efforts should incorporate strategies to recruit women with diverse ethnic backgrounds.

Moreover, the sample mainly consisted of women who were motivated to participate, as 78%

responded to letters or posters about the program on their own. Additionally, at the time of

randomization, all participants had non-metastatic disease, thus further limiting the

generalization of these results. During the follow-up phone calls, four participants reported that

they had experienced metastatic recurrence.

Another limitation to this study was the inclusion of three investigator-developed

measures. Although the coefficient alphas for these scales were moderately high, complete

validation of the measures necessitate much larger sample sizes. Factor analyses will confirm the

domains specified in the outcome expectation measure.

Recommendations for Recruitment and Delivery of Services

Several of the suggestions provided by participants during follow-up conversations with

the investigator help address some of the above limitations. First, participants indicated that the

effort of attending a program in addition to being present at all medical treatment sessions may

be too tiring, especially during the active treatment phase. Ideas provided by women involved in
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this project indicate that provision of services during actual treatment sessions may be appealing

and alleviate some of the barriers to support programs in terms of the time and energy required to

attend a separate program. Support services linked with treatment appointments, either during

chemotherapy or immediately before or after radiation, may increase patient participation in

these services. If the most distressed patients can be identified through screening measures, then

psychologists and social workers could arrange their schedules to match the treatment schedules

of these patients.

In addition, physicians and nurses should be made more aware of the services that

psychologists can provide. Including psychologists on medical treatment teams is a step in this

direction. Further, psychologists can provide in-services for physicians and nurses on topics such

as coping styles, anxiety reduction, end-of-life issues, impact of a cancer diagnosis on the

patient's family, and benefit finding in the experience of cancer.

Summary and Implications for Future Research

The low number of participants in this study was disappointing and prevented the

research question from being adequately answered. However, examination of trends in the data

suggest that an intervention based on SCT to improve the QOL of cancer patients may be

effective. The challenges to successfully executing the present study are not unique, as other

psychosocial oncology researchers face similar difficulties. The strong, positive correlations

among the social cognitive variables, performance of positive coping behaviors, and QOL

encourage further investigation of this theory. Future research requires attainment of larger

sample sizes; marketing strategies will need to be supported by the medical community

stakeholders, as well as involve referrals from physicians and other medical staff members.

Psychological adjustment of cancer patients at different stages of disease needs to be

further investigated. Perhaps interventions such as the one in the present study will only benefit

women who are healthy enough to consistently attend sessions and practice the targeted coping

skills. Research related to the seemingly nonlinear relationship between disease stage and
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psychological functioning would perhaps elucidate why women with the highest levels of self-

efficacy do not live as long as women with moderately high self-efficacy levels (Merluzzi &

Nairn, 1999). In addition, better understanding of the processes involved in cancer patients' self-

regulation in terms of coping will further inform researchers' development and implementation

of psychosocial interventions.

Not addressed by the present study was the question of benefit finding in the experience

of cancer. Is the reason women with stage three breast cancer report better psychological

functioning than women with stage two breast cancer because they have more thoroughly

considered the existential questions raised by a diagnosis of a life-threatening illness? What

about the benefit finding process for family members of cancer patients? Antoni et al. (2001) and

Stanton and her colleagues (2001) indicated that benefit finding can be changed with

intervention. Can all cancer patients "benefit" from benefit finding? Do patients with more

advanced disease find more or less benefit in the experience of cancer? Finding empirical

answers to these questions will help psychosocial oncology researchers improve the survivorship

experiences of cancer patients. Regardless of the actual length of time of survivorship--all cancer

patients and their families should receive care that attends to their individual differences in

survivorship by matching their current level of functioning and assisting them in moving to the

next level of adaptive response.
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Table 1

