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ABSTRACT

Most of the literature on the stress associated with the suppOrt
of cancer patients is anecdotal and speculative. This study sought g;
systematically ‘exnlore problems in giving supnort. A total of 157
family members and friends of cancer patients were involved; most wére
administered a questionnaire while waitina for patients underqoing
radiation or chemotherapy. treatment at a local clinic-

‘ The first ;bjective was to identify some of the broader
dimension$ underlying specific support problems and to develop an

- instrument to tap these dimensions. Items generated by a jiterature
feview were presented to over 500 subjects. Threugh factor analysis,

'three basic dimensions were’iso1ated: Affect Arousal, Task Ambiguity,
and Personal Cost. These dimensions appeared consistently across the
four types of support examined: Practical Helo, Emotional Expression,
AQVice and fuidance, and Empathic Understanding. Thé questionnaire
also ihcluded items taoping contextual or background variables?\network
characteristics, and satisfaction with support given in each domain.
. The second objective involved the examination of differences
in supbport problems by type of support. For all four tybes of support,
%he ambiguity of %he sunport task was most important, followed by
personal cost. Affect arousal was found to be less salient in constraining
support given. This was in contrast to many observaﬁjons which cite
the importance of negative emotional response in the experienge of

support problems.

i
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The third objective involved explioration of -the correlates of
support prob]ems‘énd 6f satisfaction with support given. Disease
characteristics were not found to be particularly significant. An
important demographic variable was age of the support person, with
younger support persons experiencing more problems and less.satisfaction
with support given. The emotional reactions of the patient and the
degree of involvement with the patient were both related to support
problems and satisfaction. The effects of se]flinvolvement and emotional
reactions were less predictive for the immediaté family than for friends
and relatives. Uofe distant, less involved sunoort persons experienced
more difficulties and less satisfaction. Contrary to expectations,
the network was related to problems and satisfaction exnerienced. A
higher number 6f relatives and friends in the community was associated
with the perception of more support problems, particularly for younger

© support persons. . . J

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



ACKNCWLEDGEMERTS

I would like to express my appreciafion,to fﬁése people who have
assisted me in this research, without whose directioﬁ and support this
prdject could not have been completed.

‘Fir%t, I would ]ikz to thank ﬁy chairmaQQJDr.,John Lanipa, for
his ideas, guidance, énd encourageéeﬁt, and for the enthusiag% which
carried me through when my own was flaggina. He has indeed taught me
much about conducting valuable research.

I would also like to thank the other members- of my committeé,
Dr. Frank Auld and Dr. ﬂi]]iam Balance, for their suoport'and
encouragement, as well as their questions and advice, which served to
make this research project even more solid. Special aopreciation is
extended to my outside reader, Or. Benjamin Gottlieh, for his wﬁ]]inq-
ness to read and study the extensive manuscriét under great time
pressure, and for his commitment to careful and critical analysis.
Thanks also go to Dr. David Reynolds, Chairman of the Psychplogy
Department, who not only gave verbal support to the research but
helped tolobtaiﬁ monetary support also.

No research of this type is poésib]e without subjects, and I
would like to exnress my gratitude to thosé who made the task of
finding subjects much easier. In particu]af, Nr. John Haus, Director
of the Ontario Cancer Foundation Clinic, was most helpful in this-
regard, as was his nursing staff. As wel]; Mrs, Flo Hartleib and Mrs.

'Paulette&Kupn1ck1 of the w1ndsor Senior C1t1zens Centre, and Mrs.

¥
Mary Hall of the Canadian Cancer Soc1ety are to be thanked for the1r

iv

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



- - " - - . 1

interest and héip. “of course, special acknowledgement is extended to
all those friends and family members of cancer patients who were -
Wwiliing to share their e;periencesg some of them during a particularly
painful -time. |
[ would also-like to thank Mrs. Irene ?rseneau for her heroic
a@comp1ishment in typing the manﬁscript within a verv short time. As
weT],.thAnks go to Mr. Randy Atkins of the Equ?tabTe Life Insurance
Company for ql]owing me the uSe of various office machines when they
were qrgat]y needed. o |
‘Fina1]y, it is with) deep ple;sure that [ acknowledge the role of”
& my family.and friends, wjthﬁut whose 1o§e,and encouragement I would
have given up long égo. ‘They have indeed.helped me to more fully
appreciate $he value of a strong support system. I am especially
.graterT to my parents, Douqlas and Marilyn McMurtry, for their .
. . 3
satrifice‘qnd vision, and their continuing love. And to mv husband,
banie]; who perhaps-understanas best the meaning of this accomﬁ]ishment,.

’

I express a very special thank-you. ’

3

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



ABSTRACT

ACKNOWLEDGEMENTS

LIST QF TABLES
thapter
I

I11

v

Appendix
A
B

R |

. . TASLE OF CONTENTS

ANTRODUCTION .

The Impact of Cancer on the Patient
Social Support

Support Problems of Cancer Patients
Variables Influencing Subport
Statement of the Problem

METHODOLOGY

Sample

¢~ Description of the Instrument
Procedure

RESULTS

Scale Develonment

Differences in Problems Across Support Types

Relationships Among Support Problems,
Satisfaction, and Context

DISCUSSION

Development of the Support Questionnaire _
Differences in Problems by Support Type
Relationships Among Support Prob]ems,

Satisfaction, and Context
Limitations of the Study
Implications for Intervention -

SOCTAL" SUPPORT OUESTIONNAIRE

-

FACTOR MATRIX FCR I%EMSAACROSS SUPPORT TYPES

+ SUPPORT PROBLEM SCALES

¢

Page
i1
iv

viii

12
2

2€
60

€5
- 65
75
73

79
82

83
127

128
130

132

141
144.

147

T 152

155

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Appendix - _ - . Page

D INTERCORRELATIONS AMONG ALL SUPPORT PROBLEM
. : SCALES T 158
E BACKGROUND INFORMATION-ON SAMPLE AND ON
: PATIENTS , 162
F FREQUENCIES OF PATIENT REACTIONS TO ILLNESS 166
G DISCRIMINAMT WEIGHTS FOR RELATIOHSHIP AND
SOURCE GROUPS .. 168
H : MEANS, STANDARD DEVIATIONS, AND F-RATIOS FOR
SPECIFIC SCALES . 171
I CANONICAL ANALYSES WITH SUPPNRT PRNBLEMS AS
: DEPENDENT VARIABLES: SUBGROUPS : 174
J CANONICAL ANALYSES WITH SATISFACTIOM MEASURES
' AS DEPENDEMT VARIABLES: SURGROUPS - 187
K CANONICAL NEIGHTS: TOTAL GROUP ANALYSES 200
L PREDICTORS, OF SUPPORT PROBLEM SCALES * A 205
M SAMPLE 0F PRE-TEST INSTRUCTIONS AND ITEMS 211
N * REFERENCES , ' <21
VITA AUCTORIS ™ 1238
. Ao
\
N
L\ ]
\ ,

vii

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Table

10

11 .

13

LIST OF TABLES

Page

-~

Alnha Reliabilities for Support Prohlem Scales = 83

Multiple Regression: Support Problem Scales as
Predictors of Satisfaction with Different Types

of Support ‘ : . 85
Means and Standard Deviations for Support - ~
Problem Scales by Support Type i 87
Means and.Standard Deviations for Patient
Status Groups on Selected Variables . 92
~Means and Standard Deviations for Patient Marital
Status Groups on Selected Variables 95 .
Discriminant Analysis: Relationshio Groups .97
Means and Standard Deviations for Relationship
Groups on Selected Variables 102
Discriminant Analysis: Classification into
Relationship Groups . . © 101
Discriminant Analysis: Source Groups 1C3

Means and Standard DEviations for Source Groups

on Selected Variables . 105
Discriminant Analysis: Classification into.

. Source Groups ' 107,
Canonical Analysis with Support Problems as
Dependent Variables: ATl Subjects 109
Canonical Analysis with Satisfaction Measures:
as Dependent Variables: A}l SubiecCts 117

¥
b
viii ="

3

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



W

CHAPTER 1
INTRODUCTION
. A prominent areg of interest in the cancer Titerature today is.
the quality of life expérienced by the cancer patient. Holland (1981)
has commehtgd on the proliferation within the 1ast'few years of .
regorgf'on the psychosocial aspec%s of this‘disease. The concern of
professionals extends beyond the medical sphere to many other areas of
- the patientlé Tife. These areas.ing1ude the sociait‘psychologica1,
- emg;iona1, and economic ramificaﬁions of living with cancer.

The -role of social support iﬁ adjustment to cancer has been a
major %ocu5‘of study. Many oEservationg,within clinical settings have-
been made which .indicate certain patterns. It appears that inter:
personal relationships can significantly aid the ﬁatient in adjustiﬁg
to the negative effects of the disease. Social support has~been'
identified as a source.of strength for the batient in facing pain,

. unpleasant freatment procedures, return to a normal life, or the prospect
l) of death. However, these re]ationsgips also appear to be seriously
affected by the cancer experience. Stress takes its toll not only on
the patient but on all those involved with him. Often, because of
various factors, socdal supporé is inadequate, 1napp;opriate, or
compietely absent, with great cost to the patient.
[t is the purpose of this research to investigate the correlates .
N of this breakdown in support, from the viewpoint of the support system

members. Little systematic study has been done in this area to date,

with most reports relying on anecdote and'specu1ation. It is hoped
( : )

i 4

LY

i : £
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2
that such an investigation will contribute both tc the prediction and
the prevention of social support probiems in cancer.

To understand the context of this research, it may be helpful to
review some statistics indicating the widespread incidence of cancer,
as well. as some beliefs commonly held by the bub1ic. It has been
estimateé that one in four Americans will develop cancer and that two
out of three families will be toﬁched by the disease (American Cancer
Socfegg, 1980). In the decade of the seventies, it ;a; anticipated N
that 10 million pgop]e would be treated for cancer (Greenwald, 1980).

While people are more aware of the disease and its warning signs,

misconceptions still abound (American Cancer Society, 1980; Knopf,

1§76). The incidence of cancer is often underestimated by the public.
At the same time, its fatality is usually bverestimated. Recent

’ figures indicate that with new treatment procedures, the disease has ' €§;>
a cure rate of 47 percent (i.e., at least five years of survival after

cessation of treatment).  The figures are much worse for certain

-

other common diseases, yet people continde to more readily assoctafe’
cancer with death (Peters-Golden, 1982). Furthermore, there is
- confusion about the re]étive efficacy of treat@ent for specific
types of cancer. For example, smokers tend to believe that the cure
rate is quite high for lung cancer, which is untrue (American Cancer
Society, i980). .
There is a suggestion in these data of the fear and defensiveness
that surrounds cancer. In many cases, the conditions under which a
person becomes a cancer patient or the member of a cancer patient's

support system are not charactérized by preparedness to cope with
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this disease.

The literature review will continue with an investigation of

\

'seQ!ra1 areas. The.impact of cancé( on the patient will be covered
first. Nexi, social ;ﬁpport will be discugsed in terms of its
conceptualization and ité value. Evidence for the breakdown of
supbort in thé cancer situation will be réﬁiewed in the following
section,_ Tﬁen, factors related to fhis breakdown will be discussed.

Finally, an overviewhg} this study will be presented.

~ The Impact of Cancer on. the Patient

. i Cancer is a highly stEessfu1 efgerience which upsets the
patient's normal coping processes and prodqées considerable distres;
_ (Meyeroﬁﬁtz, 1988). Patients face a variety of threats and
potential chahges in their lives, many of which‘a(g eventga]]y
reélizeq. In,response, they usually experience strong emotional
. reactjons which are»a further source of stress. These threats and
“emotional reaétions will be reviewed here. ‘Th%s~wi11 be followed by

a d{igussion of the adaptive tasks engendered by this stressful

-

Threats to the patient. Cancer patients must endure the

situation.

Areas of Stress -

possibility of tremendous physical, psycﬁo]ogica], social, and

| functional changes”. fSevéraI authoés have outlined the threatening
experienﬁe of these patients (Ho]]and, 1980; Krant, Doster, & Ploof,
1980; Mages & Mendelisohn, 1979; Rosillo, Welty, & Graham, 1973).

Weisman (1979) found that the most frequently cited problems related to

4
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hea1th,'se1f-appraisal, work and finances, family and significant
relationships, re]igion: friends and associates, and existential
concerns. He identified fﬁe last as being the most important 1in
many cases. Cohen and Laéarus (1979) listed a series of threats
experienced by severelTy i1l patients in génera]. These included
threats to 1ife and fears of dying, to bodily integrity and comfort,
to one's self-concept and future plans, to one's emotional
equilibrium, to the fulfillment of customary social roles and
activities, and threats invo]viég the need to adjust to a new physical
or social environment.

Certain concerns have been emphasized more than :others. The
lack of control experienced by most cancer patients is a major issue
(Abrams, 1966 Herzoff, 1979; Nannis,.Susman, Strope, Woodruff,
Hersh, Leviﬁe, & Pizzo, 1982;'ff1111n; 1981). Cancer'is a rather
unique disease in that there is 1itt1e‘the‘patient or family can do \\\\\\
to alter its cqurse:'and eve; treatment hojds n0jguarantee§Iof'cure.,
This lack of personal control is‘particuiar]y hard for the patient,
esbecia]]y when it is coupled with the uncertainty of the disease
course (Silberfarb & Greer, 1982). The threat to autonomy and fears
of becoming too dependent ére also frequently conéerns of the
patienf (Silberfarb & Greer, 1982). The patient is often forced
to rely heavily on the care of others, not only because.of the
physical impact of the disease itself éut as a result of physically
taxing treatment procedures as well. It is impossible for the
patient to know for how long and to what degree he or she will need

the care of others. Cancer patients also may fear abandonment
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T - 5
and isolation (Dunphy, 1577), often as a resﬂ]t of feelings of
disfigurement and ugliness (Garner, 1977; Silberfarb & Greer, 1982).
They are aware of the stigma associated with this disease and are
concerned about the response of others.

Fears and anticibatjons of the cancer patient in many of these
areas are well founded. "Significant changes in the 1ives of patients
. have been documented by several authors. Greenleigh and associates
(1980) reported on interviews with a large number of cancer patients
regarding the social, economic, and psychclogical impact of ‘the
»disease. Patients identified many problem areas: general tiredness
or debilitation; discomfort and.;mbarrassment with previously
ordinary aﬁtivities such as shopping for clothes; chanées 1nAro1es
at home; sexual problems; behavfora] problems with children; 1e§s
financial security and subsequent adverse chagges in 1ifestylgs;
concerns about the-effects of having cancer on employment and
insurability; changes in living arrangémentg_due'to disability or
- financial strains; and lack of suprrtive services. Meyerowitz,
Sparks, and Spears (1979) found .similar types of diffiéu]ties among
a.group of breast cancer patients, including a reducgion in general
_activity accompanied by distreés, disruptions in work-related areas,
"and disruptions in financial, family, marital, and éexua] areas.
Other investigators have commented on problem areas, as well {Jamison,
Ne]}isch, & Pasnau, 1978; Silberfarb, Maurer, & Crouthamel, %9@9;4

Worden & Weisman, 1977).

Emotional reactions. Cancer patients undergo a variety of

emotional reactions to their plight. The most frequently reported
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reactions include depréssion (Goldberg, 1981), anxiety, anger, ahd
quilt (Crary & Crary, 1974; Meyerowitz, 1980; Silberfarb & Greer,
1982). Several investigations indicate that these reactions are
experienced to varying degrees among cancer pétients. Lewis,
Gottesman, and Gutstein (1979) found that céncer patients.undergoing
surgery had high levels of anxiety and depression, which iqgreased
over time, unlike a cbmparison group of patients undergoing surgery
for less serious illness. Achté and Vauhkonen {1871) reported
tenseness, depression, and anxiety in more than half of 100 patienté
sampled. . They also found soma aggressiveness and paranoia, and a
fear of death in some patients. Depression was found to be-fairly

" prevalent among adolescent cancer patients studied by Boeck and
Leventhal (1979). Fina]]y; out of teﬁ major psychosocial concerns
expressed by callers to a cancer counge111ng telephone service
(Rainey, 1983}, anxiety associated with illness was found to be the

most frequent, and depression ranked sixth.

There is some controversy as to the severity of these emotional

reactions in cancer patients (Dunkel-Schetter, 1982). For example,

Bukberg and Holland (1980) reported that 40 percent ofitheir sampfe

of random admissions to a medical oncology unit were rated as'
depressed, and half of these were thought to need psychiétric
evaluation and treatment. In contrast, Silberfarb, Philibert, and
Levine (1980) found that their sample of cancer patients was more
distresged than normals but was significantly less distressed than'
psychiatric patients. The depression of these patients was in the

.

o
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non-significant range in most cases, and a lack of major psychiatric
iliness was found. These authors stress that this seems to be the

case for most emotional reactions to cancer. Dunkel-Schetter (1982)
2

-

has suggested that discrepancies in the Titerature regarding emotional
reactions of cancer patients refliect differences among samples in
disease progress{on and differenf methods of assessment. As well,

she notes that differingtsubjective interpretations among investigators
as to what reactions are worthy of note contribute to the disagreement.

There are individua differences among patients in their

emotional reactions to cancer, and this must be taken into account
when interpreting researfh findings. Sobel and Worden (1979) state
that too often homogeneify is assumed in patients' reactions and
coping strategies, and Hence intervention is ®rroneously prescribed
for all. These authors undertook a study using the MMPI to assess

the status of cancer patients. Their findings suggest that not all
:patignts experience adjustment difficulties, and those that do
present’a profile similar to neurotfc patients. Similarly, Craig and
Abeloff (1974) found three symptomaticél1y distinct groups of
patients. These investigators concluded that there may be patients
for whom emotional factors are significant and others for whom sucﬁ
factors are not important. Silver and Wortman (1980) have concluded
that there is no consistent response pattern to undesirable life
events: including cancer, so that genera]jzations must be made
cautiously. In response to the uncertainties surrounding patient

reactions to cancer, Silberfarb (1982) has advocated the development
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of reliable and valid mgasufes of psychological responses to cancer.

In summary, it is ciear that the cancer patient faces a variety
of stresses in many areas of his or her life. Weisman (1979) has
empirically established four "vulnerability clusters" in cancer
patients which capture the essence of the cancer experience. These
include annihilation (hopelessneéii anxiety, and a cToséH~tiﬁe
perspective), alienation (abandonment, iso1afion, repudiation of
significant others, and worthlessness), endangerment (frustration,
tﬁrmoil,'and truculence), and deniaf, which is almost an independent

factor.- The patient experiences a basic existential despair

characterized by depression and powerlessness.

Coping, Adaptive Tasks, and the Need for Support

Patients must utilize a number of means to try to restore their
equilibrium and adjust to their situation. Sometimes these involve
only themselves, but often patients re]y as well on the help of
others. The general coping mechanisms of patients will be presented
here, followed by "an elucidation of those adaptive tasks that of
ﬁEEéi§ity involve other people,

Coping. Little is known about the patterns of coping that most
pecple use, nor is it clear which pé??%rns of coping work for
certain types of persons, how they work, and the specific sets of
circumstances under which they are effective (Cohen & Lazarus,
1979). People with cancer use a wide variety of coping mechanisms;
but Tittle research has been done to fully examine the psychological
mechanisms and psychosocial variables that discriminate between

-
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9
those who cope well and those who do not {Miller, Denner, & Richardson,
1976).

Despite these limitations, it is possible to identify several
types of coping that are common in the’physica11y ill 1in genera1fand
the cancer patient in barticular. Moos and Tsu (1977) suggest that
there are seven major types>6f coping skills for the i11: 1)
denying or minimizing the seriousness of a crisis; 2) seeking of
relevant information; 3) requésting reassurance and eﬁotiona]
support; 4) Tearning specific illness-related procedures; 5) setting
concrete limited goals; 6) rehearsing alternative outcomes; and 7)
finding a general purpose or pattern of meaning. These are much the
same as the cdping patterns noted among cancer patients specifically.
For example, Mages and ﬁende]séhn {1979) have delineated three basic
coping categories for cancer patieﬁts. These include techniques
to minimize distress, such as efforts to avoid, forget, control, or
to detach the self from disturbing thoughts and feelings; active
attempts to deal with the issues, such as seeking information about

"~ iliness, taking active roles in treatment decisions, attempting to

. compensate for or to replace lost body parts and functions, and

| volunteering to help others; and turning to others, by sharing
concerns, seeking support and reassurance from family and friends,
making demands on others, and using illness to manipulate and
coerce others. Bean, Cooper, Alpert and Kipnis {1980) noted
repression, filtering of information, regression to a childlike
state of dependenée, transfer of decision-making power to

physicians, and denial among a sample of patients receiving

A
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chemotherapy. The most common response of these patients was, "I try
not to think about it". Such denial has been widely cited as the
most prevalent response of the 111, particularly following diagﬁosis
(Silberfarb & Greer, 1982}, although it varies in its frequency,
extent, and duration.

Jt is apparent from these 1ists that another prominent coping
Strategy is to enlist the help ofiothers. An examination will
follow of some of the needs identified by patients that may be

. fulfilled by other people. “

Adaptjve tasks and the need for support. There are a number of

areas in which othe} people may help the cancer patient to adjust to
dhis or her situation. Moos and Tsu (1977) have listed the following
adaptive tasks for the 11, which require the participation of
supportive qthers: dealing with pain and incapacitation, as well

as the hosp{tal en§ironment and special treatment procedures;
developing adequaté relationships with professional staff; preserving
a reasonable emotional balance; presetyihg a satisfactory self-
image; preserving relationships with family and friends, and
preparing for an uncertain future. Other needs are for care of
physical discomfort, for an emotional climate of warmth and cheer, for
expression of feelings, and for emotional subport (Cobb, 1956),7as
well a; the maintenance of hope (Dubrey & Terrill, 1975), and the
need to deal with deéth igsues, for terminal SZtients in particular
{Linn, Linn, &.Harris, 1382). Young-Brockopp (1982) has identified

the need for hope, honesty, information, emotional expression and

discussion of death issues as being the most often cited psychosocial

€
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- ) .needs of cancer patients. She found that the first three, in
particular, were of importance to her sample, with some variation
on the last two.