Demographic Characteristics of Initial Sample (N = 32)

n Percent
Age       M = 55.66, SD = 10.75
             35 - 40 4 12.5
             40 - 50 2 6.25
             50 - 60 15 46.88
             60 - 70 8 25
             70 - 81 3 9.37
Stage
             Stage 0 8 25
             Stage 1 10 31.3
             Stage 2 10 31.3
             Stage 3 4 12.5
Average Yearly Income   M = $  46,000
            Less than $9,999 2 6.3
            $10,000 - $19,999 4 12.5
            $20,000 - $29,999 2 6.3
            $30,000 - $39,999 3 9.4
            $40,000 - $49,999 2 6.3
            $50,000 - $99,999 14 43.8
            Over $100,000 4 12.5
Partner Status
           Has Partner 23 71.9
           Does Not Have Partner 9 28.1
Education Level
          Completed HS/GED 5 15.6
          Some College 16 50.0
          Completed 2-yr degree 4 12.5
          Completed 4-yr degree 1 3.1
          Some Graduate work 5 15.6
          Completed Graduate degree 1 3.1
Ethnicity
         Caucasian 30 93.8
         African American 2 6.3
Treatment Status
        Had chemotherapy 21 65.5
        Had radiation 23 71.9
        Taking Tamoxifin 20 62.5
        Had Lumpectomy 18 56.3
        Had Mastectomy 13 40.6
        Had Breast Reconstruction 4 12.5
Time Since Diagnosis  M =  30 months
        0 - 6 months 2 6.25
        6 - 12 months 11 34.38
       12 - 24 months 5 15.62
       24 - 48 months 7 21.88
       48 - 56 months 2 6.3
       56 months or longer 5 15.62
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Table 2

Significant Differences Between Intervention and Standard Care Groups at Baseline

Variable df t Significance

OE: Learning about cancer and its treatment 29 2.42 .022

POMS: Confusion 30 -2.05 .05

Fact-B: Functional Well-Being Scale Score 30 2.91 .007
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Table 3

Demographic Characteristics of Final Sample (n = 14)

n Percent
Age       M = 59.5, SD = 10.29
             35 - 40 0 0
             40 - 50 1 7.14
             50 - 60 8 57.14
             60 - 70 2 14.3
             70 - 81 3 21.4
Stage
             Stage 0 5 35.7
             Stage 1 4 28.6
             Stage 2 3 21.4
             Stage 3 2 14.3
Average Yearly Income   M = $  40,000
            Less than $9,999 1 7.1
            $10,000 - $19,999 3 21.4
            $20,000 - $29,999 1 7.1
            $30,000 - $39,999 0 0
            $40,000 - $49,999 1 7.1
            $50,000 - $99,999 4 28.6
            Over $100,000 4 28.6
Partner Status
           Has Partner 9 64.3
           Does Not Have Partner 5 35.7
Education Level
          Completed HS/GED 3 21.4
          Some College 6 42.8
          Completed 2-yr degree 1 7.14
          Completed 4-yr degree 1 7.14
          Some Graduate work 2 14.3
          Completed Graduate degree 1 7.14
Ethnicity
         Caucasian 14 100
         African American 0 0
Treatment Status
        Had chemotherapy 8 57.1
        Had radiation 10 71.4
        Taking Tamoxifin 7 50
        Had Lumpectomy 8 57.1
        Had Mastectomy 5 35.7
        Had Breast Reconstruction 0 0
Time Since Diagnosis  M =  36 months
        0 - 6 months 1 7.14
        6 - 12 months 3 21.43
       12 - 24 months 2 14.29
       24 - 48 months 3 21.43
       48 - 56 months 1 7.14
       56 months or longer 4 28.57
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Table 4

Summary of Regression Analysis for Variables Predicting Pretest Quality of Life (N= 32)

Variable B SE B β

Step 1

   Intercept -1455.157 1103.362

   Medical Stage -7.539 4.584 -.338

   Date of Diagnosis 1.204E-07 .000 .294

Step 2

   Intercept 766.618 822.508

   Medical Stage -3.685 3.221 -.165

   Date of Diagnosis -5.690E-08 .000 -.139

   Mean Self-Efficacy 3.757 3.498 .220

   Mean Outcome Expectations 7.321 8.056 .154

   POMS Total Mood Disturbance Score -.267 .091 -.481**

   Mean Self-Regulation 15.704 9.118 .369

  Mean Performance of Coping Behavior -4.776 9.201 -.111

Note. R2 = .172 for Step 1; R2 = .572 for Step 2.

** p < .01.
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Table 5

Summary of Regression Analysis for Variables Predicting Posttest Quality of Life (n = 14)

Variable B SE B β

Step 1

   Intercept 108.150 659.698

   Medical Staging -2.102 4.110 -.154

   Date of Diagnosis 1.721E-10 .000 .001

Step 2

   Intercept 260.270 258.250

   Medical Staging 2.269 1.697 .166

   Date of Diagnosis 1.766E-08 .000 -.105

   Pretest Fact-B .704 .089 .972**

Step 3

   Intercept 273.090 278.800

   Medical Staging 2.338 1.818 .171

   Date of Diagnosis -1.855E-08 .000 -.110

   Pretest Fact-B .697 .101 .962

   Group -.830 4.097 -.029

Note. R2 = .024 for Step 1; R2 = .841 for Step 2; R2 = .001 for Step 3.

** p < .01.
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Table 6

Summary of Regression Analysis for SCT Variables Predicting Posttest Performance of Positive
Coping Behaviors (n = 14)

Variable B SE B β

  Posttest Self-Efficacy -3.691E-02 .106 -.096

  Posttest Outcome Expectations 2.220E-02 .295 .019

  Posttest Self-Regulation .687 .238 .739*

Note. R2 = .495.

*p < .05.
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Table 7

Effect Sizes based on Pre-Post Change Scores

Variable n Means
Pre
Tx

Pre
SC

Post
Tx

Post
SC

Pre
Tx

Pre
SC

Post
Tx

Post
SC

Pooled
SD

d

SE: Maintaining Act/Independ. 15 17 7 7 36.93 39.82 33.86 37.57 6.72 -.12

SE: Seek/Understand. Med Info 15 17 7 7 39.00 39.71 38.57 38.14 5.85 .19

SE: Managing Stress 14 17 7 7 30.36 34.35 28.86 33.71 8.83 -.10

SE: Coping w/ Tx Side effects 15 17 7 7 30.20 34.35 27.14 31.86 9.2 -.06

SE: Accepting Cancer/Pos Att. 15 17 7 7 35.93 39.47 34.00 37.43 8.22 .01

SE: Regulating Affect 14 17 7 7 27.57 32.88 29.57 31.86 7.31 .41

SE: Seeking Support 15 17 7 7 21.73 21.71 22.71 21.14 5.00 .31

OE: Learning about Ca/Tx 15 16 7 7 3.60 4.03 3.79 3.79 .50 .85

OE: Having a positive Attitude 15 17 7 7 4.22 4.17 4.10 3.61 .81 .54

OE: Talking about Cancer 15 17 7 7 2.55 2.62 2.85 2.35 .55 1.02

OE: Engaging in Relaxation 15 15 7 7 3.87 4.19 3.89 3.72 .78 .62

OE: Setting Goals 14 17 7 7 3.59 3.99 4.09 3.52 .62 1.58

Self-Regulation 15 17 7 7 3.68 4.01 3.76 4.06 .55 .15

Perf. Pos. Coping Behaviors 15 17 7 7 3.29 3.47 3.35 3.52 .53 .02

POMS Total Mood Dist. Score 15 17 7 7 23.87 6.53 32.2 11.67 39.08 .19

FACT-B Physical WB 15 17 7 7 21.87 22.88 21.85 24.57 4.87 -.35

FACT-B Social WB 15 17 7 7 22.07 22.76 21.14 20.42 5.94 0.24

FACT-B Emotional WB 15 17 7 7 18.27 20.94 17.00 20.00 4.12 -.08

FACT-B Functional WB 15 17 7 7 20.13 24.12 20.00 23.86 3.86 0.03

FACT-B Additional Concerns 15 17 7 7 22.80 26.00 22.42 24.71 6.82 0.13

FACT-B  (intent-to-treat) 15 17 7 7 105.1 116.7 102.4 113.6 19.99 .02

FACT-B (program completers) 7 7 7 7 99.28 116.9 102.4 113.6 19.40 .33
Note. Tx = treatment group, SC = standard care group, SD = standard deviation, d = Cohen's d.
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Table 8