Underlying these areas is a primary need for communication,
which has been emphasized by many authors {e.g., Dunkel-Schetter,
1982; Mitchell & GTicksmaﬁ, 19775 Wortman & Dunkel-Schetter, 1979).
Cancer patients, to varying degrees, seem to need and want accurate
information about their situation (Greenleigh et al., 1980; McIntosh,
1977; Morris, G§ser, & White, 1977),‘as well as thgueﬁzortunity to
talk about their feelings and experiences. For example, Mitchell
and Glicksﬁan reported that 86 peréent of their sampie of patients
undergoing radiotherapy wished that they could dis¢uss their
situation more fully wiyh someone. - Silver and Wortman (1980) have
. suggested that expressing feelings enables the person to receive

information abouf the appropriateness of-thoéé feelings, facilitates
activé problem-solving, allows catharsis, and may give fhe person

a more meaningful perspective on the problem. While some research
has indicated variability among patients in their desire to express
fee]ings.(é,g., Young-Brockopp, 1982) and a questionable
relationship between ventilation and certain outcome measures
(Dunkel-Schetter, 1982), there is sufficient evidence that such
communication is an important aspect of adjustment for many
patients (Cobliner, 1977; Herzoff, 1979; Kaplan, Grobstein, &
émith, 19765 Maisiak, Cain, Yarbro, & Josof, 19871; Spinetta &
Maloney, 1978).

.

It is apparent that the cancer batient undergoes fundamental,

o~
N

&

|
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stressfu1~changes in his life to which he cannot eési]y adjust on his .
own. The literature seems to suggest that the help of other people”
in the patient's life, or social support, is a necessary part of
adjustment for most patients. Social support and its value will be

discussed further in the next section.

Social Support

The Social Support Construct

Social support has been defined in several ways, all of Qh%ch

. tonvey the sense of a social interaction that has practical,
psychological, and emotional benefits for the recipient. Lin, Ense1,/
Simeone, and Kuo- {(1979) have defined it as that support which is
accessib?é to an individual through social ties to other individuals,
groups, and the larger community. It has a]sﬁ been defined as
nformation leading a person to believe that he or she is cared fdr
and loved, esteemed and valued, and that he-or she belongs to a
network of communication and mutual oblfgation (Cobb, 1576). Kaplan,
Cassel, and Gore (1977)'have suggested that social support is the

. degree to which a person's basic social needs aré gfétified through

interaction with others. These needs include affection, esteem or
approval, belonging, identity, and security. -Cap1an (1974} has
emphasized, that support is not the proppiqg up of someone who is in o

danger of falling but rather the augmenting of a person's strengths

to facilitate his or her mastery of the environment. The support

system involves a pattern of continuous or intérmittent ties that

help to maintain the psychological and physical integrity of the

recipient over time.

AY
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From these definitions, it is apparent that -social support is a
multidimensional constru;t*invo]ving many poss;b1e levels of analysis.
It is not just a single measurable entity but a construct hade up of
various social and psychological variables (Henderson, 1977). It has

) frequently been studied in terms of quantity, that 153 the amounts of
support available to the recipient. However, there are other aspects
that must be cohsidered as well, some of them beirig even more important
than amount in understanding the nature of such support. Various
dimensions of support will be reviewed below.

Before proceeding with the review, however, it is important to
note that there is still considerable debate about the social support
construct. Despite agreements about the importance of this concept,
there is little consénsus as to its conceptualization and measurement
(Dean & Lin, 1977; DiMatteo & Hays, 1981; Eckenrode & Gore, 1§8ﬁf’Gott1ieb,
1981). ‘Specific conceptué] and-operétibna] definitions show notable

variation, leading to difficu[}ies in comparability of studies and

.théir\resu1ts. Kaplan et al. (1977) state that "attempts at

conceptuaﬁfzation and measurement have been inadequate, discipline-

bound (or study-bound), and unusually formulated for post-hoc
inferpretation of unexpected, but striking findings" (p. 47). Thoits

{1982) notes th;} those indicators of social support that have been

used in research largely have not been subject to am® tests of

reliability and validity. Thus, current research.on the effects of

- social support must be interpreted with care. Hopefuliy, further

research efforts will promote clarification of the concept and its

measurement. Some of the areas that need to be more systematically
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considered in this regard will now be discussed.

Sources of support. Social support emanates from a number of
different individuaTsuin the person’s social env%ronment. Thoits
(1982) has defined the support system as "that subset of persons in
the individual's total social network upon whom he or shé're1ies“ for
various types of aid {p. 148). This may include family, friends,
coworkers, ministérs, counselors, and medical pefsonnel. As well, -
peer groups may supply needed support in areas where others cannot

(DiMatteo & Hays, 1981; Wortman & Dunkel-Schetter, 1@79).

Structural characteristics of the support system. These

characteristics include size, strength of ties (including the degree
' of intimacy and reciprocity between members), density (the extent to
. which members are involved with one another independently of the
target individual), homogeheity of membership (tge-extent Fp which
members ,share common psychosocial or cultural attr{butes), and
dispersioh of membership (the ease with which members can make face-
to-face contact) (Walker, MacBride, & Vachon,:1977). These
characteristics create particular patterns of "social interdependence"
which, in turn, affect the quality, diversity, and reliability of
support (Gottlieb, 1981).
The effect of such characteristics on support is not clear.
Studies have yielded differing results when varioﬁs aspects of this
dimension are examined in relation to the benefits of support.
Ce;tain investigations df density, for example, point to such
contradictions. Better adjustment in terms of mental health was

found to be associated with less dense networks for divorced people
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(Wilcox, 1981) and for women undergoing recent critical life changes
(Hirsch, 1980). In another study, Hirsch (1979) found that higher
density was associated with greater quantities of support but with
less satisfactory emotional support in college students during exams.
Walker et al. (1977} have suggested that a dense network-can entrap
a person in a limited setsbf normative expectations, information,
and social contacts, thus limiting his or her chances.to adjust to a
new situation fo]iowing a crisis event, even qg'the same ‘time that
_the network {s pﬁﬁ?iding seemingly a great deal of suppott. These
authors alsoc suggest that different types of networks may be helpful
at different points in a c¢risis and maladaptive at others, thus
underlining the need to take into account the characteristics of a
# particular network in relation to the regipient's needs at a given
time. i » . .

Dunkel-Schetter (1982) examined various structural aspects of
support and their relation to‘Qutcome in paSZE? patients. Her findings
were 5150 contradicto}y. In geneyal; gquantity of support was not'
associated with outcome variab]es;'however, there were a few

"interesting relationships. The more support patients had available
in the form of social rel@tionships and opportunities to interact
with others, the higher was their self-esteem. Yet, at the same time,

an increase in the quantity of one's social relationships and

opportunity for social interaction was siéndficant1y associated with

3
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more stress and more;difficu1ty in adjustment.

These varied results emphasize the complexity of supporf and the
\ S . -
necessity of examining all of its aspects in order to accurately
intprpret its effects. The notion of the quality or types of support of-
feked to the person is clearly an important addition to exghination

of structyral aspects of the S¥pport system. These will be covered

in the nex};seétienc

.

: }
Types of suggog%. This area might well be called "types of
‘ \ .

psychosocial needs", as well, since the kinds of support de]ineatpd
by various authors have essentially paralleled these perceived needs.
Types of support have been described’somewhat‘different1y by
different investigators, although most follow the'same basic
dimensions. Kaplan et al. (]9}7) believe there are two basic types
of support, including socicemotional aid (e.g., affection, sympathy
and understandiﬁg, acceptanée, and ésteem from significant others)
and instyﬁménta] aid (e.qg., advice, information, help with family or
work responsibilitigs, and financial aid). Caplan (1979) has also
described types o% support along two dimensions, the objective-
subjective and the tangible-psychological. The first dimension
includes the concept of perception of ‘support by cutside observers
and the'reciﬁient. The second refers to the provision of
instrumental aid benefiting the persqn'SIphysicéq:needé, and
cognitive aid (values, attitudes, beliefs, and perceptions), which
.- induces affective states that will promote well-being.
a Surveying other schemes, there are generally four t&pes of

support that are identified. One is emotional support, wﬁich includes

-
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the expression of positive affect and the information that one is

cared for and loved, dr esteemed and respected (Cobb, 1976). This
category also includes encouragement to exﬁress feelings and beliefs
(Cap1an,_1974; Wortman & Dunkel-Schetter, 1979), and support in
handlinﬁ emotional crises. A second category is the provision of
¥ \\\ material aid and services. A third is the communication of ex-
pectations, norms, va?ués, or a shared world view. Thjs includes the
notion of feedback (Tolsdorf, 197§) about one's social identity
(Nalker et al:, 1977) and the appropriateness of beliefs and feelings.
Finally, social support can come througﬁ/zgg-knowledge that a person
is embedded imanetwork of mutual support and obligation (wa1ker'
et al., 1977). '
A particularly useful schema is that of LaGaipé (1981), which is
based in part on the resource theory of Safilios-Rothschild (1970,
1976). It employs more concise termiﬁb]ogy in describing various
catego;fes along this need/resource continuum. Accor&}ng'to this
del, psychosocial goals, needs, and resources (or types of
suppolt) can be classified in the foH‘owing way:
- 1. Identity: " search for self-confirmation; se1f-gva1uation
(beliefs about self-worth) and self-definition (ma%ntenance
and validation of identity).
2. Affective: affection, love; loving and being loved;
feeling needed and needing the other.
3. Expressive: understanding, emotional support and intimate

disclosure.
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4, Sociability: companionship, conversation, leisure,

common interests. ‘ R

5. Instrumental aid: psychological, economic, and material

services.
LaGaipa stresses. that in order to understand the functioning of
a support system along these dimensions, several other systems
parameters must be taken into account. These include interdependence
of the resource dimeﬁéions, conflicts within,and among dimensijons,
task characteristics, and system capacity’(i.e., the potential fof
overioad in attempting to provide support). Some of these notions’
will be qui@e useful in attempting to specify the difficulties of the
» support system in meetiﬁg patients' needs.
Types of support have been found to relate more consistently to
~Outcome measures than have any of the other dimensions discussed.
Caplan (1974) has stated that the most important factor affecting
outcomes in psychosocial crises is the quality of;emq%ional support
and task-oriented assistance provided. Furthermore, different types
of behaviﬁr can have different effects on outcome, even thoqgh all
are_consideredato be supportive. In a study of support systems and
coping with major 1ife changes, Hirsch (1980) found that cognitive
guidance was éignificantTy associated with symptom and mood, while
socia]iiing was significant]j associated with self-esteem. Another
study examining the relationship between support -and short-term

recovery from breast cancer (Funch & Mettlin, 1982) found that “social"

and "professional" support were related positively to psychological
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adjustment, and "financial" support was related to physical recovery.
Unfortunately, the terminoiogy utilized is somewhat confusing, but
the authors seem to be referring to various behaviors that fall under
the social support heading. i

Quality of support has been found to be associated with support
effectiveness in a nuffber of studies. For example, Dunkel-Schetter
(1982) found that quality of support (of which type was a partial
measure) was positively related to adjustment. Specifically,
satisfaction with support, in terms of whether certain types of
support were being sufficiently provided, contributed to a sense of
less stress and less trouble in adjustment. Notably, this is opposite
to the effect of quantity of support in this study. Similarly, Porritt
(1979) found that quality of social support {empathic understanding,
respect, and constructive genuinenessj was related to outcome
(emotional distress, work adjustment, life enjoyment, and health
deterioration). The availability of social support sources was not
related to outcome in this study.b |

It is evident that there are many types of social support and
that this dimension of support has significant implications for
outcome. fhoits (1982) has noted that not all sources or types of
support are equally effective in reducing distress. It appears that
emotional support in particular has implications for health and
adjustment to disease (LaRocco, House, & French, 1980). The discussion
will now turn to a review of some of the 1iteraturé regarding the
positive effects of social support on various 1ife problems, especially

those related to health and cancer.

. ‘/\
I . . -
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The Value of Social Support

General population. There is a growing consensus among

investigators that social support plays a role in protecting individuals
from the adverse effects of significént Tife events and stress, both
physically and psychologically. fhere is also some evidence that
inadequacies in the support system or the absence of support (e.g.,
social isolation or social marginality) may lead to increased stress
(Cassel, 1976; Henderson, 1977; Pilisuk & Froland, 1978; Rabkin &
Struening, 1976).

Social support has been investigated in relation to several
types of negative 1ife events and has been found to have benefits 1in
many studies. Some of the areas explored have included bereavement
(Clayton, Halikas, & Maurice, 1972: Pilisuk & Froland, 1978),
unemployment (Gore, 1978), psychiatric disorders (Caplan, 1974;
Hirsch, 19795 Lin et al., 1979; Tolsdorf, 1976), alccholism (Bromet &
Moos, 1977}, adolescent pregnancy (Barrera, 19871), marital disruption
(Wilcox, 1981), and depression (Wetzel & Redmond, 1980).

‘ Support has also been extensively investigated with regard to
various health problems. The positive relation of support to
adjustment at various stages of illness has been reported. DiMatteo
and Hays (1981) have noted that social suppo;zaﬁlays a significant °*
role in lessening the effects of severe illness, affecting both
recovery and coping. Some of the health areas covered have been

{a' hemodialysis (Dimond, 1979), terminal illness (Carey, 1974), physical
disabilities (Litman, 1966), stroke (Lesser & Watt, 1978), myocardial

infarction (Finlayson, 1976), and burns (Davidson, Bowden, & Tholen, 1979).

4
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There has been much speculation as to how social support works
in Tife crises to aid in adjustment and recovery. Many investigators
adﬁere to the notion of a "buffering" effect of support (Caplan, 1974;
Cassel, 19765 Cobb, 1976). Howe&er, evidence for morewdirect effects
of social support has also been presented (e.g., Andrews, Tennant,
Hewson, & Vaillant, 1978; Aneshensel & Stone, 1982). Interpretations
of process are complicated by methodological Timitations which prohibit
the attribution of causality. Often, it is not clear whether'social
support actually -aids in adjustment, or whether poorly adjusted
people simply cannot perceive or maintain supbortive relationships.
Several investigators have commented on this issue (Barrera, 1981;
Ho]ahén & Moos, 1982; Silver & Wortman, 1980). Heller (1979) has
‘introduced the notion of "social competence" as an alternative
explanation to some of the buffering interpretations. This notion
suggests that deficits in sbcia] competence lead to poorer adjustment
for unsubborted people, as well ‘as explaining the Tow levels of
support they receive.

Another methodological limitation which hampers understanding of
the §upport process is that tﬁe changeability of support systems is
often not takKen into account. It is_impoftant t0 consider that
social networks are constant1y in flux as a result of various events,
both internal and external. Thus, there is value in studying a support
system over time in order to understand its functioning (Wilcox, 1981).
However, longitudinal studies are frequently impossible. Thoits
(1982) has also commented on the problems in interpretation of the

buffering research when this notion of changeability is ignored.
f -
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While buffering studies focus on social support and jts relation to
@ person's reactions to life events, it is often forgotten that those
same 1ife events can have a tremendous impact on the support system
itself. Thus, stressful reactions may be a result of support changes
rather than the event directly. Thoits emphasizes the necessity of
viewing social support as a dynamic variable that may be a product of,
and sometimes identical with, certain types of life events.

Despite such limitations, however, the bulk of the evidence
indicates that social support can have a beneficial effect in a number
of situations. Cancer is one of these. The discussion will now turn
to a consideration of the positive effects of social support for the
cancer patient.

Cancer population. Various studies have indicated that social

support aids in éoping and adjustment for the cancer patient. Several
investigations have focused on mastectomy patients {Bloom, 1979b;
Jamison et al., 1978). Bloom (1982) found a significant relationship
between social support (pérception of family cohesiveness and amount
of social contact) and coping and adjustment {psychological distress,
self-concept, and sense of power). Holding certain influential
variables constant (marital statds, age, socioeconomic status, and
life chanae), she found a direct effect of support on coping and
indirect effects of support on the three measuré§ of adjustment.

The effects of social support for terminal patients have also
been explored. Weisman and Worden (1975), using information from

psychological autopsies of cancer deaths, correlated survival
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(measured in months beyond expected survivé]) with psychosocial data.
Patients who 1ived longer tended to maintain satisfactory relationships,
especially toward the end. Those who experienced many negative emotions
and had a history of poor re]ationsh{ps died more quickly than
anticipated. In another study, cancer patients who were near death
were interviewed (Weidman Gibbs & Achterberg-Lawlis, 1978). Low
conscious fear and low pain were associated with strong family support
and religious beliefs.

Several studies have examined the effects of support groups on
cancer patients (e.g., Bloom, 1979a). Linn et al. (1982) evaluated
the effects of counseling on terminal cancer patients. Patients were
assgssed before Tandom assignment to a therapy or control group,

L3 and then again at intervals of 1, 3, 6, 9, and 12 months. Patients in
the experimental groups imprpved significantly more on quality of life
measures within three months, although no functional differences with
controls were observed. Another study measuring the effects of
psychosocial 1nterventioQ\with cancer patients (Gordon, Freidenbergs,
Diller, Hibbard, Wolf, Levine, Lipkins, Ezrachi, & Lucido, 1980)
fouqd significant differenées between the experimental group and
contrcls. Intervention effectively ameliorated certain psychosocial
problems of patients; furthermore, patients in the intervention group
experienced a more rapid decline of negative affect, a more realistic
outlook on life, a greater proportion of return to work, and a more
active life thén controls.

Thus, there is considerable evidenceiindicating that social
support can be of help in adjusting to a number of adverse life

9
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circumstances, including cancer. However, it is also important to
examine the negative aspects of support (Barrera, 1981; Cobb, 1976;
Heller, 1979; Silver & Wortman, 1980). Wellman (1981) argues that
social ties are multifaceted and often contradictory in nature, and
that they are not supportive at a]j times. Indeed, a number of studies
have indicated that “suppgrtJ is not always helpful and that it may
even be detrimental (e.g., Revenson, Wollman, & Felton, 1983; Wilcox,
1981).

This is certainly true for the cancer‘;atient. Evidence points
tq frequent probTéms with support for these patients that have seriously
detrimental effects on adjustment. Dunkel-Schetter (1982) notes two
ways in which the social environment hinders rather than hélps the’
patient: 1) by failing to provide support of a certain type when
it is needed; and 2) by making unsuccessful or hurtful attempts to
give support. The discussion will now turn to a review of Fhe
Titerature citing sucﬁ problems. This will be followed by an examination
of the variables that may contribute to the difficufties the support

person faces in providing support.

Support Problems of Cancer Patients

Cancer patients seem to experience many interpersonéI brob]ems
with the people on whom they rely most for support (Wortman & Dunkel-
Schetter, 1979). Professionals, friends, and family apbear to find
interaction with the patient difficu}t, and as a result they often
do not meet the support needs of the patient. Problems in support may

‘be evidenced by inappropriate behaviors or the complete withdrawal of

help. One patient is described (Himmelsbach, in Blumberg, Flaherty,

:
|
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&.Lewis, 1980) who:
...rather dreaded going home because she expected the
stream of visitors to be fatiquing. When she
returned to the hospital several weeks later, she
remarked quietly that 'there were few visitors, many
flowers and half-hearted telephone calls'. (p. 21)

While 1ittle systematic exploration of these problems has been
done, the Titerature contains much anecdotal evidence suggesting that
the support difficulties of cancer patients are quite widespread.
Several personal accounts can be found (Fisher, 1981; Trilliin, 1981),
such as the wife of a deceased patient who summed up her family's
experience of support as, "...Man's inhumanity to man is worse than
cancer..." (Weisman, 1979). A New York Times article which chronicled
the experiences of cancer patients throughout the United States
poignant]yVi1iustrated the problems of these "new lepers", who are
rejected, overprotected, and misunderstood by those from whom they
seek support {Severo, 1977).

Other articles have indicated that problems exist between
professionals and patients (Abrams, 1966; Artiss & Levine, 1973; Cobb,
1956; Yarbro, 1981), between families and patients (Dyk & Sutherland,
1956; Greenleigh et al., 1980; Kaplan, Grobstein, & Smith, 1976;
Meyerowitz, Sparks, & Spears, 1979), and in patients' social activity
(Silberfarb, Maurer, & Crouthamel, 1980; Sutherland, Orbach, Dyk, &
Bard, 1952). In a more systematic study, Peters-Goliden (1982)
reported that the majority of breast cancer patients sampled felt
misunderstood, over hq]f said they were avoided, and a third had

feelings of having no one to whom they could turn. -Ancther study

showed that 28 percent of the patients sampled felt their spouse or

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



26
significant other did not understand their fee]ings about the cancer
(Dunkel-Schetter, 1982). Other findings in this study indicated that
a fifth of the patients evidenced signs of unfavorable family reactions,
and a fourth could be ¢lassified as having only weak support available.
Finally, Rainey (1983) has reported that communication and
relationship issues are a primary source of concern among cancer
patients and support persons utilizing a te1ephoné'hot11ne service.

Unfortunate]f, most of the literature in this area to date is not
very systematic or extensive. Even less work is-avai]abTe concerning
the reasons underlying social support problems of cancer pat%ents. A
few investigators have made suggestions, but there has been Tittle
conceptualization or exploration of ho; support breaks down. An
exception to this’has been the theoretical work of Wortman and her
colleagues (Coates & Wortman, 1980; Silver & Wortman, 1980; wortﬁan &
Dunkel-Schetter, 1979), from whom the following discussion will draw
heavily. This will be an attempt to delineate those variables which
might influence the support.procéss, including constraints on the
support person and contextual factors that may interact with the

constraints.

Variables Influencing Support

There are a number of;ijriables that may be said to influence
the delivery of support to tHe cancer patient. Some of thegebare
constraints that operate on the support person, making it difficult
for him or her to act in a supportive manner. Othef variables may in

turn interact with the constraints, further altering the nature of

|
}
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of the support given, in a positive or a negative direction.

Constraining Variables

There are several factors which may contribute to inadequate or
absent support. These can be grouped within four basic dimensions:
affective constraints, cognitive constraints, behavioral constraints,

and normative constraints.

Affective constraints. The first of these invo]ves‘fee1ings
“about cancer. Unlike many other 1life-threatening diseases, cancer
evokes a host of negative emotions. Most of these have to do with the
very nature of the'd{;;ase itself, including both its physical and
psychological effects. Cancer is feared because it is séeming]y
inexplicable and uncpntrollable (Rosser & Maguire,‘]982), dirty and
comp1icated in its course {Bard, 1972), andwsynonymous with impending
death (Yarbro, 1281). Even.professiona1s do not seem to be exempt from
these negative feelings (Barckley, 1967; McFate, 1979; Weisman, 1979;
Yarbro, 1981). Cancer can be a devastating dfséase, accompanied by
severe pain, disfigdrement, and dissolution of the body. The
- prospect of such a disease course carries wi@b it the psychological
impl{gétions of worthlessness, shame, burdensomeness and resultant
feelings of helplessness, anger, futility, and depression (Krant,
1972). The perception of cancer is "one of evil horror, of a force
_ that invades, corrodes, corrupts, fouls and devéstates good and warm
human beings..." (Krant, 1981, p. 16).