Suggestions Provided By Select Participants During Follow-Up Phone Calls

Participant
ID

Suggestions/Comments
Regarding New Directions Content

Suggestions/Comments
Regarding Program Delivery

12 Continue emphasizing realistic
expectations and the importance of
attitude; remind people to think about
what they have learned from their cancer
experience; encourage women to continue
to find ways they can contribute/make
their life meaningful

Provide the program as on-going/ repeat the topics
so women can join when they feel like it; provide a
time so it is held as early as possible after work;
screening patients for distress and providing those
most in need of psychological support is a good idea

16 Like content; would not change topics
that were covered

Offer the group for women sometime around the
year anniversary of diagnosis; having it around
treatment times would be helpful, especially during
chemotherapy

24 Pleased with content--nothing to add Patients may be too sick to come to additional
programs during active treatment; have day program
for people who do not like to drive at night

26 Enjoyed content; cannot think of any
other topics that should be covered

Groups like this can be helpful both during
treatment and after treatment; should be offered so a
woman could sign up for it anytime

32 Cover issues related to breast
reconstruction / options, side effects, etc.

Could not think of a time frame when a program
like this would not be helpful; liked having the
mixed group of women in terms of time since they
had been diagnosed; enjoyed sharing her
experiences in order to help women just going
through the process of treatment and recovery;
would be helpful in doctors sat down with patients
for a few minutes--physicians need more training in
the area of communicating with patients regarding
patients' questions and concerns; talking one on one
with someone is helpful; medical staff should put
together packets of information so that a woman can
go back and look at all of the services offered
because thinking about what is offered at the time of
diagnosis is too overwhelming

39 Had previous classes on stress
management, this information was
helpful; information in this program was
not new because I am in the medical
community

Personally would not have had the energy to
complete this program while in treatment because I
kept working; perhaps offer it right after treatment is
completed (about 1 month after medical treatment is
completed)
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Figure 2. Equation for Calculation of Effect Size.

d = {(T2 - T1) - (C2 - C1)/ST1C1 = ESPPWC

Where:

T1 = Treatment Pretest Mean Score
T2 = Treatment Posttest Mean Score
C1 = Standard Care Pretest Mean Score
C2 = Standard Care Posttest Mean Score
ST1C1 = Pooled Standard Deviation of Treatment and Standard Care Pretest
ES = Effect size
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Figure 3. Graph of QOL and Self-Efficacy Scores at Pretest.
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Figure 4.  Graph of QOL and Self-Efficacy Scores at Posttest.
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Figure 5.  Graph of Baseline Differences Between Intervention and Standard Care

Groups' QOL Scores.
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Figure 6.  Graph of Change in QOL Scores After the Intervention.
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Figure 7. Graph of Quality of Life and Self-Regulation at Pretest.
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Figure 8.  Graph of QOL and Self-Regulation Scores at Posttest.
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Figure 9.  Graph of QOL and Performance of Positive Coping Behaviors at Posttest.
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Figure 10. Graph of Medical Staging and QOL Scores.
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Figure 11. Graph of Mood Scores and QOL Scores at Posttest.
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Figure 12. Graph of Increases in Self-Efficacy After Intervention.
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Figure 13. Graph of Self-Efficacy and Performance of Positive Coping Behaviors at Posttest.
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Figure 14. Change in Outcome Expectation for Talking about Cancer at Posttest.
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Figure 15. Change in Outcome Expectations for Goal Setting at Posttest.
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Figure 16. Graph of Medical Staging and Self-Efficacy at Pretest.
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Figure 17. Graph of Medical Staging and Outcome Expectations at Pretest.
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Graph 18. Graph of Medical Staging and Self-Regulation at Pretest.
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Figure 19. Graph of Medical Staging and Performance of Positive Coping Behaviors at Pretest.
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Figure 20. Graph of Medical Staging and Outcome Expectations at Posttest.