These feelings are often transferred to the patient, with

resultant stigmatization, derogation, and devaluation of the individual

~
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_(Krant, 1981; Wortman & Dunkel-Schetter, 1979). The stigma associated
with cancer is likely to result in feedback from others that is
inconsistent, confusing, and ultimately destructive, more than would
be the case %or victims of other misfortunes {Wortman & Dunkel-
Schetter, 1979). For example, families and"friends of patients often
respond with physical distancing and isolation of the patient, because
of an irrational fear of contagion {Abrams & Finesinger, 1953; Dyk &
Sutherland, 1956; Krant, 1981; Peters-Golden, 1982).

Ironically, the prospect of becoming stigmatized and ostracized
if one becomes a cancer patient has contributed even further to |
cancerophobia (Peters-GoIden, 1982). In the Peters-Golden study,
healthy subjects reported assignment of stigma and avoidance behavior 'T>
directed towards cancer patients. These respondents felt they wou1d,_(/’/
be reluctant to tell anyone if they had the disease, because of the
shame associated with it. However, they also believed that they would
receive ample amounts of support, apparently denying the:stigmatization
procesé in others.

A second type of affective constraint involves vulnerability
arousal or identification. Any identification with the.patient that
makes another person feel vulnerable to a similar fate 1is
uncomfortable and may result in avoidance of the patient {Silver &
Wortman, 1979). This type of reaction occurs in both professionals
and 1ayﬁen. Nurses have been found to have trouble interacting with
mastectomy patients because they‘cannot_protect themselves fraom the
thought that “this could happen éo me, too" {Quint, 1965). 1

Practicing counselors as well may have trouble with cancer patients.
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In one study, counselors were less likely to want to deliver counseling
or services to_&ancer patients than to other patients-with equally
serious diseases. The investigators attributed this, in part, to fear
of cancer and a projected similarity to the cancer patients (Pinkerton
& McAleer, 1976). Unfortuynately, it is not clear how this conclusion
was made. Identificatign has also been found to be a problem
for doctors (Artiss & Levine, 1973).

Other people-in the support system have problems with vulnerability
arousal, as well, Severé] authors (Giacquinta, 1977; Rosenbaum,
Rosenbaum, Sweet, & Mohr; 1981) have commented on the feelings of
vu]ﬁerabi]ity experienced by family members as they confront the
possibility of death in a loved one. Peters-Golden (1982) found that
healthy individuals cited their vulnerability to the same fate as a
major reason for avoiding cancer patients. This was particularly true
if they had been close to the patient and had ﬁrevious]y formed bonds
of identification.

A third constra%nt on supportive behavioF is that of mood
induction. The support person may anticipate that being with the
patient will create in himself moods similar to the patient's, such as
depression; hopelessness, or anger. Support persons are prone to such
empathic and sympathetic responses to someone about whom they are
concerned (Wortman & Dunkel-Schetter, 1979). Being with the patient
may increase their-already unpleasant internal experience.

’ Evidence that such a process may occur is available in the

literature on depression. Coates and Wortman (1980) comment that

association with a depressed person may be a particularly noxious
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experience. Normal subjects conVersing on"the telephone with a
depressed person-have been found to be significantly more depressed,
anxious, hostile, and rejecting afterward than sdbjects who talk to
nondepressed patients or normal controls (Coyne, 3975)? Such‘aﬁ
impact gn the support person involved with a cancer pétient may be
-multiplied, since’thAt patient experiences not only depréssioﬁ but a
» whole host of painful emotions. The support person.may not be able to
'defgnd against the experien¢e of such emotions in himself when faced with

the patient's pain. )
- [ 3

Stress on members of the support sysﬁem is another constraining
factor. Professionals and family members experience considerable
stress in dealing with the cancer patient. Presumably, friends do as
well, depending on their degree of, c1osene§s to the patient, a]th&hgh .
there is relatively little data oﬁ“this.' «

* Among professiona]é and staff working with cancer'patients, the
daily situation of. illness, treatment, and death is psychologically
wearing;' Curative attempts are often themselves painful or disfiguring,
énd they frequently fail a]t;;;Eher. Staff frequently experience
_their own helplessness and‘ﬁepre sion. Thjs may lead -te burnout, or.
"caregjver'é-p?ight" (Weisman, 1981), which results when staff become
evén n:;e distressed by cancer tHan the patients are. Impairment in
se]f;esﬁeém, vocational demoralization, or a change-of fields may

v . ensue. Staff working with advanced cancer patients in palliative care
| units seem to be particularly susceptible to stress. In one study, -

staff in a newly opened palliative care unit were found to experience

~ C

b . - —
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only slightly less stress than a group of new widows {Vachon, Lyall,
& Freeman, 1978). The problem is underlined by the protiferation of
staffAsupport groups on oncology and palliative care units
(Quenneville, Falardeau, & Rochette; 1981482; Tull, Glicksman,
Hilderley, & Tefft, 1981).

The family of the cancer patient experiences stress through
threats to its equilibrium, role conflicts, overload, and guilt. That
the diagnosis and treatmént of cancer threaten to disrupt thg family
system<has been widely noted (Cohen & Wellisch, 1978; Giacquinta,
1977). Changes occur in the structure of relationships, norms, and
rules for interpersonal behavior (Cassileth & Hamilton, 1979), and

~ these threaten to persist well beyond the crisis stage. Families face

the possible Toss of an important member, or at least a significant
~

e alteration in his or her contribution to the family. Such changes

are not easy:
~
...Donald Was the dominant head of his family when he/f
i began cancer treatment. His wife, Jane, had always
¢ ‘depended on his decisiveness and deferred to his , = -
preferences. Their 14-year-old son was a quiet, studious
boy. During Donald's protracted treatment, he became
progressively irritable, withdrawn, preoccupied, and °
ultimately dependent on his wife. Jane was faced with
the choice of asserting herself and assuming much more
independence or of finding someone else to depend
on. Unfortunately, she ‘was unwilling to experience
the anxiety and uncertainty of a new role and began
turnimg”helplessly to her son. He tried to take his dad's
place by supporting his emotionally distraught mother
Y - but became depressed and began getting into trouble
b - at school. Donald and Jane grew more depressed and
finally sought professional counseling. (Cantor, in
Blumberg et al., 1980, p. 79) ' :

{ - In addition, establishing new role complementarity is made more difficult
by the fact that families and patients gay respond with differing )
(- h Ny
. .
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perceptions and needs to the changes in their lives (Grobe, Ahmann, &
Iistrup, 1982; Krant, i981).

Stress‘may also arise from having to deal with daily concerns of
the patient. An exploratory study of family coping during cancer
identified some specific family problems and needs (Welch, 1981).
Various factors served to increase family anxiety and stress, including

1 a fear of the unknown, what.to expect from treatment, the occurrence of
side effects and pain, as well as coping with the patient's eating
impairments, altered sleep patterns, and depressions. A common
problem Qas the fear of going out and leaving the patient alone.
qui]ies experienced various reactions to these stressors, in;]uding_
psychosomatic symptems. Most felt the need for support for themselves.
‘This need for support is common among families of cancer patients,
particularly those who have children with cancer (Binger, Ablin,
Feuerstein, Kushner, Zoger, & Mikkelson, 1969; Morrow & Morse, 1979).

Prolonged stress méy be a reason for eventual withdrawal of
support. Recovered cancer patients have noted a decrea;e of the
intensive suppbrt that they experienced at the beginning of their
'illness {Maher, 1982). The supportogystem can, over time, exhaust its
ability to give support. Wortman and Dunkel-Schetter (1979) have

"comﬁented on the emotional drain experienced by support‘persons tryiﬁg
to keep pace with fluctuations in the patient's physical condition,
mood, and coping strategies. Physica] exhaustion and frustration at
seemingly useless supportive efforts are also common. A primary
problem is the neglect of the Support person's own needs, interests,

and problems that ensues from involvement with the patient

! ’ .
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(Wortman & Dunkel-Schetter, 1979). When the family becomes
necessarily caught up in the illness process, with frequent hospital
visits and concern-over the patienf, even their extended social network
is disrupted. Needed support from friends And other family may be
lost (Cassileth & Hamilton, 1979). ; |

Finally, the common experience of guilt may wear away at support
persons. There are many sources of guilt in the cancer exﬁerience.

-~

Parents of children with cancer may somehow feel responsible for their

3

child's disease (Bozemgn, Orbach, & Sutherfand, 1955). Guilt may é]so
follow the natgra]qnegétion of relief that someone e]se'contracted

the disease——?fhank édd Tt wasn't me". Guilt in this case may be seen
as self-chastisement and a }efense“against feelings of selfishness
(Yarbro, 1981). Feelings of resentment and fatigue with having to provide,
continual support may also be followed by guilt. Thus, a "vicious
circle” may begin, with the>supp0rt person attempting to rectify his

or her resentful feelings by giving even more to the patient, and
becoming more exhausted, frustrated, resentful, and guilty in the
process (Nelson, 1972; Worman & Dunkel-Schetter, 1979).

Stresses-on members of the support system may, in some ways, be
equally as great as. those that the patient éxperiences. This has
serious implications for support. The support person has a considerable
amount of "psychological work" to do siﬁp]y to maintain his own
stability. Thus, many of the resources that might otherwise be directed

at helping the patient are reserved for the support persoﬁ himself.. .

Cognitive constraints. One type of constraint on effective

support is that of beliefs about appropriate behavior for both the

.
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support person and the patient. Support pefsons commonly have
erronecus beliefs as to how to act around the patient and as to how
the patient should act (Peters-Golden, 1982; Wortman & Dunkel-
Schetter, 1979).

Wortman and her colleagues (Coates & wPrtman, 1980; Silver &
Wortman, 1980; Wortman & Dunke]-SchetEFr, 1979) note that support
persons tend to believe that the best approach to the patient, or
any victim of misfortune, is~to be positive and optimistic, regardless
of the situation. Efforts are made to cheer the patient, to exhort
him or her to be strong, and to help him or her "move along", leaving
behind the negative aspects of the experience. Peters-Golden (1982)
found that to the healthy pecple interviewed in her study, one of the
most important features.of the "disease-free role" was to act as an
"encourager" to patients. Indeed, 66 percent of the healthy peopie in
her sample said that they would go out of their way to cheer up a
cancer patient.

Unfortunately, such behavior frequently may be contrary to the
patient's actual needs for dealing with the ﬁegative aspects of his
‘or her experience. Weisman (1979) has suggestedlthat false

’ reassurances, exhortations about courage, sermons about strength, and
- deceptions about the future do not instill hope in the patient, but
rather undermine trust and ruin the patient's quality of life. .

As ap adjunct to this belief, support perscns may place great
importance on the concealment of negative feelings, both their own
and the patient's (Dunkel-Schetter, 1982; Wortman & Dunkel-Schetter,

1979). Support persons may feel that expression of their own
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distress will be detrimental to the patient, conly enhancing his or her
problems. At the same time, the patient's expression of negative
emotions may be seen as an indication of poor adjustment (Coates,
Wortman, & Abbey, 1979; Dunkel-Schetter, 1982; Peters-Gotden, 1982;
Wortman & bunke1~Schetter, 1979).

A The result of these beliefs is that cpen communication and the
ventilation of feelings are suppresséd. For example, Jamison et al.
(1978) reported that the amount of time spent talking about emotional
aspects of mastectomy with either the spouse or significant other was
rated as “1ittle or none" by 89 percent of the patients in thei} sample
prior to surgery. Fifty percent reported that such discussions did not
take place even after going home. Discussion for these patients did
not occur at times of maximal emotional stress. Other articles have
also indicated that communication is avoided (e.g., Bard, 1952;
Mitchell & Glicksman, 1977) and the expression of feeling suppressed

i {Binger et al:, 1969; Dyk & Sutheriand, 1956; Quint, {965). There is
some evidence that this is detrimental to the patient (see Dunkel-
Schetter, 1982, for a review).
Anothef result of emphasis on the positive and suppression of
+ the negative is a discrepancy between vetba1 and nonverbal behavior
toward the patient (Wortman & Dunke]-Schegler, 1979)." Support persons
are less able to control non-verbal expressions of affect, with the
result that patients perceive their negative feelings despite verbal
,.messages to the contrary. An example might be the refusal to touch
the patient (out of feelings of revulsion) at the same time that the

patient's value and worth is being affirmed. Some patients have
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reported a lack of authenticity in the supportive behaviors of others,
such as nongenuine support, fa]se'empathy, false reassurance and false
solutions (Dunkel-Schetter, 1982). This type of behavior creates
confusion, guilt, resentment, and uncertainty in the patjent.

Another belief is that of the need to “protect" or "baby" the
patient because of his presumed incapacity, While this is often necessary,
particularly at certain times in the disease course, it sometimes
results in “overprotection". Overprotective behavjors have- been found
to be a major complaint of some patients {(Herzoff, 1979). Such behavior
has been noted in children of colostomy pétients (Dyk & Sutherland,
1956} and has been reproted by mas tectomy pat}ents (Peters-Golden,
1982). Seventy-six percent of the healthy population in the Peters-Golden
study said that they would expect less of cancer patients.

There are several possible detrimental effects of such beliefs
and behaviors. Silver and Wortman (1980} suggest that such "protection”
or "help" may in fact threaten the ﬁerson's freedom to make his own
decisions. Most cancer patients need eventually to restore somg
normalcy and autonomy to‘their lives, which may be prevented by overly
solicitous behaviors. Efforts to take care ofathe patient may also
interfere with the patient's development of coping mechdnisms® and may
lead to passivity and dependency (Silver & Wortman, 1980).

Another belief related to protection of the patient is that of
information control. whether to tell the patient the facts about his
diagnosis and prognosis has Tong been a controversial subject within
the.medica] profession (e.g., Greenwald & Nevitt, 1982; ﬁclntosh, 1974;

Oken, 1961). Families as well have concerns about how much to tell

-~ Py
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the patient, wishing to protect the patient from more suffering
(Rosenbaum et al., 1981; Weisman, 1979). Trachtenberg (1972) notes
that there seems to be a fear within the support system that if the
patient is told the facts about his or her condition, he or she will
not be able to handle it and will create further difficulties for
everyone involved.

Most studies about patient preferences for information indicate
that the majority of patients wish to know at least the basics about
their disease. There are, of course, individual differences among
patients. Weisman (1979) ;eports that among newly-diagnosed patients,
most want to knowvthe "truth"; only about 10 percent are guarded about
the facts of their illness. In another study (Cassileth, Zupkis,
Sutton-Smith, & March, 1980), the majority of the 256 patients inter-
viewed preferred to be informed and actively 1nyo]ved in their
treatment. There was some difference with age; younger patients were
more likely to want information. Overall, however, most in each age
group prefer?ed to know about their illness. Bean et al. {1980)
found s1ightly more variation among their sample, with some patients
preferring to know everything, some wanting only positive information, -
and some wanting to hear nothing. -Thus, while it appeafs that there

. is a need for individual assessment in each case, many patients want
and can benefit from infbrmation. _

It has been suggested that the withholding of information may
haveba detrimental effect on both the patient and the support system
in maﬁ& instances. It impairs communication (Crary & Crary, 1974;

Knight & Field, 1981) and makes the patient feél isolated, abandoned,

<
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and stigmatized (Holland, 1980; Trachtenberg, 1972; Weisman, 1979).
Glaser and Strauss (1964) have described the elaborate system of
deception that must be built up to prevent prognostic information from
reaching the terminal patient. They stress that this has negative
cdnsequences for all invo]yed, since no one is allowed to work through
death issues. Erickson and Hyerstay (1974) have described a similar
process in terﬁs of thé "aouble—bind hypothesis". They suggest that
significant others, in an attempt to cover up the patient's situation,
emit incongruent verbal and nonverbal messages. These attempts are
misguided, since most patients have an idea of what is happening to
them and want to know more. As well, the ruse is almost impossible
o to maintain, since the nonverbal behaviors often give away the secret.
These authors draw parallels with the confused messages that lead to
the schizophrepic experience, suggesting that there are potential
destructive psychological effects of such duplicity with the cancer
patient.

Another setlof cognitive constraints.involves the attribution of |,
responsibility. This includes both the assessment of the patient's
responsibility for his situation and the suppért person's
responsibility for providing support. To a large extent, these
notions have not been explored in terms of the cancer situation per
ée. Most of the information regarding this process is to be found in’
the literature on victims and on helping in general, although Wortman
and Dunkel-Schetter (15?9) have been instrumental in relating some of
the material to cancer.

_ According to Bar-Tal (1976), the decision to give help to somecne
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rests in part on a judgment of why the person is in trouble. Whether
the potential helper perceives that the needy person is asking for help
because of factors beyond his or her control (external locus of
dependency) or because of his or her own shortcomings (internal locus
of dependency) greatly affects altruistic behavior (e.g., Berkowitz,
1969). People are more Tikely to help in externally caused situations.
This may be because the victig who is responsible for his or her own
fate is seen to be improperly imposing a request on the helper that is
less than legitimate (Berkowitz, 1973), or because such victims do not
suffiéient]y arouse norms of social responsibility (Schopler &
Matthews, 1965).

This notion has important implications for the cancer patient.
[t would be expected that the patient's plight would be seen as
externally caused and therefore worthy of attention. However, Wortman
and her colleagues (Silver & Wortman, 1980; Wortman & Dunkel-Schetter,
1979) have indicated that victims, including cancer patients, are
sometimes seen as being the cause of their own problems. Negative
attributions are made largely to’exp1ain the misfortune of the victim,
which misfortune otherwise would threaten the cbserver's need to
beiieve‘in 2 "just world" {Lerner & Simmons, 1966; Lerner, 1971). The
observer thereby protects him or herself .from the thoudht that the
same random misfortune could happen to him or her. Observers may also
make negative attributions on the basis of biased information (Coafes
& Wortman, 1980), overlooking situational determinants and focusing
on the vicpim's role in the misfortune. For example, a support person

may be reluctant to continue giving support to a depressed cancer
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patient who should be “snapping out of it"; however, he or she may
erroneously be assuming that the patient has the powér to do so, without
considering the very real losses the patient has experienced.

Helping behavior is also determined in part by the helper's
assessment of personal responsibility in the situation (Bar-Tal, 1976;
Darley & Latane, 1970; Gross & McMullen, 1982). While most of the work
in this area has focused on the response of strangers in temporary
he]p‘situations, there may be some applicability to the support person
in the cancer situation as well. Schwartz and Howard (1982) have proposed
that personal norms operate in the assessment of responsibility. The
potential helper asks him or herself whether he or she is morally
responsible for actions in a particular situation, based on internalized
values, and thereby constructs a personal norm for the actions. WKhen
the helper is faced with a situation where there is conflict pver

«whether or not to help, he or she may seek to ease the decision process
by redefining the situation and thus weakening his or her sense of
moral obligation. Perceptions and 1nterpretat16ns are redefined,
pecause this is more feasible than redefining physical and social
'outcomes of action. This occurs through a process of denial; the
' helper may attémpt to deny the need for help, or that any effective
action can be done, or that he or she has the personal ability to
carry out that action. If the helper cannot deny anyrof thése
perceptions, then the responsibility to conform with normative
obligations will be denied. The norms invoked earlier become
inapplicable to the helper. Again, there are no data relating this

decision process to the cancer situation; however, given the

|
|
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aversiveness for the support person of various aspects of the cancer
experience, it is possible that support persons review their
responsibility in this way.

Another possible cognitive constraint on supportive behavior
involves the principle of exchange in interpersonal relationships.
Several different theoretical approaches have been taken with regard
to this notiOn (see LaGaipa, 1977, for a review). However, the basic
idea is that a person contemplating an interaction with angther, in
this case a supportive interaction, decides how to respond partly
through a cost-reward analysis {(Bar-Tal, 1976). The potential helper
assesses the negative consequences of the helping behavior (e.g., loss
of time, required effort, or risked dependency of the needy person).

He or she also weighs the possible internal rewards such as pride or
enhanced self-esteem that might accrue from his or her behavior. Thus,
it can be seen that an important implication for the cancer patient'is
how much he or she is demanding of the support person and how much he
or she can provide some sort of réward, such as gratitude.

The cost-reward judgment also consists of deciding how costly
it is to refuse the request for aid, including external sanctions BN
such as social disapproval, énd internal feelings of Shame,
dissatisfaction, or lower self-esteem (Bar-Tal, 1976). An evaluation
of personal and social norms is important here. '

Lerner (1974) has suggested that a simple cost-reward analysis
is not applied to each situation in the same way. Instead, he believes
that people invoke the notion of justice, or "deservingness" when
assessing a potential interaction, and this justiée may bet of-a
~ (-

|
}

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



&

42
different sort for different sitﬁations. An important aspect of this is
the way in which peoplé in the particular situation are related to one
another (e.g., family or strangers); the type of relationship will
evoke certain rules on which to act. Thus, given a certain situation
and a certain relationship, need may be more salient in guiding behavior;
in another case, equity is of more concern.

There are no data to date that provide information about such
processes in the social support of the.cancer patﬁentz Yet, it would
seem that this is an important part of the support person's decision
to give support, and how much to give.

Finally, .perceived competence is a cognitive constraint that
appears to be of some importance in social support of the cancer
patient. A relatively large nugber of studies in the helping
Titerature suggesf that perceived coﬁpetence for certain tasks
facilitates helping behavior (see Piliavin, Dovidio, Gaertner, &

Clark, 1981, for a review)}. The opposite ii/ggue if the potential
helper experiences fee]ings-of‘incompetenc;, failure, or depression
(3ar—Ta1, 1976}. This has seriéus implications fgr'gocial support in

- the cancer situation, since feelings of incompete%ce and failure seem to
be quite common in support persons.