76

Figure 21. Graph of Medical Staging and Self-Regulation at Posttest.
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Figure 22. Quality of Life Scores at Pretest for Completers and Noncompleters.
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Figure 23. Profile of Mood States Scores at Pretest for Completers and Noncompleters.
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Figure 24. Performance of Positive Coping Behaviors at Pretest for Completers and

Noncompleters.
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Figure 25. Self-Efficacy at Pretest for Completers and Noncompleters.
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Figure 26. Outcome Expectations at Pretest for Completers and Noncompleters.
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Figure 27. Self-Regulation at Pretest for Completers and Noncompleters.
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ID Number: ___________________         Today�s Date: _________

Thank you for your interest in New Directions. Would you mind answering a few
brief questions about your experience with breast cancer? All of this information
is confidential.

1. Birthday: ____ / ____ / ____ 2. Age: ____
           MM     DD       YY

3.  Ethnic Background:  Caucasian
African American

      Hispanic
          Asian

          Other: ______________________

4. Do you know the stage of your disease:    Yes         No
5. If yes, what stage is it? _______

6. When were you diagnosed with breast cancer?  ____ / ____
          MM        YY

7. Has anyone else in your family had breast cancer?   Yes   No
8. If yes, who?            Mother

                   Sister(s)
Daughter(s)
Grandmother(s)
Aunt(s)
Cousin(s)
Other: _____________________________

9. Are you currently receiving treatment for breast cancer?   Yes     No

10. Circle the treatment options that you have used or will use:

Mastectomy Chemotherapy
Lumpectomy Radiation
Double mastectomy (preventive) Bone Marrow Transplant
Breast Reconstruction Tamoxifen
Taxol
Other(s): _________________________________________________
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11. What are the side effects that you have experienced from cancer or its
treatment?
Fatigue Vomiting Worry
Nausea Leg cramps Feeling Blue
Hot flashes Swelling (hands, feet) No appetite
Less use of arm Lymphodema (swelling of arm) Memory trouble

Other(s): ______________________________________________________

12: Do you have any questions I can answer about New Directions?
______________________________________________________________
______________________________________________________________
______________________________________________________________

13. What evening would work best for you for the New Directions Program?

Monday          Tuesday          Wednesday          Thursday          Friday

The session lasts for 1.5 hours; write in the time that works for you.

The program will be offered around 7:00 - 8:30 pm. Does this time work for you?

(If not, what time works best for you?)________________________________

Do you live in Roanoke?   Yes   No

Could you attend a meeting in Roanoke?   Yes   No

(If no, where would be the best place for you to meet?)____________________

Address/Contact information (for mailing of the letter confirming which group):

__________________________

__________________________

__________________________
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Consent to Release/Obtain Medical Information

I, the undersigned, do hereby authorize and request _____________________________

(Name of Facility) to release the oncology medical records of:

Patient Name: Date of Birth:

Social Security #:Address:

Phone Number:

To the following:

Name:

Kristi D. Graves, MA
New Directions Project

Address:

CRHB (0274)
Dept. of Psychology
 Virginia Tech

City, State, Zip:

  
Blacksburg, VA

         24061

This disclosure is for the purpose of research.

I understand that my records are confidential and may be disclosed only as authorized in
this consent or required by law. I also understand that this consent is revocable by me at any time
except to the extent that action has been taken in reliance on this consent. Unless an earlier date
is specified this consent automatically expires ninety (90) days after the day below.

Signature: ______________________________________ Date: ____________
                                                (Signature of participant/patient)

Signature of witness: _____________________________ Date: ____________
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A copy of the POMS is not available as this is a copyrighted measure.
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New Directions Survey
The information you provide below will be kept confidential. This information will help us plan
for future programs for women with breast cancer. On this survey and the other surveys, you can
choose not to answer certain questions.