Silver and Wortman (1980) suggest that interacting with people
who are suffering can produce feelings of awkwardness and inadequacy
because there may be Tittle that one can say or do to help. Such
feelings with regard to the cancer patient seem to occur among
professionals as well as family and friends of the patient. Several

investigators note that there is generally a lack of training in
~
\
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emotionally supportive skills among professionals (Barckley, 1367;
Rosser & Maguire, 1982). In one study, patients who had sought medical
advice from "quacks" were interviewed as to why they had done so
(DiMatteo, 1979). The subjects reported that a major reason for their
behévior was that their own doctors had exhibited 1ittle understanding

. and reassurance, and had communicated insufficiently with them about
their treatment. Other articles indicate that patients and relatives
often do not expect emotional support from doctors {Bond, 1982; Castles
& Keith, 1979; Mages & Mendelsohn, 1979), despite the fact that they
may wish it (Bean et al., 1980).

This lack of training often leads to perceived incompetence among
professionals themselves. ' In a study of nurses working with cancer
patients (Vachon et al., 1978), the nurses were found to experience

N many difficulties in dealing with patients' psychosocial needs. In
addition, they found their own negative feelings hard to handle, and
they ‘were bothered by their inability. Nurses felt impotént wﬁen
patients asked them questions for which they had no answers, but for
which they believed'their training should héve prepared them. This
pefceived lack of competence seriously interfered with delivery of
service to the patients. ~

Feelings of incompetence amahg professionals also stem from thé
nature of the disease itself. Gdncer is not always amenable to
treatment and frequenf]y ends in death, despite heroic efforts at
curing the patjent. Particularly with terminal patients, staff may
feel a sense of inadequacy and failure, because the job they are

“supposed" to do is beyond their.grasp (Abrams & Finesinger, 1953;

»
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Nelson, 1972; Quint, 1965; Rosser & Maguire, 1982). Professionals may
tend to give up on patients and withdraw from them as a consequence of
these feelings.

Families also have problems in perceived competency, being unsure
of how %o relate to their sick re]ati!g. They frequént]y turn to staff
for information, using staff attitudes as cues for their own behavior
(Cassileth & Hamilton, 1979). _Families may experience écutely their.
tack of control in the cancer situation, and they may fear that even
their love and concern will not be enough in the end {Barckley, 1967).

Both fam%]y and friends are confronted with a new experience in
the cancer situation, one that demands certain behaviors which they may
not be able to identify or provide. This can lead to withdrawal of any
attempts at support, because they perceive that they "don't know how
to act" (é.g.,.Hefzoff, 1979). Péters—Gb]den‘(TQBZ) found that
discbmfort about the correct wé} to act was partly responsible for
avgidance behavior in healthy subjects. These problems are rooted in
the fact\that the needs of-the cdncer patient are, indeed, often ’

diffic to meet, even for a_ trained professional. -The tasks which the

gort person is‘&al]éd on to perform are truly complex in some ways -

0 and are often beyond the scope of everyday experience. ’-
Behavioral constraints. This set of constraints revolves around
definition of goals an& tasks 1n dealing with the.patient. From the
preceqing discussion, it is apparent that this process®often is very
difficult. The support person is concerned with the following
. questions, although they are probably never made explicit: What does
Y the patient need from me? How specific and clearly defined is this

L =
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need? Is there a series of clearly defined tqfks or actions that will.
méet the need? How realistic is it for me to attempt to meet,th1§:)
need? How will I know when the need has been met or if my actions have

been adequate? N
These questions are not easily answered in any human interaction,

but they may be particularly difficult in the cancer situation. Many of

—~—

the factors discussed previously contribute to this difficulty.
taGaipa (1981) has summed up the problem of defining the tasks involved
in éocia] support in the following way:

...Each of the content dimensions {i.e., support
dimensions) makes certain task demands on the
individual or social system that make it difficult
to 'give' or 'receive'. The tasks are sometimes
complex, ambiguous, and even contradictory in nature
so that it is often difficult to measure progress
towards goal-directed activity, or to know precisely
when a goal has been reached. For example, how can
one specify when an individual has found his *identity'?
How much emotional support is adequate? There are
# few guides available, particularly for ‘the higher-

level resource types. (p. 78)
There are feﬂ_dagaAreﬁarding this problem in the cancer literature.
Two other studies, however, may provide some flavor of the '

difficulties encountered in this area and their possible consequences.

In one anecdotal study, two sociologists reported on their experience

-

——

“~~f the death of a relative_in the hospital (Starker & Starker, 1982- |
;5}::>f;ese authors describe the difficulties that family and friends
had/in establishing their'supportive tasks and the designation of |
responsibility for carrying out those tasks. In the end, the
ambiguity of the fask structure and the fluidity of ]eader§hip

responsibility led to dissension and splitting among the support

{

{ ’
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group. The result was that little effective support was provided..
& In another more systematic study, attribution.of responsibility
‘ to the victim and disruption of social interaction were explored as
alternative explanations for differential social distance from |
indiéidua]s with varying types of stigmas (Albrecht, Walker, & Levy,
’ﬂ”\\ 1982). Cancer was one type of stigma included in the study. The

results suggested that differential rejection stems mare from social

46

disruption than from any attribution of responsibility to the victim.

This social disruption was experienced as a result of ambiguity
surrounding the social interaction for more than 80 percent of the

subjects in response to the physically disabled, includirg ¢ancer .

patients. The authors sum up their findings in the following way:

...Individuals have three initial choices when
confronting a stigmatized person: ignore the
person altogether, try to determine the most
appropriate way to acknowledge the condition, or
attempt to ignore the differences. Any of these
choices involves added effort beyond that reguired
for normal interaction because both individuals have
to organize activity in ambiguous circumstances;
the mutual responsiveness is tentative because
expectations are unclear; the identities of the two
parties often are incongruent since neither knows
what to expect; and the shared or reciprocal focus
is difficult to achieve because common interests
are negotiated under strained circumstances.-

Given these disruptions of ‘interaction, we would
expect the disengagement and distancing behavior
the respondents reported. (p. 1325)

Thus, various difficulties in defining patient needs and
;T supportive behaviors may lead to withdrawal by the support person.

\\» _ Normative constraints. These are constraints that arise from

societal or cultural expectations about behavior. In the present

case, one of the costs that the support person might weigh in the

o S
_/
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the same time, the social rewards of engaging in supportive béhavior

may also be considered.

There are several norms iﬁ this situation which might help to
dictate the support person’s behavior. One of these is the norm of
social responsibility (Berkowitz, 1972). This norm prescribes that an
individual should help those who depend on him or her and need his or
her assistance (Bar-Tal, 1976). Another norm has éo do with the
behaviors that are~expected to accompany certain roles. It is a
truism that husbands, for example, shou]d'meet certain needs of their
wives, regardless of the sjtuation and the cost to themselves. 0£her
roles hold similar dictates on behavior, although some arehmore Toosely
defined than others (e.g., friend vs. mother).

Finally, the norm of reciprocity (Gouldner, 1960) may have a
significant éffect on the interaction of the support person and the
patient; This norm dictates that people should "get what they give,
and give what they get". In other words, people expect that they
should be somehow rewarded for acts done to the benefit of others.
~ The norm is regulated by feelings of indebtedness on the part of the
recipient of those benefits (LaGaipa, 1981).

In considering the cancer situation, the reciprocity norm has
some powerful implications for supportive behavior. Support persons
who have done something for the patient may be re]uctant.to continue
to do so if they receive nothing in return. To be sure, most support

persons adjust their expectations of reciprocation with the patient's

~

-
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1imitati6hs\i? mind. Thus, simp]esgratitqu/hay‘be enough. ﬁ8wever,
if even this is not forthcoming, the suppo;t person may withdraw.
Evidence of such a process has been noted by Wortman and Dunkel-
Schetter (1979), who cite the support person's frustration with
continued demands from thé patient who does not provide enough positive
return in terms of improvement. This norm also affects the patient's
behavior because of his or her experience of indebtedness. This will

n be taken up in a subsequent section.

) -

Factars Influencing Constraining Variables

There are a number of factors which may be related to the
constraints experienced by the support person. These can be grouped
in the fof]owing categories: disease characteristics; demographic
Characteristics of the support person and the patient; perceived
chéracteristics of the patient's response to the si;uation; type and
perceived quality of the relationship between the support person and
the patient; and perceived characteristics of the supﬁort system.
Perceptions experienced by the support person are of interest here.’

The nature of the ‘interactions among these factors and the
constrajﬁ%s is undoubtedly complex. For example, certain factors may
be related directly to the constraining variables, or they may be
indirectly renated by mediating the impact of cancer on the patient.
As well, the different factors themselves are interrelated, but
exploration of these relationships is befbnd the scope of this study.

A review of these factors follows. While jnvestigators have

advocated the need for research in several of these areas (DiMatteo
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& Hays, 1987; HeT]er, 1979; Silberfarb & Greer, 1982; Weisman, 1979),
there is a relative paucity of information relating these factors to

* the support of cancer patients in anj way.

Disease characteristics: The effect of disease characteristics

on support is unknown at this point. Few studies have considered this.
Dunkel-Schetter (1982), in her analysis of such re]aéionships, found
few significant associations. The effects of disease characteristics
on the impact of cancer'have received slightly more consideration. Yet,
findings in this area are equivocal. Clearly, more research is needed
which takes into account various aspects of the disease process.

One such aspect is the site of the cancer. Intuitively, it wouid
seem that site would affect the impact of cancer on the patient. For
example, the loss ofa minor internal organ requires far less adjustment,
presumably, than amputation of a 1imb. Some studies have found
significant relationships, but others have not been clear in their
findings. Part of the lack of clear evidence may be due to the fact
that most studies look at site incidentally, rather than as a major
focus of interest.

Two studies have found some relationships between site and impact
of cancer. In one investigation, site was found to be an important
clinical variable in treatment. Lung cancer patients, for example,
required the most serivce and melaroma patients the least (Gordon et
al., 1980). 1In the same study, site was found to involve separate
clinical issues (e.g., differing body concerns and varying reactions

to types of medical treatments). Different patterns of recovery and

affect were associated with different sites, as well. The second

&

»
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study reported that few main effects of site on the impact of cancer'
were found (Dunkel-Schetter, 1982). However, type of cancer was

— significantly related to the number of symptoms and the amount of .
Efress reported, with breast canéer ha&ing more impact than colon-
rectal cancer. ‘ |

Thus, site appears to have some effect on the impact of caqger 6n
the patient, although the relationship is not cléar, nor does ?Ei}
seem to be strong. Further study is needed. The implications of this
for support also are unknown. To date, it is not clear that site has
a di}ect effect on support processes,‘although this is possible.

Another characteristic which needs to be considered i; the
chronicity of the disease, or time since diagnosis. Again, the
findings are equiyocal. Dunkel-Schetter (1982) found only a few
notable effects of time since diagnosis on support vériab]es; Total
satisfaction, satisfaction with advice, and satisfaction with aid
from spouse were positive functions of time.. Contrastingly, talking
as a means of coping decreased over time. Dunkel-Schetter noted few
correlations between time since diagnosis and outcomes, except that
adjustment was less difficult the 1Bnger it had been since diagnosis.

Revenson et al. (1983) did find an interesting relationship
between chronicity and‘support as it related to adjustment. They
examined the relationship between naturally occurring, supportive
behaviors and psychological adjustment to illness of a group of
non-hospitalized adult cancer patients over an extended period.
Their results indicated that although support appeared to have few

effects on adjustment at either measurement time point, it was related

- v
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to poorer adjustment for patients who were not undergoing physical
treatments. It appears from these findings that support in chronic
11lness, where there is an absence of treatment or anything to
Asuggest "cri;is“, may seem inéppropriate, falsely optimistic, over-
solicitous, or ignorant to the ﬁatient (Revensonlet al., 1983). Thus,
-~ ‘the patient's perception of suppo}t may change over time. However,
it is é;barent that more investigation of chronicity is needed to
fully understand its relationship to support.

Prognosis is another characteristic which may be of some importance,
although there are few data available. The emotional reactions
and adjustment processes of patients would certainly be expected to
diffe; with prospects for ?ecovery or death. Furthermore, the support
persons presumably would find the prospect of death more stressfb]
than the prospect of recovery. Still, there is Tittle systematic'
evidence to back these assertions. Dunkel-Schetter (1982} did find
&hat subjects with more recent diagnoses and poorer prognoses had
more difficulty adjusting than did subjects with less recent diagnoses
/’ or better prognose;: Also, there was some evidence that support may
be related to more positive outcomes among people with better
prognoses than those with poorer prognoses. It may be that the
concerns of the poorer prognosis patients are less amenable to
supportive intervention.
A final disease characteristic of interest is that of the stage
of the disease. Stage in this case refers to the actual disease

course, including diagnosis, initial treatment, recovery, recurrence,

subsequent treatment, and the terminal period.‘ It does not refer to
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hypothesized emotional stages (Abrams, 19663 Giacquin%a, 19775 Holland,
1978; Milton, 1973; Silberfarb & Greer, 1982), the existence of which

. " has been difficult to support (Silver & Wortman, 1980; Wortman &
Dunkel-Schetter, 1979). Again, there is little evidence relating
disease stage to either impact of cancer or support, suggesting that
more work needs to be done in thié“area. Silberfarb, Maurer, and
prouthame] (1980) found that time of first recurrence was the most
difficult for a sample of breast cancer patients, compared to the
four-month period after initial treatment and the twelve weeks before
final treatment. Other investigations havé indicated that the time
immediately after diagnosis is particularly stressful for many
_patients {Greenleigh et als, 1980; Morris et al., 1977; Weisman, 1979).
Dunkel-Schetter (1982) found that stage was related significantly
to functioning, difficu]ty in adjusting, and global physical change,
but not to other outcome measures éuch as stress and se]f-ésieem.

No significant relationships between stage and support variables
were found.

i
Demographic characteristfics. There is 1ittle information within

the cancer literature rega¥ding various demographic characteristics of
the support person tiat might influence supportive behagior. The

most frequent obs éigtions regar& sex differences, with men and women
in the non—déégas' population having different attitudes toward
cancer (America ncer Society, 1980; Peters-Golden, 1982). It is
unclear, however, what these attitudinal differences mean for support.
Relatively more data are available in the literature on helping and

stigmatization. Although findings are inconsistent, there are some
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noticeable trends. There appear to be sex differenges in altruistic
behavior. Females tend to refuse more than males to help 1in
embarrassing or ambiquous situations, and they also tend to be more
willing to aid highly dependent people (Bar-Tal, 1976). Females also
tend to show more favorable, accepting attitudes toward physically .
disabled people (English, 1977)l In terms of age, it has been found
that older people tend to be more willing to give help (Bar-Tal,
1976). These data may have implications for social support in cancer,
%ut much more study needs to be done.

The relationship of patient demographics to the impact of cancer
or to support also is unclear. Age seems to be somewhat related to
the impact of cancer, with older people responding with more equanimity.
This seems‘to be true of mastectomy patients, in particular (Jamison
et alv, 1978; Maguire, 1975; Renneker & Cutler, 1952), where sexual
\L\_re1ationsh1ps are a factor. Mages and Mende]sohnA(1979) also report
age differences jn response to cancer, which they attribute to
different "developmental" tasks. Age also has been shown to‘have a
possible relationship to the effects of social support (Funch &
Marshall, 1983), afihough the éxact implications of this study are
ﬁnc]ear. Mages and Mendelsohn (1979) report that sex seems to be
related to the impact of cancer; men in their studies seemed to
experience more negative effects on several measures than did women.
Possible differences in psychosocial needs by sex were indicated in
ahother study (Young-Brockopp, 1982), a]tﬁough they were slight.
Finally, educational level of the patient has been aséociated with

awareness of the disease in terminal patients (Moses & Civadali,
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1965) and possibly with a tendency to seek treatment (Renneker &
Leib, 1979). Obvicusly, none of these data give strong indications
about the relationship of demographic characteristics to support,
but they do indicate a need for further exploration.

Perceived characteristics of the patient's response. The

patient's response to cancer itself haa been discussed earlier.
Clearly, the characteristics of this response will, in part, affect

- the support person's perception of the situation and will have
implications for support. For example, if the patient responds to
the cancer with a deep depression, the support person may be less
Tikely to maintain contact than if the patient adjusts fairly well to

the disease.

e

Another important aspect of the patieﬁt's response is how he
or she reacts to the support situation itself. The support person's
perceptions of this respon3e may be a crucial factor ip the type of
support he or she gives, or whether'support is given at all.

There are several ways in which the patient may respond to the
support situation that may have negative effects on support. One
involves the protection of others and the hiding of symptoms and
feelings (Wortman & Dunkel-Schetter, 1979). Patients quickly
7erceive the discomfort that cancer and their own responses to it
arouse in other people. In order to prevent the further dissolution
of their support systems, they may try to "cover up" the negative
aspects of their experience, whether physical or emotional. One

\ patient gave her physician optimistic but incorrect reports when he

came by on morning rounds. When asked why she had done this, she

Sue
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replied, "Oh, I-haven't told him. He has-tried so hard; my family has
| been th(gygh so much. I don't want to disappoint them" (Weisman,
» 1879, p. 20). weigman sums up the process in this way:

-.-part of coping well depends on the social context,
including Supportive others. Here, too, one finds
difficulties, because the social context is also a
social contract: one is acceptable, proyided that

! ordinary functions and social roles are preserved.
This means that disease or even a history of a serious
illness is Kept hidden. Consequently, some cancer
patients continue working, regardless of how sick
they feel inside. They know that cancer frightens
pgople, and that the cancer patient symbolizes such
fears. Nothing, therefore, is said. As g result,
there are patients who do not complain, afd do well,
seemingly, until a few days before death. They are
not especially stoical, but wish fervently for privacy,
as if significant others can tolerate only so much.
Thus, trust has its Timitations and conditions.
(pp. 11-12)

Others have commented on this process as well (DiMattgo & Hays,
1981; Holland, 1978; Krant, 1981; Rosenbaum et al., 1981). Even
children with cancer engage in this "protectionism” (Biqger et al.,
1969; Kalnins & Chufchi]], 1981).

Furthermore, there is evidence that this kind of protection is
often appreciated by the support system; For example, Feder (1965)
found that patients best Tiked by staff on a cancer ward were those
who had faith, took things for the best, and did not bother other !

., People. The consequences of this behavior, while possibly viewed
positively by the support system, can result in fee]ingé of hopelessness,
isolation, and loneliness (Coates & Wortman, 1980), and may separate
the family, alienate the person from supportive others, and erode

trust (DiMatteo- & Hays, 1981). It also prevents the accurate definition

of task characteristics and may be a source of frustration to the
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support peréon.

. Another response of the patient involves his or her reactions to
”éncouragement". It was pointed out earlier that the support system
often tries to maintaiﬁ-a positive attitude around the patient,
despite contravy feelings. Patients have been found to react
negatively to forced cheerfulness and encouragement (Peters-Golden,
1982), because they are not allowed to reveal their true feelings

/{Silver & Wortman, 1980). The patient's negative reactions may produce
anger and resentment in the support person, because his or her support
seems unappreciated. DiMatteo and Hays (1981) have emphasized the
importance of suppert being returned to the support person, in the form
of gratitude from the patient. Obviously, gratitude will not be
forthceming if the ﬁatient has strong negative reactions to
supportive efforts. |

This leads into the notion of reciprociﬁy and its relation to

problematic behaviors in the patient. As mentioned earlier, the
norm of reciprocity in helping interactions dictates that the ’
recipient must return a benefit to the helper. Because of the cancer
patient's situation, this may be difficult for him or her to do,
particularly if his or her personal norms dictate that gratitude is
not enough. Several reactions on the part of the Eatient can result
from this inequity.

The ‘patient may experience considerable indebtedness as a

résult of his or her inability to reciprocate. This is an

unggﬁfortab]e position in which to be (Bar-Tal, 1976 ). The patient

may resort to cognitive restructuring of the supportive behavior, to .

, i ,
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lessen its value and reduce the sense of indebtedness. Inability to
reciprocate may also lead to feelings of dependeﬁéy and a loss of
self-esteem (Fisher, Nadler, & Whitcher-Alagné; 198?; Gross &
McMullen, 1982; Revenson et al., 1983). In meaction to.this, the
patient may restrict the types and amount of support that he 6r she
is willing to'accept. Such behavior on the.part of the patient may-
confuse and anger the support person, making the provision of support
even more difficult. :

£

Type and perceived quality of the‘re?atidnship.A The type of

relationship {e.g., family, close friend, acquaintance) that exists
between the patient and the support person seems to be aﬁ important
factor in support. Most often, the family is studied iﬁ relation
to support (DiMatteo & Hays; 1981). However, there is accumulating
evidence that there are important differences in quality and type
of supbort based on the type of Fe]ationship. Some of this comes
from studies An other areas of social support (e.qg., Salloway & ’
Dillon, 1973; Wilcox, 1981). One study indicated that because of
differencesiin‘structure, neighboré and family varied as to when they
were called upon to perform tasks, and this was related to time
urgency (Litwak & Szelenyi, 1969).

Studies specifically related to cancer have shown that the
type of relationship méy maké.a difference in the quality of social
§upport. Mastectomy patients in one study expressed surprise that
many close frxends dwsappo1nted them, while ! marg1na1" friends helped
them great]y (Peters Golden, 1982). Type of reIat1onsh1p has also .

been related to experiences of self-esteem among cancer patients
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lkwycoff, 1982). Patijents in this:study found that occasional visits
from friends increased measures of'sejf~esteem while daily visits from
mothefs decreased them. Sex, prognosis, income, and marital status

"L . e s . ¢

were found to be important mediating variables in this rélationship.

. In another stQéy, a similar finding indicated that friends were of
significant he]p'to patients in areas where families were not
(Dunkel-Schetter, 1982). in this study, the more close friends thes
patient had, the fewer the symptoms he or she experienced. The number
of cYose friends Qas also positively associateq with the level of self-
esteem and emotio é;ﬁsalance. Neg;tive emotions were ré]ated to
having fewer close f}iends (e.g., anxiety, anger, and depression) -
and more trouble adjusting. Patieﬁts with mqre close family
members, in contrast, had more brob]ems in functioning.

The trend seems to be, at least in these studies, that friends
can often provide more valualle support than families. Yet, results

4 .
are not extensive enough to_ be certain. Weisman (1979) comments that

od

. it is erroneous to assume that the family will always be the ‘\\;\\\gmg -
stauﬁchest ally of the pat1ent Yet he also notes that friends tend
to withdraw much more quickly from the sickbed, because their
relationships to the patient are fairly circumscribed in time, depth,

intimacy, and commitment. He has fobhd that newly diagnosed batients.

A
controversy here which requires more exp]orat10n

There is a]so a small amount of ex}dence that the characteristics
. . S . ) —

» AN - '
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of the relationship also affect support. For exampley siﬁi]arity of

experience has be&n found to be an important factor in social support’

(Walker et al., 19?7). Hirsch (1981) has emphasized tﬁe iﬁportance of

éxgmining relationships in terms of their content, process, and

development. Two of his studies<sh;53d that multidimensional friendships
t(iie.,'those th;;'sérve a variety of supportive functions rather than
~just one) are iﬁportant sources oflsatisfaction‘(1979) and that they

are significantly associdted with better support and mental health
s (1980). '

Perceived characteristics of the support system. Various
T~ PP Y

- characteristics of .the support system, such as structure, have already
been noted as being important in conﬁiderations of the delivery of
social support. However, fhere is 1ittle information regarding the
support person's perception of the support system and how this
influences his or her participation in the support process.'

‘Systemg theéory would suggest that the support person does not

,

operate in a vacuum. Instead, the behavior of each support person

—

is interaependent with that of other people in the‘system (LaGaipa,
1981). = Members' actions wil] be affected by the need to maintain
s 3 ' '
i j\Tium.in the system, as well as by the need to compensate for
Lo \Y

. )ﬁ/) one aﬁi}b r. Furthermore, conflict may be present within the

.system which wi]I influence a particular person's fesponséé. For
example, if a fr1;:6 of the patient is visib]y disliked by the
patient's familys~the friend is less likely to spend time at the
patient's bedside. Thus, the support per&®n's percept;on of the '
support system;an S orvhér position in it is an important

consideration.
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Various possibilities have now been presented as to the
'Variab]esothat constrain the support person in his attempts to
Y deliver support to the cancer patient. As well, several factors that
might influence these constraints have been suggested. An gyerview of
the present study, focusing on these variables, will be presented

next.

Statement of the Problem

Overview ’ ~ , oo
- (

\
Cancer has a significant impact on the lives of its victims. Its >

effects are not only physical; cancer usually reaches into the
psychological, emotional, social, and functional aspects of life as
well. 'Cancef patients experience a variety of needs as they attempt
to édjust to this tremendous disruption of their iives.
One of the most powerful inf]uepces on the patient's adjustment .
.at this time is that of his or her interpersona¥ relationships.
Social suppO{t has been found to have a significant effect in he]bing
patients to face the threats imposed by cancer. This support.may
come from a number of §ourCes and téke manzf:iiﬁergggdfgims;
Unfortunately, there are sometimes di culties thaf)arisé
between patients and members of their support systems. The
stressfulness of the cancer experience takes its toll on even the
.most stab]evof relationships. ¥he result is }hat patients' needs for
support are often not met adequateiy,-or are not met at aTT.
ProbTéms can be seen on both sides of the interactign. The patient

L

[ W
may be unreceptive to support, unwilling or unable to communicate
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needs, or unable to respond in a way that ensures the continuation
of adequate support. Members of the support system may be unsure of
how to give support, have misperceptions of patient needs, or be
-unable to be supportive even when they know what is required.
Feelings of frustration and resentment may arise on both gides,
further compounding relationship problems.

There are several limitations in the existing research which

. have hi;EE?Bdfﬁnderstanding of this breakdown of support (Tyre,

" Yanchar, & Tyre, 1982; Wortman & Dunkel-Schetter, ]979)', Most of the
"data" reported are largely based.on observation and anecdote rather "
than systematic exp]oragggn. Thosé studies that are more systematic

are plagued with such problems as small sample sizes, severe attrition
rates, unreliable measurement techniques (Wortman & Dunkel-Schetter,
1979), and 1ittle or no use of statistica1bana1yses.. The choice of
sample has often been Iimited¢é:/well, with the focus being primarily
* on the patient. This is an understandable bia§, yet much of the
Titerature has effectively left out data from the support person.

A more theoretically-based problem has to do with the nature gf
social support itself. fﬁis construct is a multidimensional one.
There are many facets of sociaﬁ~support whichimust be taken into
account in order to adequately understand problems in its delivery.
Yet most studies are hindered by poor conceptualization and
measurement of socia1'support. There has been a tendency to focus on
the quantitative aspects of support rather than the qualitative

aspects. Supportive behaviors have-not been adequately enumerated

4
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and defined as to their specific components. As well, the various
factors that influence supportive behavior from cultural, interpersonal,

and individual levels have frequently been ignored.

' .

Objectives of the Study

The general area of research involvgs the delivery of social
support to persons with problems in physical or mental health. The
present study focuses on one aspect of this, namely, the support given
caﬁcer patients from the perspective of the support person. In
particular, the support person's perception of certain-problems in
prqviding support is of interest. This is in contrast to most other
studies, which have investigated the cancer patient's perceptions.

( The first objective of this study was to identify some of the basic
dimensions underlying the various constraints or support problems that
have been noted in the literature. An effort was made to establish a
conceptual framework reflecting these dimensions, within which the
numerous experiences of support persons m{ght be organized. A major
component of this objective was the development of a self-report
instrument Tthat would provide a vehicle for further understanding the
nature and extent of support problems within a given popu]aiion of |
support persons. | (

. The second objective was to examine the relationship between
different types'of social support aﬁd various support problem dimensions.
An observatfon from the literaturé review {Slthat research involving
a multidimensional approacﬁ to social support has been Timited. Thus,

attention was given to examining support problems in terms of specific

A

. -
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psycho;ocia] resources instead of generalized suppoft. These resources
inclﬁded practical help, emotional expression, advice and guidance,
and empathic understanding. A comparative analysis was done across
these types of support to assess whethgr certain support problems are
more salient than others, depending on the type of support being given.
If each type of supportfaéquires different 2ki1]s and strategies 6n the
part of the support person, tﬁén differences in the kinds of problems
encountered would be expected. It should be noted that a component of
this was the development of adequate definitions of the_yarious
support tyPeé. -

The £hird objective was to explore the relationships among the
support problems, certain contextual variables, and satisfactfcn with
support given. The kinds of problems that a support person may per-
ceive and report are,inf]uencéd by a number of variables -that are not,
as yet, fully understood. As wé11, the support person's perception of
his or her support, as reflected by satisfaction, may be affected by
many factors, fnc1udiﬁg the problems-he or'she faces. The goaj here was
to attain.a preliminary understanding of which variables merit more
attention in understanding support problems and which require relatively
less. ‘

It was hoped that such a study would begin tp clarify the
problems in giving suppo}t to cancer patients, in a wéy that was more
systematic than much of the previous work. Moreover, some of the findings -
may be app]icabie,'with further résearch, to other health problems.

" Such know]édge will hopefully contribute to the prediction and

prevention of breakdown in support. An understanding of the reasons
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underlying the withdrawal of support seems essential for the effective
mobilization of a support system.

¢
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CHAPTER 11
METHODOLOGY

Sample

The sample consisted of 157 family members and frfendé of cancer,
patients drawn from various sources. One major source of éubje;ts was
thé Ontario Cancer Foundation Clinic in Windsor. Forty-seven éubjeéts
were obtained from the Radiotherapy Unit, where they were accompanying
patients receiving radiotherapy or patients who were simply having a
checkup after apparent recovery. Twenty-eight subjects came from the
Chemotherapy Unit, where they were accompanying patients receiving
chemotherapy. Another major source of subiects was the University of
Windsor, from which 62 students who had'been involved with a cancer
patient were obtained. As well, a group of 19 subjects was drawn from
various sources in Windsor and other communities. {One subject was not
coded for source.) It should be noted that these subjects are different
in a critical way, wifh the first two groups being immediately involved
in giving support and the latter two groups being removed to a agreater
degree both in proximity and in time from the cancer patients.

~ The total sample was 34% male and 66% female. Ages ranged from 15
to 80 years, with 55% of the sample being between 20 and 49 years old.
_In terms of relationship to the patient, 45% of the subjects were from -

the immediate family, 32% were relatives, and 23% were friends. A

more detailed breakdown of these data, as well as other descriptive

data, is presented in Appendix E. -
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Description of the Instrument

A major focus of this study was the deve]opment of a questionnaire
to assess support problems and their possible correlates. %he final
instrument can be found in Appendix A. The questionnaire has three
major components which focus on contextual or background variables,
satisfaction with support, and the support problems the;se]ves. Each
of these major §ubdivisions will be described, with particular emphasis
on the Tast, since the development of the scales tapping support
problems was a'Iarge portion of the study. In terms of the contextual
variables, certain descriptive findings in these areas will be presented
as well.

A section was included at the end of the questionnaire asking subjects
for comments aboqk their support experience. While a few subjects

responded, these data were not used in the present study.

* Contextual Variables

This set of variables was utilized to assess the context in which
support tock place and to determine which aspects of context were related
to support problems. Several different areas were tapped,‘;;§1uding
the éype of relationship between the subject and the patient, demographic
charactefistics of the subject and the patient, disease characteristics,
the patient's reaction to the illness, support g%ﬁZ:m characteristics,
the subject's involvement with the patient, and the quality of the
relationship between the subject and the patient.

Type of Relationship. This was a variable of major interest.

Subjects were asked to indicate the patient's relationship to themselves

(e.g., mother or friend). A detailed breakdown of relationships named
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and their relative freggfncies is given in Appendix E. For the sake of
statistical analysis and interpretation, the numerous categories were
collapsed into three groups: Immediate Family, including Spouse, Parent,
Child, and Sibling (n = 71); Relatives, inc1udiﬁq Grandparent, Other
Relative, and In-Law (n = 50); and Friends (n = 36). _

D;mograghic. Subjects were asked to indicate thei;vown sex and age,
fhe findings for which were presented in the description of the sample.
Additionally, they were asked to indicate if they had been born in

Canada or the U.S., and if not, how long tﬁéy had 1ived in either
country. The reason for this was the elimination of data which might

be affected by language difficulties. A1l subjects included in the study
who had been born elsewhere had lived here for at least nine years, and
'most had been here much Tonger. '

Subjects were also asked to indicate the sex, age, and marital >
status of the patient. The patient'; marital status was of interest
because of its possible implications for the support process.
Demographic data on the patients described are presented in Appendi x
E. Forty-five percent of the patients Were male, and fifty-five
percent were female. Ages ranged ffom 8 to 86, with 57% being betwe;h
50 and 74 years old. Marital status groupings were collapsed for
statistical analyses to three groups: Married (n = 91); Single,
including Single, Divorced, and Separated (n = 32); -and Widowed
{n = 31). This was done since so few patients were divorced or

separated.

Disease Characteristics. An important question in the study was

whether differences in disease characteristics might account for

P
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I

dffferénces in support problems. 'Subjects were asked to describe
severaljaspects of the disease, to the best of their knowledge, including
the type or site of the cancer, the treatment the patient had undergone,
whether the disease ﬁad spread from its origiha] location, and tﬁe ’
current status of the patient. Detailed data concerning frequencies are
presented n Appendix E.

Several types of cancer were listed including some of the most
common forms, and the subjects were asked to.check off the appropriate
type.‘ An Other category was also provided. For statistical analysis,
five groupings were utilized, with some groups being collapsed into the'
Other category due to low frequencies. Groups included Breast (n = 28);
Lung (n = 30); Colon-Rectum {n = 13); Leukemia (n = 12); and Other,
including such varied types as skin, cervical, liver, prostate, and

»
Hodgkin's disease, among others (n = 61). In 13 cases, the type was

unknown . !

For Treatment, subjects were asked to indicate whether the patient
had undergone surgery, chemothenﬁpy, radiation therapy, a combination,
or some other form of treatment. For statistical analyses, four groups
were used: Surgery (n = 22); Chemotherapy (n = 30); Radiotherapy (n =
27); and Combined {n = 68). In three cases, some other form of treatment
was used and in seven cases the type of treatment was unknown.

Subjects were also asked to indicate whether the disease had
spread to other parts of the body, if the patient was still Tiving.

Two groups were utilized in subsequent analyses, including those where
spread had occurred (n = 25) and those whe?e it had néé (n =52). In

25 cases, the answer was unknown. In 55 cases the patient had died,

and it could not be ascertained whether this was due to spread of the
g

<
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‘disease or some other factor.

A final disease characteristic about which the subjects were asked
was the patient's current status. It seemed possible that the stage of
tﬁe il1ness, particularly in terms of recovery potential or déath
potential, might have a bearing on(?Gpport problems experienced by
support persons. In this case, all possible groupings were used in
subsequent analyses, even though one group was very small. Groups
included patients who had recently begun treatment (n = 46); who had had
lengthy treatment (n = 25); who had apparently recovered (n = 24); who were

terminal (n = 7); who had recently died {n = 29); and who had died some

time ago (n = 26).

Patient's Reaction to Illness. An important component of support’
problems might be the strength of the patient's negative reactions to
having cancer. For example, a very frightened or depressed patient might
be more difficult to support than one who is facing the disease with more
equanimity. Subjects were asked to identify which, if any, of seven
common reactions they felt the patient had experienced. These included
denial of illness, depression, anger, anxiety, social withdrawal,
feelings of over-dependency, and feelings of rejection. For statistical
analyses, a composite score was developed which was a simpTe additive
index of scores which had been checked. Thug, one score was generated
for patient raaction, representing an overall estimate of the patient's
negative experience. Becausé of the coding system, a lower score
indicated more of a negative reaction. Forw detailed breakdown of

the frequencies for each type of reaction, see Appendix F.
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Support System Characteristics. This js a broad and complex area,

many aspects of which might bé related to support problems. In the
current study, it was hoped that simply a crude estimation could be made
of the relative importance of support system characteristics to support
problems. Subjects were asked to indicate the number of good friends

of the patient in the community And the number of relatives as well on

a three-point scale (Few, Somg, Many). They were also asked to estimate
the degree of interaction among the patient's refatives on a three-
point scale (Little, Some, Great Deal)..

Self-Involvement. It makes intuitive sense that the degree of the

support person's involvement with the patient would be closely related

to the experience of support problems. Subjects were asked to

indicate on a five-point scale their involvement in providing support

to the patient. Twenty-four percent of,tﬂb subjects said that they

were s]ight1y invoived; twelve percent were rather involved; ten

percent wefe quite involved; tyenty percent were very involved; and //ffﬁ
thirty-four percent were extremely involved. |

Quality of Relationship. The last contextual variable had to do

with the types of interaction-that characterized the relationship before
. and during the illness, and the kinds of support that were most desiked
by the'patient. It was felt thét these relationship qualities might
directly influence both the type of support problems experienced and
satisfaction with support given. For examp1¢, more problems with
emotional support mighf be experienced in a relationship that &
traditionally had focused on more instrumental idteraction.

Five types of interaction were described, and subjects were

| e
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asked to check off the two in each section that most reflected the
relationship before and during the illness, and the types of support
most desired by the patient. + Descriptions of support were purposely

" worded to capture the two-way nature of the interaction (i.e., what the
support person or pajsent could have done for eac@ other). The
descriptions are listed below.

Companionship: Enjoy each other's company; enjoy doing the same

kinds of things together; have common interests.

L

Understanding: Have an accurate perception of the other persoﬁis

fee]ings and thoughts; be able to reflect how the other person
feels even when he/she cannot put it into‘words-

Helgfngi Provide matérial and physical assistance; gjvetime
and service; help with duties requiring time and effo®t; provide
such aid as transportation. |

Emotional Exgreséion:\ Encourage the other person to open up and

to share honestly his/her deeper feelings, problems, fears and
concérns; help the other'person to et go of some tension.
Advice and Guidance: Give information to aid in problem-solving,

-~

/ for example, where fo go for help or practical suggestions for

coping with problems.
- For purposes of statistica] analysis, these supports Qere’
collapsed into two main types, with instrumental support representing
Companionship, Helping, and Advice, and emotional support representing
Understanding and Emotiona] Expression. Simplg additive scores for

instrumental and emotional support were generaﬁed for before the

il1ness, during the illness, and for the patient's’ desired support.
. N \ 4
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Because of the coding system, a Tower number.ﬁépresented more support
in a-given area. At one point, difference scores were calculated N
-comparing the quality of the ;elationship before and during thé illness,
and measuring the discrepaﬁcy between interaction during the illness and
the patientis desires. Héwever, these were not felt to be very

N - reptgéégtative measures-and were used only in a few minor analyses.
prese ‘ ‘
/ N . .

Satisfaction Measures

s

%he second major éomponent of the quegtiondaire involved the
support_person's satisféttion with the various typgs of support he or
she might have given. The types of support to be rated were those
described in the‘;revious section. An important aspect'bf thé study was
to assess whether the support problems reflected in the quest%onnaire
items were related to satisfaction with support given, as would be
intuitivei¥ expected. The role of contextual variables in the

experience of satisfaction was aiso of some interest.

Subjects were asked-to rate their degree of satisfaction with the s
- support they had given in each of the five areas. Choices included:
. very satisfied, -satisfied, neither satisfied nor dissatisfied,
disgatisfiéd, and very dissatisfied. Separate satisfaction scores

for each support type were used in subsequent analyses.

-

Support ﬁrob]em Scales

]

."._" N

The foremost objective of this study was to identify basic - .

dimensions underlying support problems and to develop items that woq]dv R

-~ [

adequately tap these dimensions for use in the questionnaire. As.well,

adequate descriptions of types of support, like those described in the

L

, .

e
| / A
l

- ’ . k)
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pre¢ious section, needed to be developed. To help achieve these goals,
a seyies of bretests were done, fnvo]ving a tota]'ﬂ_of'SOé.

' efesting'was donetin psychology cliasses af the University of
Windsop. A1l students were a119wed to participate if they wished,
whether ®r not they had had contact with a cancer patient. Certain.
demographic data'were gathered along with information regarding exposure'
to cancer patients or other seriously i1l persons. If students had haa
no such contactlwhatsoever, they were asked to aJZwer in the fashion that
they believed would reflect their response in such a situation.
Inspection of the data in terms of demographics and exposure did not
reveal outstanding differences. Instructions to students for the pre;;
tests, along with the information asked, are presented in Appendix M.

To begin, fi#e different areas of support were identified and given
tentative definitions. “These included the four in use in the present
sqa1es: Practical Help, Emotional Expressicn, Advice ‘and Guidance; ana
Empathic Undqrstanding. A fifgh, Identity, was inc]uded:;s well but';
was subsequently é1iminated because of difficulty in fingfng an
adequate definition. With each pre-testing of ijtems, st&dents were
asked t0<éive opinions on the clarity of these definitiong amd to make
suggestiéns for revisions. Note that Companionship was not included-
among these, ﬁor is it a part of the present suppO(é problem scales.
While Companioﬁship is fﬁborﬁant in«describing re]étionsh{ps because it
. | characterizes sdbmany iﬁteractions, it was felt to be substantively
different'from.the othér support tyﬁes.-

- ‘ The final descriptions'for support types were utilized both in the -

relationship quality section of the questionnaire and for the support

S,

?‘}z
/
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problem scales themse]ves,.aithough wording is different in each case.
Descriptions for the scales reflect more of the one-way nature of support
being given to the patient and involve more reference to i]lnéss.

To develop the scales themselves, an initially large pool of items
was written tapping as many problem areas as could be identified and
expressed in statements. This initial pdoT was reduced by inspection to
47 items which could apply to all the support types. "These were
administered to a group of 50 subjects who were asked to indicate their
agreement with the items on a five-point scale as being reflective of
problems they had experienced in giving a particular type of sdpport to
a sick person. Each subject was asked to answer the items in terms of
two ‘or three support types. Subjects in this particular testing were
a1§o asked to form groups and to discuss the items, choosing those
which were "best" and those which were "wbrst" in terms of
appropriateness and readability. Based upon their suggestions, 15
items were eliminated and some were rewritten.

The reduced number of general items (32) was then tested in the

. same fashion, without the group assessment, on 124 different subjects.
This time, the data were facior'ﬁna}yzed. Three dimensions emerged

’ invo1ving affect arousal, task ambiguity, and personal costs as problem
areas. ,These three areas subsequently became a main focus of the study.
Items that loaded poorly on the three factors were eliminated.

Because these problem areas obviously did not tap all possible
problems, particularly those that might be unique to a certain type of

<>
These items applied

support, a set of specific items was genera

_ to problems wifhin a certain support area {e.g., ing vulnerable

a
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. N
to the same fate when listening to the patient's expressions of fear or

—

loss). Ad%roi%mate]y 12 to 14 items were developed for each support
type. These were tested on 111 subjects, using the previous format.
Factor analyses of these itemé did not isolate clear dimensions, so a.
small number of specific items was kept for each type of support on the-
’ basis of apparent importance of content.
General and specific items together for each support type were
- subjected to a final pré—test. Each support type had between 25 and 27
- items. Also included was an item having to do with effectiveness, as
a preliminary measure of the re]ationéhip between problem areas and
o perceived‘support effectiveness. This item did not appear to
adequately tap effectiveness, however, and was later revised.

These items were administered to a group of 223 subjects. The
data were féctor.ana1yzed, and a final sét of items was selected. Nine
general items that were basically the‘s;%e for each of the four support
types were kept, with three items representing each of the major
problem dimensions (Affect Arousal, Task Ambiguity, and Personal Cost).
Five or six specific items were reéained for each support type as well.”
Descriptions of the final scé]es represented by a]} of the items are
presented in the hesults'tﬁapter. In all, 58 items divided among the

four support types were used in the questionnqire. Sample items from

several stages of the pre-test are included in Appendix M.

Procedure
Since subjects™ere drawn from a number of different sources, *
. ’ v < s £ .
several different procedures were used to administer the finalized

guestionnaire.

—
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Clinic Sample

Approval for administration of the questionnaire was obtained from
the Director of the Clinic. Several possible avenues of collecting data
were exp]ored with the staff. It was finally decided that subjects
would bé)approached in the waiting areas for each unit by the present
investigator. These areas were partitioned into fairly small groupings
of chairs, offering a reasonable amount of privacy at most times. Signs
were posted indicating® the nature ana source. of the study.

Once it had been established that the person was waiting with or
for quatient, he or she was shown tﬁz questionnaire anz its purpose
was briefly explained. Anonymity was assured, both verbally and on the
questionnaire. People were asked if théy would be wil]?gg/;;a:ill it

'y 1out while they were waiting, and if they agreed, a pencil was given to
them. They were also told they could ask questions of the investigator
if necessary when she came by again. A private office hadlbeen provided
in ésth areas in case subjects wanted to work privately or talk about
d1ff1cu]t1es related to support, but this did not occur. Comp]et1on of
the quest10nnaire usually took about 30 minutes.