1. Do you currently have a spouse/partner?    Yes        No

2. Do you have children?   Yes       No      If yes, how many children do you have? _____

       What is the age of your oldest child?___ What is the age of your youngest child?___
       How many children currently live with you? ______

3. Are you presently (Circle one):

Employed
Unemployed
Retired
Full-time homemaker
On leave from employment

4. What is your average yearly household income? (Circle one):

Less than $9,999
Between $10,000 and $19,999
Between $20,000 and $29,999
Between $30,000 and $39,999
Between $40,000 and $49,999
Between $50,000 and $99,999
Over $100,000

5. What is your highest level of education? (Circle the highest one):

No Formal Education
Some Elementary/Grade School
Completed Elementary/Grade School
Some High School
Completed High School/GED
Some College
Completed 2-Year College Degree
Completed 4-Year College Degree
Some Graduate Work
Completed Graduate Degree
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110

    Today�s Date: ___________

Women with breast cancer deal with their illness in different ways. Please tell us
how much you agree or disagree that the following would happen.

Use this scale to tell us how much you agree:

1 2 3 4 5
Strongly    Not Sure Strongly
Disagree             Agree

If I learn about breast cancer and its treatment…
How much do
you agree?

(1 — 5)
� I would not worry about the physical changes in my body. 1. 

� I would be able to manage any nausea I experience. 2. 

� I would know it is ok for me to do activities I enjoy. 3. 

� I would be able to set proper limits for myself. 4. 

� I would worry about not getting better. 5. 

� I would worry that I could not meet the needs of my family. 6. 

� I would be able to communicate with others about my
illness.

7. 

� I would feel better about my relationship with my doctor. 8. 

� I would know that my feelings and thoughts were normal. 9. 

� I would feel that I am doing what I can to manage my
cancer and treatment.

10. 

� I would be able to maintain hope in the fight against my
illness.

11. 

� I would be more able to accept changes in my body from
treatment (hair loss, fatigue, etc).

12. 

�I would be able to keep my normal routine. 13. 
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Use this scale to tell us how much you agree:

1 2 3 4 5
Strongly    Not Sure         Strongly
Disagree           Agree

If I look at the positive side of having cancer…
How much do
you agree?

(1 — 5)
� I would be giving myself false hope. 14. 

� I would be giving my family false hope. 15. 

… I would be able to communicate with others about my
illness.

16. 

� I would make it easier for my family to be around me. 17. 

� I would be able to take advantage of each day. 18. 

� I would feel foolish. 19. 

� I would not worry about the future as much. 20. 

� I would be better able to relax. 21. 

� I would not be facing reality. 22. 

� I would feel closer to my family and friends. 23. 

� I would know that it is ok to sometimes have less positive
feelings about cancer.

24. 

� I would be better able to maintain a sense of humor. 25. 

� I would not feel as alone. 26. 

� I would be able to talk with other cancer survivors. 27. 
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Use this scale to tell us how much you agree:

1 2 3 4 5
Strongly    Not Sure Strongly
Disagree             Agree

If I talk to my doctor about my illness…
How much do
you agree?

(1 — 5)
� I would feel too pushy. 28. 

� I would be able to get the information I need. 29. 

� I would feel disrespectful. 30. 

� I would be proud of myself. 31. 

� I would feel like a difficult patient. 32. 

If I talk to my partner about…

              (If you do not have a partner, answer as if you did.)

 How much
do you
agree?
(1 — 5)

� my cancer, it would put extra stress on our relationship. 33. 

� changes in my body due to treatment, I would be
embarrassed.

34. 

� our sexual relationship, I would be embarrassed. 35. 

� costs of treatment, I would feel like a burden. 36. 

� my fears, I would make my partner afraid as well. 37. 

� treatment options, I would be including my partner on
important decisions.

38. 

� drawing up a will, my partner would think I have given up
hope.

39. 
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Use this scale to tell us how much you agree:

1 2 3 4 5
Strongly    Not Sure         Strongly
Disagree           Agree

IF I TALK TO MY FAMILY ABOUT MY ILLNESS…

How much do
you agree?