When subjects could not finish before they left, or when they'did
not wish to fill in the quéstionnaire'gt the Clinic, they were given
a stamped, self-addressed envelope in which to return the form to thg
University. Return rates for this procedure were very poor, however; ‘\\\
wf%h one about in seven being sent back by mail. Thus, this was 2.

. avoided whenever possible. )

Overall response to the questionnaire was better than expected.

Approximately two-thirds of the'people‘aﬁproached agreed to fill out

-~

- ~
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the form. Willingness to participate seemed to fluctuate from day to

day, however. Participation was better overall on the Radiotherapy
Unit than on the Chemotherapy Unit, a finding which staff attributed to

the relatively less traumatic treatment procedures and less advanced

cases of the disease on the former unit.

Data-gathering at the Clinic took place foF approximately one month.

fb
University Sample

.Subjec%s from the University were drawn largely from\iQtroductory

_ psychology courses. Approval was obtained from the Head of the Psychology

Department to conduct thé study. Students participating in the study
from these courses were given an experimental. credit point toward
their grade. Notices weré sent to teaching assistants in charge of
these classes, to bg réad to the students. It was specified that
subjects\were to be either the family member or friend of a cancer

patient, but that their exposure to the patient need not have been

extensive.

Interested subjects were asked to }eport to a room where the R
investigator was administering the questionnaire at scheduled times.
Students were asked for their names and student numbers, simply for the
purpose of assuring that they received their credit. Again, the
anonymity-d% their responses was underlined. Students were then given

the form and a penci]:,and instfucted to fill it out at one of the

tables in the room.. There @eré no maore than seven subjects in the

room at one time. The investigator was available for questidns at all

times.
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Subjects who were unable to attend at one of the scheduled times
simply obtained a questionnaire from one of the departmental secretaries
and returned it to hér when it was filled out. Forms were available
for approximately three weeks. -Response was surprising]y,good for both

types of administration.

Other Samgje
Fﬁr the remainder of the sample, drawn from various other sources,
questionnaires were sent by mail to contacts in the Windsor community
and elsewhere. Stamped, self-addressed return envelopes were provided.
. \ So].icitations for volunteers were also made several times at the
Senior Citizens' Centre in Windsor, but the resbonse was extreme]y

-

poor. Only one subject volunteered to participate.

‘o~

ol

/ .
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CHAPTER 111
RESULTS

Scale Development

The main objegtive of this study wases£o create an instrument
that would tap the support problems encountered in_giving support to
: canceg patients. The development of scales representing support
problem dimensions was the focus of this research. T%e'Iast phase
involved a factor analysis to replicate the previous1y-hypothes€§ed
dimensions and to calculate the reliability scores for the scales based
on these dimensions. The results of these procedures will be

presented here.

Factor Analysis ~

Several factor analyses were performed using principal factoring with
iterations and the VARIMAX method of rotation. The items thought to tap
the underlying d;;;nsions pf’Affect Arousal, Task Aﬁbigﬁity, and Personal
Cost were analyzed across all support types, with the results shown in

, Appendix B. Ié is apparent that these dimensions were replicated, with
- Factor I representing Tgsk Ambiguity, Factor Il representing Affect
~ Arousal, and.Factor III representing Persona] Cost; *
Factpr I (Task Ambiguity) includes three items\which are repeated
across supﬁ%rt types: "I wasn't sure how the patient wished to be

treated in this regard”; "I wasn't sure how such needs of the patient

best could be met"; and “It was hard to tell if this was the right

? . . O
79
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~ thing to do". It represents the difficulties encountered in assessing
patient needs and formulating a plan of action fo meet those needs.

Factor II {Affect Arousal) includes three basic items that are
.altered somewhat for each support typef Representgtive %tems include:
“When I was depréssed over the il]ness} it was hard-to encourage the
patient to express his/her feelings"; "I hurt so when the patient hurt
tha(xi couldn't give much advice"; and "Being around the patient
really disturbed me too much to be of any service". This dimension is
defined by.the emotional impact of the illness on tﬁg §upport.per50n

, which interferes with giving support. f~*'-

Factor III (Personal Cost} consists of the most‘yarked items in
terms of content. Three basic items are altered somewhat for each
support type. Representative items include: ™I didn‘(’%?ways have
enough time to give advice because of other }esponsibglitiésf;j“l don't
want someone eige ‘to depend upor’ me too much for help"s and "I *didn’t
think it was my responsibility to encourage ventilation". Tg?;—;actor
is largely defined by considerations of personal cost in terms of time
and the risk of the patient's dependency; and to a lesser degree by
the senge of responsibility for support.

When items were factor analyzed separately for each type of support,
the dimensions were again rephicated. The results were felt to be
sufficienf‘to.justify use of the items for scales represeﬁting the ,
three dimensions. Thus, 12 scales were created, including an Affect

5\\p Arousatl . sca]e: 2 Task Ambiguity scale, and a Personal Cost scale for

each of the four support types. It should be noted that for many

-

i >
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subsequent analyses, these 12 scales were reduced to form three
combined scales, representing each dimension across all the supéort
types.

In addition, six other scales were preated on the basis of items
that were specific to a particular support type. Most of these iteﬁs
(did not load on distinct dimensions, so that items were grouped simply
on the basis of appareﬁtly similar content. Some specific items were
eliminated from use in the scales because they tapped relatively
discrete material fhat could not be combined with others items (Items
2, 13, 14, 32, 34, 38, and 45}. The six scales are defined as
follows {the support type they represent is in pafentheses):

Physical Care - represents-discomfort with giving physical care.

to the patient (Practical Help);

Vulnerability - represents the personally threatening aspects

of listening to the patient's emotional experience (Emotional -~

- Expression};

Beliefs - pertains to beliefs that patients should refrain (rom
talking too much about the disease (Emotional Expressgon);
‘Feelings -.represents the experience of being too involved in-
or overwhelmed by the batient‘s problems to¢§ive useful advice
(Advice and Guidance);

Vulnerability - repreéents the risk of experiencing considerable

emotional pain when trying to empathize with the patient

(Empathic Understanding}; )

)

Communication - reflects the communication difficulties encountered

in trying to be empathic (Empathic Understanding).
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A1l of the scales are presented in Appendix C with their repre-

- septative items.

Alpha Reliabilities for Scales

Alpha reliabilities were calculated for each scale and are pre-
sented in Table 1. For scales representing the three major problem
areas (Affect Arousal, Task Amnguity, and Persona} Cost), re]iabi]itieg
were calculated within each support type and across all support types.
The results for all scales were felt to be adequate to justify use of N
the scales %or subsequent analyses. '

Intercorrelations of the scales are presented in Appendix D. The
intercorrelations for the three major scales combined across support ™
types (Affect Arousal Total, Task Ambiguity Total, and Personal Cost

Total) range from .58 to .66. Though the correlations are not low, they

are not too high to preclude theirtsefulness as differential predictors.

Differences in Problems Across Support Type€

The second objective was to determine whether differencgs exist in
the types of.support problems that are most saligent for each kind of £ *» °
support giveﬁ to the patient. Presumab]y, each support area requires
different "strategies" by the support perﬁon and thus may be accompanied
more by one type of'prob]em than another. For example, the arousal of
affect might be found to interfere more often with the act of trying
to be empathic, whereas confusion over how to go about the task migHt
be more of a problem in giving practical help. To explore this
possibility, several simple multiple regression aha]yses were conducted

-using satisfaction with each type of support as the deﬁendent ure,
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“and the three support problems (Affect Arousal, Task Ambiguity, and
Personal Cost) as predictors. The results are presented in Table 2.
AThé overall F-ratio for each equation is significant, suggesting .
that significant portions of variance can be accounted for in the
satisfaction measures by the support problems. The strength of this
predictive relationship is not consistent across types of support,
howéver. Support problems are somewhat more related to instrumental

types of support than to emotional ones. The proportion of variance

“accounted for is highest for Satisfaction with Practical Help (B? = .28)
and for Satisfaction with Advice (3? = .22). It is lower for
Satisfaction with Emotional Expression (3? = .15) and for Satisfaction

with Empathic Understanding (3? = .09).

Task Ambiguity is a significant predicto; of satisfaction for all
four areas of support, reflecting that problems in khowing what to do
are related to lower satisfaction with support given. Perscnal Cost
is significantly related to satisfaction in tﬁree areas: gjviﬁg
'pract1Ea1 help, encouraging expression, and giving advice. It carries
'the most pfedictivé weight for Practical Help. It appears that less
time to give sUpport, fears of being depended upon, and less sense of
responsibi]ity-can Tead to Iess‘satisfagtion with support given,
particularly if it involves givirg practical help. Affect Arousal is
ob}y a significant predictor of‘éatisfactibn with giving advice,
suggeéting that negative feelings can interfere with this type of
suppgrt but do little to affeﬁt the other t}pes. This is a rather

.'surprising finding, since it would be expected that problems with

» affect would be more related to emotional types of support.

sy - .
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Pm— ' 86
The results §uggest that' there are some differences in saliency

1

qf;Suppor; problems depending upon the type of ;upport being given, at
» least when satisfac%ion is used a;‘z measure. These differences are
found largely in the relative strength of the problem areas as.; whole in
- predicting éatisfaction. Instrqmenta] suppo}tS'are more significantly
‘related to the support problems than are emotional supports.

However{ there are some common patterns shared across support types,
as well. Task Ambiguity 'is a significant predictorof satisfaction with
all types of support, aqglPersona1 Cost is significant for most. These
twe appear to be more significiifiﬁzgeijtors in general than is Affect
Arousal.

Means for-the Suppﬁrt problems within each type of support are
presented in Table 3. Overall, Task Ambiguity is more of a problem
regardless of the type of support being given. A further analysis
compariné.the means within each probiém area (e.g., Affect Arousal for
Advice was compared with Affect Arousa1’¥6r Empathic Understanding)
reveals someAsiénificant differences. These differences are also *
indicated in Table 3. It is particularly noteworthy that differences
between all three problem ;:eas for advice-giving and problem areas for
other supports are the most frequent. Relatively more difficulties
appear to be experienced in relation to giving advice. This is an

unexpected finding, since advice-giving is often assumed to be a

relatively simple task.
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Relationships Among Support Problems, Satisfaction,

and Context

The third objective involved an examination of the relationships
among the thrée general categor%es,of variables on the gquestionnaire:
the contextual ;ariables, satisfaction, and support problems. The-objéct
.was to assess which variables are re]até??to support preblems and
satisfaction, and which variables do not noticeably influence the
support s{tuation. A number of statistical ana]ysés we;e‘perfonned, ..
including discriminan£ analyses, canonical corre]atioh éna]yses, agd

> mu]tjp1e~nqgression analyses. Egth of these statistical approaches to

the data wil]nbe presented here.

4.
- . P >

Agiscriminqnt Analyses | |
Discriminant analysis is used for assessing relationships among.
‘variables when one set of vgriables is categori&a], or divisible into
groups. It %S an appropriate technique for testing thé‘ﬁypothesis that
group means are equal on a number bf variables (Hair, Anderson, Tatham,
- & Grablowsky, 1§79). A scoré for each.suéjec% on all the variab]es is
calculated and summed, and an avergge score is computed for the entire
sample zgroup‘centro%d). These centroiﬁs'represent the most typical
location of an individual from a particular group, and a comparison of
the centroids’!é]]s how far apart the gréups are along ihi/diqfnsion
;being tested (Hair et al., 1979}. |
.The analysis entails derivation of the best linear combination of
independent variab]es-that will discriminate among the previoﬁgly

defined groups. It providés‘weighfé indicating the relative value of

the independent variables in the_equation. For this study, a stepwise

.

. N
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. derivation of the functions was utilized to minimize the number of
_variables for prediction purposes (tolerance = .001, F-to-enter = 2.0).
’ Cor?e]ations of the independent variables with the derived function may
" also be obtained and are more appropriate for interpreting the actual

S relationships among the variables than are the discriminant weights.

The weighting procedure distorts the relative Values of the variables

‘ +
- in its attempt to maximize linear prediction. The present study will .
*\\‘;‘ﬁ v therefore focus on the correlations for jntérpretation-purposes. However,

in some cases the discriminant weights will be provided»in the Appendices.
Sevé}al tests for determining the relative vadue of the funéfion\in'
'discrimihating the groups dre available and the relevant statistics will
s\:;ge reported here: One ofvthese ié-the~percenfage of totai variance }n
the discriminlting variables explained by the function. Anothef is the
canonical correlatisn {R), which is the correlation between tﬂe %unction

and the group variables. As Qe11; a Chi-square test of significance

indicates the discriminating power remaining in the variables as

i

each functfon is removed. Finally, the ability of the function to

classify subjéct§ into groups is indicated by ﬁercgntage measure of
“ correct‘c1assification. This measure may e compared with éﬁ adjusted
proportional ehance criterion, which indicates the percentage of cér?ect'
c1assifiéations that would occur by chance (Hair et al., 1979).
Analyses were performed on the following sets of categorical variables:
" type of cancer, spread of disease, treatment, patient disease status,
patient marital status, type of relationship, and source of subjects.

These are presented in more detail below. For the first five analyses,

tables are not included; necessary statistics are in the text. The

—_ . ’
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. _ 90
last two analyses will be given relatively more attention.

[ Type of cancer. The groups include Breast, Lung, Colon-rectum,

Y

Leukemia, and Other. Two functions significantly discriminate among the

2

groups. The first accounts for 58% of the variance (R = .47, Z: = 60. 30,

df =8, p<.001). Patient age is the only variable significantly
correlated with the function (r = .99, E@.m)l This vériamé )
‘differentiates primarily the Leukemia group from the gther groups.
Examination of the Meahs;reveais thap the Leukemia "gyroup inc]udes the
youngest patients and the Lung group the oidest patignts. The second
function accounts for 42% of the variance (R = .41, X° = 25.57, df = 3,
p<.001}. The only significantly correlated variable is pafient sex
(r=.99, p<.01). This variab]e‘differentiates the Breast group from
the other Qroups. Correct c]assifiéatiop is 39% on the basis of these
functions; this barely exceeds the level of chance classification (3'%),

indicating that these functions are not powerful discr%minators.

Spread of disease. The groups represent patients for whom the

disease had spread and Ehose for whom it had not. There are fo functions
which discriminate between the groups, and no significaqt differences
between Ehevbrogg means on the independent variables. _

Treatment. The groupé include Surgery, Chemotherapy, Radidtherapy,'
and Combined Treatment. Three significant functiohs»discriminate among
the groups. The fifst-function accounts for 61% of the variance
(R = .35,,&2 =31.41, df = 9, E<.06'I). Only patient age is

- significantly correlated (r = .85, p £.01), with the Surgery group being
discriminated from the other groups on the basis of this variable.
Examination of the means for patient.age inﬁicates that the Surgery

group is the oldest and the Combined group is the youngest. The second

N

&
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- function accounts for 277 of the variance (R = .24, 53 = 12.47, df =

4, p<.01)..

..
K

Subject sex is most highly correlated with the function

“{r = .86, p<.01) and is accompanied by subject age'(zvae:Qdé, E_<.01).
Inspection of the means reveals that€§gpport persons for the Chemo-
therapy group are the most likely sote male and for the Surgery group
‘to be female. Radiotherapy and Combined groups are not much different

,  from the- Surgery group on this variable. Support 5ersons for the

Radiotherapy group are most likely to be glder and for the Surgery qroup
to be younger. The third funcf}on,\;E;;;Jif nificant, accounts for
:::‘ relatively little of the variaﬁce (1 %) and thus makes interpretation

difficult (R = .16, X°

= 3.87, df = 1, p<.05). Classification accuracy
is 47%, exceeding the chance level of 40%, indicating that these
functions have some predictive power. -

Patient disease status. The groups represent patiéhts who had

recently begun treatment, had hgd'iengthy treatmént, hagd recovered,
were terminal, had recently died, or who had died several yearé ago.
Means for these groups on certain sigéificant discriminators'ére
presented in'TabIe 4. Three significant functions discriminate amond
the groups. The first function.accounts for 67% of the variance

(R = .65,7(2 = 133.89, df = 35, p<.001). Satisfaction with Emotional/

Expression has the highest correlation with the function (r = .60,

p <-01), followed by patient reaction (r = -.52, p<.01). VulnerabilityX
Empathic Understanding (r = .44, p<.01) and Satisfaction with Empathic
Understandiné (r = .43, p<.01) are modef;;é1y correlated with the

function. Some other less correlated variables include other

satisfaction measures and some of the other support problems; their
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correlations range from .30 to .40.

Examination of the group centroids for this function shows a “"split/
between those patients who were being treated or were recovered and thdsé
who weregdying or had aTregdy died, on the basis of these variables.
Group ce]troids for fhe recent treatment, lengthy treatment, and
reéoye?é: groups are -.83, -.54, and -.51,;Fespective1y. For the
term%na], recently deceased, and several-years deceased groups, centroids
are .80, 1.03, and 1.09, respectively. Perusal of the means in Table 4
reveals that support persons of the dyiﬁg or deceased patients are
re]atively less satisfied with their support on Emotional Expression,
percei;e that the patient is having or had a stronger negative reaciion,
. feel more vulnerable in terms of ?mpathya and are relatively less

satisfied with their support on Empathic Understanding. They are also
ydunger.’ Obviou;ﬁy, an emotiona]tcomponent is operating to differentiate.
“the groups. ThekhgssibTe influence of retrospective reporting must be
kept in mind in interpreting these results.. g
The second function accounts for 16% of the variance (R = .39,
X% = 51.13, df = 24, p <.001). Vulnerability/Empathic Understanding
- diffetgntiates the terminal group from the other group, but the
correlation of this variable with the function is not strong {r = .35,
E_(.O]): This finding must be regarded with caution, since the
terminal group is so small (n = 7); The fhird function accounts for
reglatively little of the variance (9%), so that it cannot be -
interpreted s(R = .31, X = 26.91, df = 15, p<.05).
Prediction accuracy is 48%, which exceeds_.the chance value of 30%.

This indicates that the functions have some predictive power.

!
b
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Patient marital status. The groups include Married, Single, and

Widowed. . Means for the groups on significant discriminators are
presented in Table 5. Two significant functions discriminate among
the groups. The first function, which discriminates predominantly
between the Single and Widowed groups, accounts for 79% of the

variance (R = .67, %

= 114.56, df = 18, p<.001). Patient age is the
only significantly correlated variable (r = .77, p <.01). The Widowed
éroup fs considerably older than the Single group,

The second function primarily separates the Married group from the

other two, accounting for 21% of the variapce (R = .42, ﬁf =.28.66, df
= 8,-p<.001). Patient sex is most highly correlated with this function
(r = .53, p<.01) and is accompanied by Personal Cost for Empathic
Understanding (r = .49, p <.01). Several other zariab1es, including

_ Satisfaction with Empathic Understanding and Personal Cost for Advice,
Practical Help, and Emotional Expression, are correlated between .30 and
.40 with ﬁhe function. Examination of Table 5 indicates Fhat the
Widowed group includes more females than the other two groups. Support
persons for the Married group are less concerned about time and
dependency issues in giving support and feel more responsible than
support persons for the other groups. This is particularly true in
terms of being empathic. Support persons for the Married group aFé also
more satisfied with their ability to understand the patient's experience.

. These findings probably represent the differencgs betyeen'the response
of spouses and that of other more distant support persons to the support

situation.

Prediction accuracy is 74.03%, greatly exceeding the chance level
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¢ .
of 53%. This indicates that the functions have considerable
discriminating power.

Type of relationship. A major focus of this study was to assess

the significance of the relationship with the patient for the support
Situation. Therefore, groups included in this analysis are Immediate

Family, Relatives, and Friends.

For the analysis presented here, a reduced number of independg§f~—-”"\
variables was used to avoid the problem of mu]ticol?ingarity among )
the variables and to simplify interpretation of the results. The
reduction involved using the three combined scales for the major support:
problems across typeispf support, rather than the scales for each type
of support (;.g., Affect Arous;] for all supports was used instead of
Affect Arousal for Adv{ce or for Practical Help). In addiiion, the
specific scales tapping content maieria]_unique to each support v’

\Himensionvwere not included (e.g.,‘yulnerab11ity/Emotiona? Expression).
However, thé mean; for the spec}fic scales are presented in Appendix H.
The same procedure was followed for the analysis by Source groups
presented in the ne;t séction.

Table 6 presents the results of the discriminént analysis for
relationship groups. Discriminqpt weights for the selected predictor
variab]es are available in Appendix G. It may be observed in Table.6 .

that the first function maximally discriminates the Imﬁediate Family.

group from the other two, accoUntiné‘for 63% of the variance (R = .69,

) :Z? = 158.84, df =20, p <.001). The variable most highly correlated

with this function is self involvement (r = .77, p <.01). Satisfaction

with Practical Help is also a significant discriminator (r = -.51, p <

- ~

- s -
L.
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e 8

Structure  Correlation

Independent - Function 1 Function 2
Variable, oo
A —_ — —
Self involvement 7 £
Satis/HeIpa ' -.51 .25
Perscnal Cost/Totalb -.42 - .34
Satis/Companionshipc : -.40 ' .33
. Satis/Adviced -.37 +
Y Satis/Understanding® - -3 - +
Instrumental dum’ngf L27 +
Subject age . . .25 +
Instrumental desired? 4.2 s
Instrumental before” , T+ + n
Patient sex + o+
“Patient reaction . + +
Number of retatives - + +
Patient age . .22 .72
Task Ambiguity/Totall - .22 .33
Satis/Expressionj : -.23 .28
Emotional desiredt o+ ‘ .28
Affect Arousal/Total] + 21
Interaction/relatives™ + +
Emotional before” + +
Number of good friends + < +
Subject sex + +
Emotional duringé;' + +

Continued ...
a:"

3

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Y

TABLE 6 (Continued)
-Discriminant Analysis: _Relationship Groups

1t
/ o i . i
Group Centroid
] _ ‘H_. ¢
Groﬁp : n Function 1 Function 2
Imrediate family 71 - .99 ¢ : - 24
Relatives . 50 ' -89 . . 299
) Friends : 36 -1.26 T -89
. : Canonical correlation: .69 ' .57i
Percent of variance: ‘ 63% 37%
%2 - 158.84% 62.99*
dfi. 20 -9
«‘ I .
&

Note. Structure correlation refers to the correlation of each
independent variable with the function. Correlations are
significant at lTeast at p<.05. + indicates a nonsignificant

- correlation. N = 157.

a@atisfaction with Practical Help. b

Personal Cost across all
supports. Csatisfaction with Companionship. dSatiSféction with
Advice. eSatifactiqn with Empathic Understanding. T nstrumental
support during illness. 9Instrumental support desired by ‘patient.

Instrymental support before, illness. MTask Ambiguity across all

' supports. JSatisfagtion with Emotional Expression. kEmotiona]
support desired by patient. ]Affect Arousal across all supports.
mlnteraction among relatives. "Emotional support before illness.
Emot ional support during .illness. '

. *p <.001. .
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.01). Of the support problems, Personal Cost is significantly related
to the function (r =-.42, p <.001). Affect Arousal and Task Ambiguity
are relatively poor discriminators. Three other satisfaction measures
‘had some relation to the function.
An examination of the means for these variables, presented in
Table 7, indicates that the Immediate Family group is more involved with
the patient than the other groups; Friends are the least involved.
Immediate family members are the most satisfied w1th their support overall,
. and relatives are the fshst satisfied. The exception to this is for
advice-giving, for which friends feel the least satisfied. In terms of
personal cost, the immediate family feels less concerned about time and
dependency issues and more responsible for the patient than thé other
Z support persons. Relatives feel the most personal cost, being more
. concerned about time and dependency qnd feeling less résponsib1e.
The second function discriminates between the Relatives and Friends
_groups, actounting for‘37% of the variance (R = .57, Z? = 62.99, df =
9, p<.001). Patient age is most discriminating‘(§5= .72, p<.01), with
patients described by relatives being older thanltﬁose described by
friends. Tgsk Ambiguity and Satisfaction with Companionship
discriminate somewhat but are not hzgh]y correlated with the funct1on
The means in Tab]e 7 1nd1cate that relatives have more of a prob]em
defining what they need to do to give support and are less satisfied
with companionship than the other groups.
Classification accuracy is 76%, as presented iﬁ Table 8, which far
exceeds the cpénce level of 45%. There is significant discriminating

power in the functions. Lo
< ) .
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4

Source. Since the support persons in Fhis study were obtained
from quite dffferent contexts, it was deemed essential to examine the
role played by the source of the subjects; The University group, made up
largely of students, and the Other group, made up of subjects from
miscellaneous sources, are obviously q1fferent from the two clinic groups,
. Radiotherapy and Chemotherapy, who were involved in an immediate support
situation. _

- Table 9 presents the results of the analysis. Discriminant weights
fof selected predictor variables are found in Appendix G. Means of
specific scales are located in Appendix H. The first function separating
the University group from the two clinic groubs accounts for 89% of the

variance (R = .74,2&2

= 138.98, df = 15, p <.001). Subject age is most
highly correlated (r = .76, p'<.01),. with the University grohp.being
youngest. This is followed by self involvement (r = .46, p <.01). Other
variables with significant though Tower correlations include the support

problems (Personal Cost, Task Ambiquity, and Affect Arousal}, and

—ar

several safisfactjon measures (Companionship, Practical Help, and
Advice). It may be observed by examination of the means ‘in Table 10
that the supporf problems are greater for the University group and that
sétisfaction with support is Tless than for the other groups. The

-~ - . »
University group is also the least involved.

\
The second function discriminates the Other group from the remaining

. groups, particularly Chemotherapy, but accounts for only 11% of the

- Ed 2 :

. |
variance (R = .36, X = 21.14, df = 8, p <.01). The variable most

highly correlated with thé function is interaction among reiatives

(r =-.53, p<.01), followed by Affect Arousal (r = .51, é_<.0]) and
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TABLE 9

Discriminant Analysis: Source Groups

Structure Correlation

Independent _ , 1
Variable Function 1 Function 2
Subject age .76 ' N -.43
Personal Cost/Total? =37 » 227
Satis/Companionshipb -.36 +
Task Ambiguity/Total® -.36 .21
Satis/Help® -.34. +
Satis/Advice® -.33 +
Satis/Understandingf -.27 +
Instrumental desired? -.25 +
Satis/Expressionh -.24 +
Patient age . ) .20 +
Emotional desired’ + +
Number of relatives + +
Number of good friends - + +
Interaction/relatives’ + -.53
Affect Arousa]/TotaJk -.35 .51
Emotional during! ¥ .28
Patient sex + -.25
. Instrumental dum’ngm +
Subject sex + o +
Instrumental before” + +
Emotional before® + ) +
Patient reaction .31 - .49
Self involvement .46 +
_ Group Centroid
Greup n Function 1 Function 2 ,w
Radiotherapy 47 1.1 ] -.07
Unit

Continued ....
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" TABLE 9 (Continued)
Group Centroid A
Group n Function ) Function 2
Chemotherapy :

Unit 28 .82 .55
University 62 ' -1.29 ‘ . .06,
‘Other 19 .25 -.83
Cénonicaﬂ correlation: .74 .36

Percent of variance: 89% : ~ 119
x2. 138.98%* To21.14%
df 15 8

Note. S$tructure correlation refers to the correlation of each independent
ariable with the function. Correlations are significant at least
t p<.05, + 1nd1ca$€s a nons1gn1f1cant correlation. N = 156.

-4

®Personal Cost across all support.. bSatisfaction with
Companionship “Task Ambiguity across ail supports.'
dSat1sfact1on with Pract1ca1 Help. €satisfaction with Advice.
Sat1sfact1on with Empath1c Understanding. 91nstrumental
support des1red by patient. hSat1sfact1on with Emotional
Expression. Emot1ona1 support “desired by patient.
JInteractmn among relatives. Affect Arousal across all
; supports. ]Emot1ona1 support during illness. MInstrumental
support during illness. Instrumenta] support before 11]ness
Otmotional support before illness.

*p <.01; **p <.001.

Ll
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patient reaction (£_¥ .49, p<.01). Subject age is also related
(r = -.43, p<.01). An examination of the means in Tablé 10 shows that
suppert persons in the Other group report a greate} amougt of
interaction among the patient's relatives than the Chemotherapy gfoup
and relatively fewer difficulties with affect arousal. Support persons
in the Other group are also older.

Classification  accuracy is 65%, as presentedAin Table 11, far

éxceeding the chance proportion of 39%.

”»

Canonical Correlation Analyses

Canonica] correlation analysis is used when there is more than
one dependent measure to be analyzed at a time. The genera1 obgectives
of canonical ang]ysis are to determine the magnitude of the relationship

- between two sets of Qariab]es, to derive 5inear combinations of the

variables that are maximally correlated, and to ekp]ain the nature of
the relationships between the two sets of variables by looking at the
relative contributions of each variable to the functions (Hair et al.,
1979)? As.with discriminant analysis, using correlations of the
variables with the functions to interpret relationships is preferable
to use of canonical weights generated for the best prediction. Thus, the
analyses presented heré will focus on the correlations. The canonical
,weights for certain anaiyses are provided in the Appendices.

The significance of the functions generéted can be assessed in
several ways, including examination of the size of the canonical
correlation (R) between the two sets of variables; the 1gve1 of

significance of the function, usually based on a Chi-square test; and
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the redundaﬁcy measure of sﬁared variance, which indicatesvﬁow well the
set of predictor variables explains variation in the criterion variables.
The percent of overall variance accounted for by the function also
provides an indication of its, significanée. A1l of these statistics w}]]
be provided.

The first canonical analyses to be presented are those for which
the three scales measuring support problems across types of support
were the dependent variables. Predictors included certain contextual
variables and the satisfaction measQresQ These analyses were performed
on the total group of subjects, for the groups divided by typénof
relationship, and for three of the sdﬂrce groups. (The Other group in
the source category could notzbe analyzed, since the number of variables
éxceeded the number of subje&ts in the group).

The.second set of analyses utilized the gatisfaction measures as
dependenf variables. Predictors included certain contextual variables
and the three support prob]emlsca1es. Analyses were done on the same
groups. It should be ngted that the categorical variables used in the

discriminant analyses could not be included.

Total group: .Correlates of support problems. This is a major

analysis exploring the variables that may influence problems in giving
"o support. Table 12 presents the results of this analysis. Canonical
weights for the variables are available in Appendix K. One significant

function accounts for 74% of the overall variance (R = .69,}5?

= 136.11,
df = 63, p<.001). The predictors account for 29% of the variance in the
support problems. Al1l three support problems are correlated with the

functions, with Personal Cost (r = -.88, p <.01) and Task Ambiguity
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TABLE 12

Canonical Analysis with Support Problems s Dependent Variables: All

Subjects
Structure Correlation
Independent , :
Variable Function
Variate 1
Subject sex . o+
Subject age .51
Patient age . +
Patient sex +
Patient reaction +28
Number of good friends ' . + -
Number of relatives -.37 7
X Interaction/relatives - +
- Self involvement b ) .62
__ Instrumental befgre . +
Emotional before o +
. Instrumental during -.37
» Emotional during® A +
Instrumental desired - -.35
Emotional desiredd . . +
Satis/Companionshiph ' -.77
Satis/Understanding’. -.58
\ Satis/Practical Help’ . -.72
Satis/Expres?ionk ' . -.55
Satis/Advice -.61
Dependent
. Variable N . Variate 2
Affect Arousal/Total™ -.57
Task Ambiguity/Total" -.87
Personal Cost/TotalC -.88
LY
Proportion of redundancy: 29%
' ‘Canonical correlation: .69
Percent of variance: 7 74%
x2: 136.11%
df: 63

Continued ...
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TABLE 12 (Continued)

.

Note. Structure correlation refers to the correlation of each variable
with its variate. Correlations are significant at least at
p<.05. + indicates a nonsignificant correlation. N = 157.

aInteragtion among relatives. bInstrumental support before illness.
cEmétionaT support before illness. dinstrumental support during illness.
<?Emotiona1 support during illness. fInstrumenta1 support desired by .
patient. gEmotiqna] support desired by patient. hSatisfactjon~w1th
) Companionship. 'satisfaction with Empathic Understanding. Jsatisfaction
with Practical Help. kSatisfaCtion with Emotional Expression.
_]Satisfaction with Advice. TAffeet Arousal across all ssupports. "Task
Ambigu%ty across all supports. personal Cost across all supports.

*p <.001.
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(r = -.87, p<.0} ) being considerably more si‘gnificant than Affect d
ArouSa] (r = -.57, p<.01). Much of the relationship between the sets of
variab]es_comés from the satisféction measures, particuTarly for
Companionship (r = -.77, p <.01) and Practical Help (r = -.72, p<.01).
Self involvement is also higﬁ1y correlated with the function (r = .62, p
4..01); The support system variable representing ﬁgmber of relatives
and two relationship quality‘vafiab]es involving iﬁstrumenta] support |
are moderately correlated with the function.

The overall pattern is that for the fota] group of subjecfs, fewer
support problems are associated with more satisfaction &in all areasAof
support. - This is particularly true for'clder, more invelved support

persons. This pattern may occur when fewer relatives are available

to support the patient, or when the relationship or the type of support

. desired by the patient are Thstrumental. . L—\B&uﬁfy
" Relationship groups: Correlates of support problems. yses

by re]atibnship groups were of particular interest, since the éfudy

focused on the possible differences among family and friendg in giving
support. The'ané}yses for thegz separate groups revealed somewhat
different ‘associations among the variables than those for the total
group. The results of these three analyses are presented in Appendix I.
For the Immediate Fahi]y group, a marginally signf%icant

relationship exists between the two sets of variables, accounting for
51% of the overall variance (R = .69, X° = 77.60, df = 63, p<.10).

The prédictors account for 10% of the variance in the support problems.

The only support problem to emerge is Personal Cost (r = .77, p<.01).

_.~ \
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One of the relatively significant predictors is a ré]ationship cuality
variable representing instrumental support during the illness,
although the correlation with the function is not high (£:= .40, p<.07).
+  Instrumental support desired by ;he patient is also- moderately
correlated. Subject age Mas some relationship with the function, but
self involvement is not a significant predictor. (This does not imply
that immediate fami]y'membeﬁs are not involved; as noted earlier, tHey
are the most involved). Of the satisfaction measures, only Satisfaction
- . f{th Practiial Help is moderq}e1y correlated with the function. Number
“of .relatives of the patient is also moé;rately correlated.
The overall picture suggests that relatively more perscnal cost
issues are experienced by members of the immediate family who tend to
be jounéer br who are not involved in giving instrumental support to
the patient. These support persons may not be satisfied with the practical
he#p the} have given the patient. There may be more supbort available
from other relatives in this situation. .
, ~o )
,For the Relatives group, a marginally significant relationship
exists between the sets of variables, accounting for 62% of the

2

overall variance (R = .83, XX = 77.54, df = 63, p<.10). The predictor

variables account for 28% of the variance in the support problems.

Task Amb?guity‘and Personal Cost are salient support problems

(i= .80, p<.01, r = .74, E'<.01, respectively). but Affect Arousal is
not. ATl of the satisfaptionlmeasures ﬁre correlated with support |
problems, particularly Satisfaction with Companionship (r = .71, p <.01).

Patient reaction is also a significant predictor (r = -.46, p <.01).

Number of relatives of the patient is moderéte]y correlated, as is one
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relationship quality variable representing emotional support during the-
1

i1 Iness.
-’—}Ee attern indicated is that for the relatives of the pat1ent
ore supp%rt problems re]ated to def1n1t1on of the task and personal
occur in the presence of Tess sat1sfa§t1on with all types of
support, especially being a companion. These difficulties energe in the
presence of a stronger regative reaction to the illness on'the pati@nt's .
part, especially if the relationship involves Emotional support. The
. A presence of more relatives may also increase the nroblems
“experienced, perhaps making it more difficult to define one's role.
For the Friends group, a significant relationship exists between
the sets of variables, accounting for 77% of the variance (R = .94,
Z} = 82.62, df = 63, g_(.OS) The predictor vgriab]es.account for 61%
of the variance"in the support problems. Ovehall relationsh}pé mo?é "
closely parallel those of the total group of subjects. A1l three
support problems aré salient, with Task Ambiguity being the most highly
correlated with the function (r.= .93, p<.01). A1l of the
satfsfaction measures are corfelated,.and Satisfaction with Practical
Help is partfcu]ariy significant (r = .73, p<.01). Self involvement
is associated with support prob1ems for-friends (r ='-.55, p<.01), as’is
subject age (r = -.43, p<.01). Other varlab]es that are less highly
correlated include patient sex, patient reaction, number of good -
. ffienq; of the patient, énd emotional support desired by the patient.
Fbr friends, more problems in all aréas, particularly with definihg
the support task, are associated with less satisfaction, espec1a11y

w1th _.practical help. Th1s may-occur particularly for the friend who

o
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-

is younger or less involved with,thé'patient. When\the patient is

N male, reacting more negatively to the illness, or desiring emotional
support, these problems é}e enhanced. fhe size of the patient's circle
of good friends also may influence the e#périence of problems, with more
friends apparently making the task of support more difficult. '

5 Source groups:_ Correlates of support problems. A concern of the

study was to understand hqw re]ationshjps among the variables might
differ depeﬁding upon the source of the Subject;. Different patterns
did emerge for the three s urée groups that could be analyzed. The
results of these'ana1y§g:/§re presented in.Appendix I.
N The data for the Radiation group were not s%gnificant (R = .81,
'Z? = 75.69, df = 63, p =.13), making any interp}etation questionab]é.
A few descriptive statements are g{ven to stimulate sensitivity to
problem definition-for;future studies. The predictor variab]és account
for 10% of the variance in the support problems. .Overall relationships
are re]ative]y'1ow,.with Fersonal Co;t emerging as the onlx suppert
problem (r = -.57, p<.01). Patient sex, Satisfaction with
Companionship, and certa1n reTat1onsh1p quality variables, particularly
emot1ona1 support before the ilIness, are predictors most correlated
with the function. More sense of responsibility for giving support
and Tess concern about time commitment and dependency are found when
the patient is male or when the rel;t1onsh1p is not characterwzed
g . as bejng either instrumental or emotional. Al;oﬁﬁthe support pirson may
- experience some satisfaction with companionships Again, however, these
associations must be viewed with caution, because of-the lack of

significance of the function.

J _ v
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* - For the Chemotherapy gfoup, a marginally significant relationship

-~

- exists between the sets of variables, accounting for 865 of the overall

variance (R = .98, Z?

- 77.74, df = 63, p<.10}. " The predictor
variables aécgunt for 53% of the var}ance in the support problems.
The results must be viewed with caution, however, because of the small
number of spbjects.(g_= 28) in'relation to the number of variables.
A1l three support problems aré salient, with Personal Cost being the
most significant (r = -.99, p<.01). Several relationship quality
variab]es; ref{ecting a se]ationﬁhip‘characterized by instrumental
support, are the most significantly correlated predictors, ranging from
-.53 to -.65 (p <.01). Subject age and sex are also related to fhe
funttioh. Interaction among the patient's relatives, Satisfaction with
Compeznionship, ana Satisfaction with Emotional Expression.are correlated,
but moderately so.

For tﬁis‘group, fewer support problems are associated with a more
instrumental relationship,,or with a support person who i$ older or female.
This may occur in the presence bf éore interaction among the patient's
relatives, suggesting that thére may be a sharing of support which

. easés the task. These support persons may also experience satisfaction with
companionship Or with the}r.efforts to 1istén to the patient's feelings.

For the Univerwity group, fhere is a significant relationship
between the sets of variabTe;, accounting for,55% of the overall
variance (R = .79, % = 99.65, df = 63, p<.01). The predictor :
‘vafiables account foy 38% of the variance in the support problems.

All three support problems are salient, particularly Task Ambiguity

(r = .97, p<.01). The satisfaction measures are significantly

-
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related to the'prob1em areas, particularly Satisfaction with
Companionship (r = .73, p<.01). Selt involveﬁent is also a critical
variable in support problems for this group {(r = -.58}. To a lesser
degree, subject age, and number of relatives of the patient contribute
to the function. This analysis somewhat more closely paraliels that
for &he total grouﬁ.

:The pattern suggests that more support problems are associated
with less satisfaction in all areas. This may be particularly true for
younger support persons or those who-are less involved with the patient,
which is probably the mosp'common situétion‘for the University
students. Problems may alsc be associated with a larger number of
available relatives, suggesting that the students, many of whom are

friends, may rely upon relatives to take responsibility for support.

Total group: Correlates of satisfaction. This is a major

analysis assessing the relationship of certain contextual variables
and suppert problems to satisfaction with support. Table 13
presents the results of this analysis. Relationships between the
two sets of variables are déscribed by two' significant functions.

The first function accounts for 49% of the overall variance (R = .74,
2&2 = 255.91, df = 95, p <.001), with the predictors accounting for
31% of the variance in the satisfaction measures.' A1l of the
satisfaction measures are correlated with the function,'particu1ar1y
Satisfaction with Companionship, Practﬁcal He]p, and Advice (r =

.85, p<.01; r = .85, p<.01; r = .74, p<.01, respectively). Of the
bredictor variables, Task Ambiguity (r = .73, p<.01) and Personal

Cost.(r = .71, p <.01) are highly correlated with the function. Self
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TABLE 13

Canonical Analysis with Satisfaction Measures as Depencent Variables:

A1l Subjects

— ——— . . v _—— -— - -—

Structure Correlation

Independent -~ . —————
Variable Function 1 ) Function 2
Varjate 1 Variate 1
Subject sex + 1
Subject age -.68 +
Patient age T+ +
Patient sex L+ +
Patient reaction . -.26 _ -.32
Number of good friends + ’ +
Number of relatives .24 +
Interaction/relatives + .20
Self involvement b -.72 +
Instrumental before + -.4]
Emotional before€ + .34
Instrumental during .38 -.49
Emotional during® £ + .56
Instrumental desired .33 . ' -.37
Emotional desired9d " + : .45
Affect/Arousal/Total’ .50 +
Task Ambiguity/Totall .73 4+
Personal Cost/Totald . .71 +
Dependent . .
Variable Variate 2 Variate 2
Satis/Companionshipk .85 -
Satis/Understanding] .68 .40
Satis/Practical He]pm .85 -.22
Satis/Expression” .63 .70
Satis/Advice© .74 -.2]

'Continued -
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TAELE 13 (Continued)

Function 1 Function 2

N —

Proportion of redundancy: 31% 6%

Canonical correlation: .74 . ‘ .66

Percent of variance: 49% 3%

: : 2;2: 255.91%* 144.30*
. df: 95 72

Note. Structure correlation refers to the correlation of each variable
with its variate. Correlations are significant at least at
p <.05. + indicates a nonsignificant correlation. N = 157.

aInteraption among relatives. bInstrumentaT support before illness.

“Emotional support before illness. d

Instrumental suppart during illness.
€Emotional support during illness. fInstrqmgnt_al support desired by patient.
?Emotiona]support desired by patient. .hAffect Arousal across all supports.
TTask Ambiguity across all supports. Jpersonal Cost across all supports.
kSatisfaction with Companionship. ]Satisfaction with Empathic understanding.
Meatisfaction with Practical Help. nSatisfaction with Emotional

Expression. Osatisfaction with advice.

*p <.001.
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Bt

involvement and subject age are alsc quite significant (r=-.72, p
<.0T; r = -.68, p<.01, respectively). Affect Arousal is correlated,
but is relatively less important. Two relationship quality variables
having to do with instrumental support are somewhat correlated

witﬁ the function.

The first function indicates that less satisfaction with all
types of support, particularly instrumental type%, may be strongly
associated with more perceived difficulties with task ambiguity or
personal cost in giving support. This is particularly true for the
younger or less involved supoort person. Arousal of negative feelings
is somewhat of a problem, but interferes less with giving support
than the other two problem areas. As might be expected, less
satisfaction with instrumental support is found in relationships
that are not characterized by thfs type of support.

Tﬁe second function accounts for 31% of the overall variance
(R = .66, 2 = 144.30, df = 72, p<.001), with the predictors
accounting for only €% of the variance in the satisfaction measures.
Satisfaction with Emotional Expression is most highly correlated
with the function (r = .70, p <.01) and Satisfaction with Empathic
Understanding is moderately correlated (r = .40, p<.01). Satis-
faction with instrumental supports are nof significantly related.
Several relationship cuality variables account for most of the
relationship with the satisfaction measures. Patient reaction is
somewhat correlated. The three problem scales are not related to
satisfaction in this case.