(1 — 5)

� I would make them worry about me too much. 40. 

� I would be able to let them know when I need some extra
help or support.

41. 

� I would be able to let them know when I need to rest. 42. 

� they would think I need more help than I actually do. 43. 

� I would be better able to express my feelings to them. 44. 

If I tell other people about my illness…
How much do
you agree?

(1 — 5)

� people would pity me. 45. 

� those who don�t know me very well would avoid me. 46. 

� I would feel less in control. 47. 

� it would seem like I am asking for sympathy. 48. 

� I would feel ashamed. 49. 

� I would be annoyed when they are always asking me how I
am feeling.

50. 
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Use this scale to tell us how much you agree:

1 2 3 4 5
Strongly    Not Sure Strongly
Disagree             Agree

If I relax…
How much do
you agree?

(1 — 5)
� I would feel more in control of my emotions. 51. 

� I would be less afraid of having a recurrence. 52. 

� I would be able to have a new outlook on life. 53. 

� I would be better able to control pain. 54. 

� I would be better able to handle any nausea I experience. 55. 

� I would sleep better. 56. 

� I would not feel as tired all of the time. 57. 

� I would be more pleasant to be around. 58. 

� my family and friends would not worry about me as much. 59. 

� I would be better able to cope with any changes in my
health.

60. 

� I would not be as nervous before a treatment session. 61. 

� I would not be as nervous when I talk to my doctor. 62. 
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Use this scale to tell us how much you agree:

1 2 3 4 5
Strongly    Not Sure Strongly
Disagree             Agree

If I set goals related to my illness�
How much do
you agree?

(1 — 5)
� I would feel like I could handle things better. 63. 

� I would be pretending to control things I can�t control. 64. 

� I would be able to make problems less overwhelming. 65. 

� I would be setting myself up for failure. 66. 

� I would be taking things one step at a time. 67. 

� I would set an example for other breast cancer patients. 68. 

� I would feel more independent. 69. 
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Date: ___________

Women with breast cancer do different things in response to their illness. Please
tell us how often you do the following things.

Use this scale to tell us how often you have done the following:

1 2 3 4 5
Never             Every now            Often              Most of               Always
                        and then     the time    

How often do
you do this?

(1 — 5)
1. I plan ways to make my treatment sessions more

bearable.
2. If I have negative emotions about something, I try to

make them more positive.
3. I set goals for myself (related to managing my illness).

4. I write down questions I have about my illness or
treatment so I can ask the doctor or nurse.

5. I know how to recognize when I have a negative
thought about something.

6. I look for information I need to make decisions about
my cancer treatment.

7. I try to think about problems in a ways that makes
them easier to handle.

8. If my health keeps me from doing something I want to
do, I know that I can plan it for another time.

9. If I have a question the doctor hasn’t answered, I
know I know how to him or her in a way so that I find
out what I want to know.

10. I try to realize when a negative thought affects the
way I feel and act.

11. I try to relax when I am feeling stressed or worried
about something.

12. I try to realize when I need to take a break and rest.
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Women with breast cancer do different things in response to their illness. Please
tell us how often you do the following things.

Use this scale to tell us how often you have done the following:

1 2 3 4 5
Never             Every now            Often              Most of               Always
                        and then     the time

How often do
you do this?

(1 — 5)
13. I try to communicate with my doctor and nurses so

that we talk about any questions and/or worries I have.
14. I try to communicate well with my family on issues

related to my illness.
15. I try find activities that I enjoy doing most of the

time.
16. I try to take the time I need to take care of myself.

17. When I have a question about something, I try to find
the answer.

18. If I reach a goal I have set, I do something to reward
myself.

19. I know when I start to get upset about something that
I will be able to deal with it.

20. I know that I am in charge of my feelings related to
my illness.

22. I consider all the options when I make a decision
about my treatment.

23. I try to keep track of all of my medical appointments
and feel in control of my care.
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Today’s Da te __________

Women do and feel different things when they have breast cancer. Please use the
following scale to tell us how often you have done the following in the past two
weeks:

1 2 3 4 5
Never             Every now            Often              Most of           All the time
                        and then     the time

How often have you done this in the past 2 weeks?
How often have
you done this?

(1 - 5)

Had negative thoughts about my illness. 1. 

Kept track of my level of stress. 2. 

Set goals for myself. 3. 

Talked with my doctor in a direct and clear way. 4. 

Changed a negative thought to a more positive one. 5. 

Practiced relaxation. 6. 

Rewarded myself for meeting a goal. 7. 

Used assertive communication (stood up for my rights without
hurting anyone else).

8. 

Felt scared and hopeless about the future. 9. 

Worried that I wasn’t taking care of my family the way I
should.

10. 

Felt in control of managing my cancer. 11. 

Did activities I enjoy doing. 12. 

Solved a problem related to my illness. 13. 
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Please use the following scale to tell us how often you have done the following in
the past two weeks:

1 2 3 4 5
Never             Every now            Often              Most of           All the time
                        and then     the time

How often have you done this in the past 2 weeks?
How often have
you done this?

(1 - 5)

Felt stressed out. 14. 

Felt depressed and worried. 15. 

Had confidence for the future. 16. 

Kept a positive attitude. 17. 

Thought of the connection between what I think and what I
feel about something.

18. 

Sought support from someone close to me. 19. 

Kept a sense of humor about things. 20. 

Worried about things I could not control. 21. 

Did things to make my treatment sessions more bearable. 22. 

Looked for information related to my illness. 23. 

Took the time I needed to take care of myself. 24. 

Stopped myself from feeling upset about something (without
pushing it deeper inside).

25. 
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Date: ___________

New Directions Follow-Up Survey

To help us improve our services, we are looking for feedback related to the New
Directions program that you signed up for during the spring or summer of 2000. As
with the previous forms you completed, all information on this survey will be kept
strictly confidential. Thank you in advance for your time and responses.

1. Why did you initially sign up for the New Directions program?

2. Did you complete the 8-week program?     Yes    No

3. If you completed the program, indicate with a check why you completed the
program (more than one can apply):

(If you did not complete the program, check here ______).

_____ I enjoyed the topics

_____ I enjoyed meeting the other women in the group

_____ I found the information relevant to my situation

_____ I wanted to get out to do something and this fit into my schedule

_____ I wanted to learn more about coping with breast cancer

 _____ Other:
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4. If you did not complete the program, please indicate with a check why you did
not complete the program (more than one can apply):

(If you completed the program, check here ______ ).

_____ My schedule did not permit me to begin/continue the program.

_____ My physician did not know about the program.

_____ I did not find the program helpful.
            (Feel free to use this space or the space on the back to elaborate):

_____ I was uncomfortable talking about personal issues in a group.

_____ I was not satisfied with the quality of the information.

_____ I realized that I already knew the information covered in the program.

_____ I was not satisfied with the qualifications of the facilitator.

_____ I was distressed by the topics covered in the group.

_____ Other/Additional comments:

Many women signed up for the New Directions program; some of the women that
signed up were unable to participate in a group. We are interested in finding out
what we can do so that women who are initially interested are able to take part in
one of our groups.
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If you signed up but never attended a program, or only attended a few sessions of
the program, we want to know what we could have done to make it easier for you
to attend. Please check suggestions that you think may have made it easier for you
to attend.

____ Have a day program.

____ Have the program on a different day/evening.

____ Have the program at a different time.

____ Have the program at a different location.

____ Cover different topics in the program.

____ Provide more information about the program when I signed up.

____ Include other people in the program (spouses, friends, etc).

____ Provide child care.

____ Make the program more interesting/relevant to my situation.

____ Make me feel more comfortable about participating in the program.

____ Use a different format for the program

          ____ Make it more like a class

          ____ Make it more supportive/allowed for more discussion

____ Other:

Please feel free to use the back of this form if you need additional space. Thank
you for your time and your responses.
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