\‘”fhe function indicates that less-satisfaction with emotional
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supports can be associated with certain reiétionshin qua?ities or the
desired support of the patient. If thé relationship is more
instrumental tﬁan emotional, oOr the.patient desires instrumental
rather than emotional support, there is less satisfaction with emotional
;upport, perhaps because it is not occurring when the support person
perceives that it should be. Since this pattern also may occur in
the presence of a stronger negative patient reaction, the support person .
may indeed feel tﬁat his or her support is inadequate in the emotional
sphere.

Relationship groups: Correlates of satisfaction. The results of

these analyses are presented in Appendix J. For the Immediate Family,
there i1s a significant relationship between the two sets of variables,
accounting for 323 of the overall variance (R = .73, X% = 178.98, df =
95, g<.01). fhe predictors account for 28% of the variance in the
satisfaction measures. All of the satisfaction variables are salient,
particu]ar]& Satisfaction with Companionship (r = .82, p <.01), with

Emotional Expression (r = .82, p<.01), and with Empathic Understanding

(r = .79, Q_(.Ol)z’“*heApredictor accounting for the most variance is
self involvement (r = -.66, p <.01), followed by subject age (r = -.44,

» E_(.Ol).‘ One type of support problem, Task Ambiguipy, is relatively

- : important (r = .46, p<.01). Personal Cost is related but not strongly.
Several relationship quality variables are also somewhat related to the
function. h

For this group, relatively less satisfaction with all types of

support is found for 1es§ involved support persons or those whn are

_younger. Notably, less satisfaction with emotional types of
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support ard companionship may tend to occur when the patient has
more of a negative reaction to the illness. Task ambiquity is more of
a problem than any cther, perhaps reflecting the difficulty of
knowing how to give emotional support to a distraught patient.
Finally, this pattern may occur in relationships that were not

‘emotiona1]y-or1ented before the i11ness or are not characterized
as beiné\e{ther emotional or instrumental during, perhaps'ref]ecting
the over;1] Tow involvement.
X For “the Relatives group, a significant~re1ationship exists
between the two sets ofyva#%ab]es,'accounting for 42% o% the overall
variance (R = .83, 3? = 124.71, df = 95, p <.05). The predictors
account for 21% of the variance in the satisfaction measures. Of
the satisfaction variables, only satisfaction with instrumental types
of support is salient: Satisfaction with Companionship (r = .73,
p<.01), with Practical Help (r = .76,.p <.01), and with Aavice
{r = .59, p<.59}. One relationship quality variable, reflecting
instrumental support during the illness, is most related to satis-
faction (r = .61, p <.01). Among the support problems, Task
Ambiguity is salient (r = .58, p <.01). Affect Arousal is somewhat
related but not strongly. Other related variables include subjéct
age and two other relationship auality measures.
The overall pattern that emerges for the Relatives group is
that relatively less satisfaction with companionship, practical
A — A
help, and advice may be associated with relationships that are less

instrumental or more emotional during the illness. In this case,

the relationship.vmy not have been perceived as being instrumental hefore,
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either. This patterﬁ may occur narticularly for younger peon]eT The
™ major suppert problem related to less satisfactioh in these areag
is task ambigﬁity. or not being sure what to do. It appears that
in a re1a£ionship that has not been instrumentally-oriented,
re]atives are not satisfied with their ability to give this kiﬁd of
suppcrt because they are not sure what to do.

For the Friends grcup, there is a significant relationship
between the two sets of variables, accounting for 38% of the overall
variance (R = .90, % = 125.16, df = 95, p <.05). The predictors
account for 23% of the variance in the satisfaction measures. As
with the Relatives group, only the three instrumental satisfaction
variables are saliént: Satisfaction with Companionship (r = .61,

p <.01), with Practical Help (r =.77, p<.01), and with Advice

(r = .63, p<.01). Satisfaction with emotional supports does not
account for any of the relationship between the sets of variables.
Several relationship cuality variables are significantly related to
the function, particularly one reflecting instrumental support
desired by the patient (r = .47, p <.01). A1l three of the support
problem areas are related, particularly Task Ambiguity (r = .47, p <
.01). Subject age and self involvement are a]solmoderately related
to the function.

For the friends group, relatively less satisfaction with
instrumental support may be associated with task ambtguity, or with a
relationship that is emotionally-oriented rather than instrhmenta11y-

oriented. The patient may be perceived as desiring emotional supnort

rather than instrumental support, perhaps suggesting that the patient's

™~
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needs for instrumen;a] aid are not clearly communicated to the friénd
in this case. Personal cost and affect arousal may be related to
Tower satisfaction, but to a lesser degree. This pattern may accur for
predominantly for younger or less involved friends.

Source greoups: _Correlates of satisfaction. The resu{ts for
these analyses are somewhat less clear than for those based upon
the Relationship éroups, since overall the relationships between
the two sets of variables are not a§ significant. ‘Appendix J
contains the findings.

For the Padiotherapy group, a nonsignificant relationship exists
between the two sets of variables (R = .84,_3? = 111.59, df = 95,
p = .12). The predictors account for 10% of the variance i; the
satisfattion measures. While interpretations must be made
cautiously, a brief‘description of the relationships will be provided.
Re]atively.more satisfaction with companionship and emotijonal
expression {r = -.56, p<.01; r = -.49, p<.01, respectively) and
re]ative]&.1ess;satisfé§tion with practical he]p‘(f = .36, p<.05) are
associated moré strongly with tﬁe patient.hav%ngtmore good friends
available (r = .55, p <.01). Several re]étibngﬁip'hua1ity variables
also contribute to the %uncgioﬁ, indicatﬁng'th;t this patterﬁ of ’
satisfaction may occur in a reTat%onship thaé 5 not stroﬁg]y
characterfif? as being eﬁfher instrﬁmgntai»or emotional, or in wh{ch

o the patient’desires more emotioné1-intéracti9n.‘ No support problems

are related to satisfaction in this case. ™~ - .. . .

For the Chemotherapy group, a marginally significant relation- *

N -

ship exists between the two sets of variables, aécounfing‘fbr 60% of

~
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2 = 116.78, df = 95, p<.10}. The

the overall variance (R = .97, %
predictors account for 13% of the variance in the satisfaction
measures. The results must be viewed with caution, given the small
number of subﬁects-in relation to the number of variables (n = 28).
Satisfaction with Empathic Understénding“(£,= -.62, p<.01) and

with Companionship (r = .44, p<.05) are most salient; other satis-
facticn variables are not significantly related to the function.
Among the predictors, only patient age is significantly correlated

(r = .52, p<.01). Patient sex and subject sex are marginally related.
For\this group, more satisfaction with'understanding and less with
canpanionship.may be'associated with telatfonships in which patients
are-older or female, or in which support persons are males.
Again, support problems do not seem to relate to satisfaction here.
For the University group, a significant relationship exists
between the sets of variables, éccountjﬁg fer 50% of the overall
variance (R = .84,252 = 149.44, df = 95, p<.001). The predictors
account for 11% of the variance in the satisfaction measures.
Satisfaction with Emotional Expression is most sé]ient (r = .62, p<
.01). Satis%action with Practical Help and with Advice are related
to the function, but considerably less so. The only predictor
variables that emerge are relatijonship quality variables, with the
most significant of these being related to emotional support during
the relationship (r = .68, p<.01). The overall picture suggests
that less satisfaction with emotidna] expression and relatively
more satisfaction with praefical help and advice may be found in

relationships which are characterized by instrumental support and not

1)
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by emotional support.

Multiple Regression Analyses : \‘

Several hu]tip]e regression analyses were done to further ,,//:>

clarify which of the variables best predict the problem areas in

giving support. They were gi§en relatively less attention than the
other analyses, since the canonical analyses are more appropriate
for examining the relationships among a number of intercorrelated
dependent and independent measures.

Stepwise multiple regression analyses were performed using the
three measures of support problems across support types (Affectb
Arousal Total, Task Ambiguity Total, and Personal Cost Total), since
these were a major focus of tﬁe szaé;. In éddition, regressions
were done for the specific scales with content unique to each
éupport type (Vulnerability/Empathic Understanding; Communication/
Empéthic Understanding; Feelings/Advice; Beliefs/Emotional
Expression; Vulnerability/Emoticnal Expression; and Physical Help/
Practical Help), since these scales had not been utilized in the
major dnalyses. The maximum number of independent variables allowed
into the equations was 10 (tp]erance = .0071, f;to-ente% = 2.0).
Results are presented in Appendix L.

For the suppcrt problems across support types, prediction is
significant, with multiple corre]afions ranging from .47 to .60,
Task Ambiguity and Personal Cost are somewhat better predicted than
Affect Arousal.” Overall, variables chosen for prediction are similar

across problem areas. They‘inc]ude ceftaiﬁ demographic- variables,
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se1f involvement, certain satisfaction measures, patient reaction, and
_two supporf system variables hgving to do with number of rejatives and
the degree of interaction amoné them.

. For the specific scales, prediction is somewhat less strong and
more varied, with multiple correlations ranging from .39 to .59. The
sca1es{;ﬂr Vu]nerébi]ity/EmotionaI Expression, Vulnerability/

Empathic Understanding, and Communication/Empathic Understanding
are more related to the predictor variables than ;re‘the scales for
Bé]iefS/Emotiona1 Expression, Physical Help/Practical Hé]p, and
Feelings/Advice. While tﬁere is some variation as to what Eredictors
appear for each scale, some patterns emerge. Self involvement and
certain‘demographic characteristics appear to be consistently
significant. As well, patient reaction and certain suppbrt system
characteristics emerge often. Relationship quality variables appear

but are more scattered.’
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CHAPTER .
- ' DISCUSSION

.Thié:study was designea to examine some ofAthe oroblems faced by
family members and friends of cancer patients. Much has been wrjtten
on this topic but it is almost ;11 ahecdot;H. }he First objective was
tq identify some of the broader dimensions underlying 3pecific&§upport
problems ﬁn order to develop an insiruﬁent to tap these dimensions.
The second.objEctive was to find out if support problems differ in - -
fheir saliency for different types of support. The third objective
was‘to exp]prg the Eorre]ates of supoort problems. and of satisfaction
with support given. '

Each of these three ohjectives will be addre§sed in this chapter.
Attention will also be given to the quality of,support.as‘this is defined
in terms of type of-suprrt. In br ef, thé study dealt with re1ation:
ships_among tySEE of problems, types of sﬁﬁgort, and mediating factoré.

Before discusséng these objectives, some coﬁments seem necessary

regarding the multidimensional approach to support underlving this

” " study.. A griticism often made is tHat socia]'éupport has been treated
as & unidimensional or global concept. Toédea1 with this criticism,
Gottliebb(197 developed a classification scheme of types of support

v ‘based on an amalysis of {nferview pr&?bco]s: emotiona]]y-sustaining“t?)
behaviors, préblem-solving behaviors, indirect personal igf1uénce, and
. .. environmental action. There are some parallels between tﬁege types {d\\)

of infbrma] support and the five dimensions used in the presenf siudy,

,4' - which were derived from a literature.review. |
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The findings regarding types of support in the present study are
somggggi equivacal. Few differences were found in the relative saliency
of differenf'probIem areas as a function of support’type, SO that,for
most ana1ysés,'prob1ems were dealt with across all supports rather tha;
separately. It appears that people may perceive.the same kinds of
problems in different support, domains (e.g., task aﬁbiguify may bé a
common problem independent of content). Another possibilify is that
the similarities of problems across types of supoort are due to al"halo.
effect". Assessment of the accuracy 6£.these interpretations goes
beyond the scope of this stddy, howevér.u It should Be noted that
theré'is no sugdestion Being made that the contént of the support
démain.isbuéimportant. Using satisfaction as a dependent measure,
considerable differences were found.in the level of prediction obtained
with the three'support problem dimensions. ‘ . -

) Development of the Support Q&eséionnaire

. . ‘,- /:)
The factor analytic data served ‘to reinforce the conceotual

; . framework for classifying the various_ﬁrob]ems in giving support. The
dimensions isolated by this technique'prov?ded the basis for the
scales included.in the self-report instrument. Three nroblem
dimensions emerged: Affect Arousa],‘Task Ambigﬁjty,_and Personal

. Cost. Thé difficulties of support persons seem to center around
negative emotional reactions to the situation, uncerﬁainty as to how
to give support, and an assessment of the personal costs of involve-
ment with the patient.

The items were based dpbn a quite comprehensive review 6f the‘

literature and seemed to reflect a large part of the demain that has
_<: o -

N
" N
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been studied séevious1y. However, no claim is being made that the
scales represent an exhaustive list of problems. Some problems rather
urfique to specific support domains emerged but were laraely ianored

in order to limit the number of variables under investiaation. Such
pr;blems as vulinerability and communication, however, mayv be oromising -
areas for more in-depth ebeoration.

The support questionqaire, Hopefu]Ty, will be useful for tapping
the actual experiences of support persons in a more rigorous manner
than earlier anecdotal methods., Demographic and contextual categories
permit the analyses of sunport nroblems faced by various groups of
sunport persons. The questionnaire is eaéy to administer and takes
relatively little time to complete. Uith some refinement and the
elimination of redundant items, it could be an even more practical
instrument.

The psychometric properties of this instrument are encouraaging,
considering;its reTative uniqueness as a orobIéms—oriented approach
to social support. fhe alpha reliabilities of the scales tapping "
Task Ambiquity, Affect Arousal and Personal Cost are quite satis-
factory. Further data are needed, such as test-retest reliability,
in order to‘estimate the stability of the responses over time. Some
effort should also be given to reducing the léve] of gintercorrelations
among the three basic scales, which are moderate. However,athese
correlations are not so high as to limit seriously their usefulness
for differential prediction.

The validity of the sﬁpport questionnaife requires much more

intensive examination. However, in a broad sense, the data generated

2
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by this instrument provide scme indirect evidence. Dre]iminary evi-
dence for construct validity is found by confirmation of some of the
implicit predictioﬁg underlying the study. Significant correlations
in the expected direct%on were found between the scales and the
measures of satisfaction. For all types of support, the more the
problems experienced by support persons, thé less the satisfaction
with the support given. Much of this cgnsistency is due, of course,
to methods variance. Independent measures outside of the self-renort
instrument are needed.

{'. PN ) ..
The results of discriminant analyses also provide some indirect

evidence for the va]idit} o% thisiinstrument Differences were found,

' for instance, between fam11y, ne]at1ves, and friends. Though the
results are still tentat1ve, the data suggest that the questiornaire
is measuring dimensions along which.different groups of sunport

persons can be located.

Differences in Problems by Support Type

Little support was obtained for the expectation that the kinds
of prob, emﬁ that support persons face vary with the type of support.
Differgntial effectsdwere found for the three problem areas: Affect
Arousal, Task Ambiguity, and Personal Cost. However, the observed

.Hifferences are approximately the same across all types of support.

Task Ambiguity was significantly rejated to all support types,
and it.appeared.to be the moét serious problem for tkree of the four.
Personal Cost was related to all supports except for Empathic Under-

standing, and it was the most salient problem in terms of Practical

delp. By way of contrast, Affect Arousal Was‘re1dted‘to only one type
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of support, which was Advice and Guidance.

The ré]ative]y Tow weight received by Affect Arousal as a support
problem is inconsistent with some of the literature reported earlier.
Largely anecdotal data suggest that interaction with cancer pétients
carries many thfeatening implications that overate to inhibit suoport.
The quantitative data of the present study suggest, instead, that
the major problem jnvolves not knowing what to do (e.g.? Tack of
guidelines br lack of c]ariiy of‘the task). Moreover, personal costs
are also more ;Ebertant (e.g., costs in terms of t{m , batient
dependency, and responsibility issues).

An interpretation could be made in terms of attributicnal biases
to explain differences in the perceived importance of different
problem areas. A common finding is that peﬁp]e 1ook for the causes ’

of a probiem in the situation rather than within themselves. Attri-
bution theory would suggest that the problems are percéived as
originating from outside rather than from inside. Task ambiguity
problems and personal cost issues reflect less, upon the integrity of
the person than do affect problems. To sugoest that emotional
reactions to cancer inhib{t support given is a reflection of one's
sense of personal competence and stability. “hether the lesser

~ significance attached to affect arousal.reflects scocial desirability
in fi1ling out the questfionnaire or the operation of defense mechanisms
is beybnd the scope of this study.

o . . An unexpected finding was obtained regarding advice-giving.

Intuitive]y, one would expect'that advice-giving is less complex a%d

less psychologically demanding than a task such as empathic under-
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standing. Yet, the results indicate that peonle have considerable

/ problems with advice-giving. There are several nossible reasons for
this finding. Advice-giving is a much more action-oriented activity,
subject to both personal and external verification. [t also requires
clarity of definition, information, and knowledge, unlike more
"experiential" types of support, such as understanding, which may'
operate as undefined feelings within the support person. As well,
it has been noted that advice-giving is not always aopreciated by the
patient (Dunkel-Schetter, 1982), so that the support person may not
be getting positive reinforcement. Finally, it is possible that
advice-giving is more clearly defined in the minds of most support
persons than are more emotional types of support; people may simply
be more aware of difficulties in this area and more able to express

them.

NH/ﬂ:Re]ationships Among Support Problems, Satisfaction, and Context

The third objective was to explore the correIates‘of support
problems and of satisfaction with support. This involved an asséss-
ment of the relative importance of certain contextual variables in,
the support situation. Severa]lcategories of variabjes were investigated,
including physical, demographic, psychological, social, and situational

aspects.

2]
Physical Aspects

The results indicated a minimal relationship between disease
characteristics, support problems, and satisfaction. This finding

parallels those of Dunkel-Schetter (1982) who found-féw relationships
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between disease characteristics and support variables. The major
discriminating variables for type of cancer and treatment in the
present study were demographic, such as age and sex. Spread of the
disease was not related to any contextual measures. The exception
was for patient disease status, for which differences were f0uﬁd
in satisfaction with emotional types of support, and in vulnerability
related to empathy.
Overall, disease characteristics were not found to be particularly

salient, but it cannct be concluded that they are not important to
the support situation. Control over such factors as stage and serious-
ness of the disease was not attempted, pért]y because of the focus of

‘ the study and partly because of the sample size. Also, the ﬁature
of measurement for these variables precluded certain analyses, since

they were all measured categorically.

Demegraphic Aspects

Both the'demographic tharacteristics of the support person and
of the batient were of interest. Few significant differencés were
noted, except for the support person’'s age and the marita{ status
of the patient. Thé support person's sex had 1ift1e bearing on
aither prob]emé or satisfagé{on. Patient.age and gék largely wer;
related to disease characteristics but now to problems or satisfaction.

Younger support persons experienced more problems in all areas
and were less satisfied with thg support they had given. They also
tended to be less involved with thg patient; These results are not

surprising; younger people probably have less exposure to cancer and

would not be expected to be able to give‘as_much support as older

iy
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feople.iblt should be noted that the vounger support persons largely
came from the University sample and weré removed from the support
situation. ’

Results on patient marital status underline the impqrtance of
different types of relationshins in thé support process. Support
persons of married patients, presumably spouses in most cases, felt
more responsibility and were less concerned about' the consequences
of involvement. This was in contrast to the support persons of

single or widowed patients.

Psychological Aspects

)

Two contextual variables that deal with the inner experiences of
the patient and the support person are the emofiona] reactions of the
patient to the disease and the support person's perception of his or
her involvement with the natient. Both of these variables were found
to be related to support problems and satisfaction.

Much of .the Titerature has emphasized the cancer patient's

emotional reactions to the disease, such as depression. It would

- seem that negative reactions would operate as stressors to ;he'support

person and possibly interfere with support. Some evidence was found
for this, although it was limited. The patient's reaction was not
found to be strongly related to support problems for the sample as

a whole, but stronger associations emerged when the type of re]afion-
ship was taken into account. Reaction was important for relativ;iy
younger immediate family members and friends, and for relatives without

the association of age. In all cases, more patient reaction was

related to less satisfaction and more problems in giving support.
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It appears that for some support nersons, particularly those who are
younger and more distant from the patient, the patient's negative
reactions may cause feelings of incompetency and dissatisfaction. As
well, these reactions may be upsettjng for them. Older, more
closely-related support persons may be less likely to take the patient's
reactions personally.

Self involvement was found to be a kev variable. Lower involve-
ment was consistently associated with more_prob]ems in all areas of
support énd with less satisfaction. Younger support persons and those
more distantly related to the patient were found to be less involved.
Since self involvement was strongly associated with the type of
relationship, its imp]ications will be discussed more fully in the

section dealing with type of relationship. -

Social Aspects “”Q

The social context in which support takes place was examined in

terms of the structural featufes of the.patient's support-system, the
quality of the relationship between the patient and the support person,
and the type of relationship. Each of these will be discussed below.

i

Structural characteristics. Structural characteristics included

the number of good friends available to the patient, the number of
relatives available to the patient, ahd the dégree of interaction
among the relatives. Little significance was found for the degree of
1ntergction. However, fdr the number pf friends and relatives, some
trends were observed. A higher number of relatives and friends being
available in the patient's cbmmunity was associated with more support

problems, particularly for younger support'persons. The problems
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noted centered around task ambiguity and personal cost.

These results have some important implications. Other studies
have noted that in terms of density, "more" is not necessarily "better"
for the person receiving support (Hirsch, 1979, 1980; talker et al.,
1977; Wilcox, 1981). The same may be true of the effect of density
on the support person. One explanation may be made in terms of support
mobilization. Perhaps it is more difficult for the support person to
know his or her responsibilities or to define the task at hand if
there are many other people who could be responsible for supoort.

When fewer support persons are present, roles are more easily defined
and support may be moré efficiently mobilized. The finding that
density tends to affect the younger support persons may suggest that
they withdraw in the presence of older support persons who seem to
"know what they are doing”. This may have implications for under-
standing the processes of network organizq;ion and mobilization.

Quality of the relationshio. The nature of the relaticnship

between the patient and the support person was assessed in terms of
instrumental support (Companionship, Practical Help, and- Advice) and
~emotional support (Emotional Expression and Empathic Understanding).
These characteristics were assessed for before the illness, during
the illness, and in terms of the patient's desires. Some treﬁds
emerged, although they are not clearly ﬁﬁtérpretab]e. |

The nature of the re]ationshjp Qés most related to satisfaction.
When the relationship was characterized by one type of support, the
support persoﬁ tended to be more satisfied with that type of support.
In some cases, this also meant less satisfaction with the other support

area (i.e., instrumental vs. emotional)}. This observation may be

.
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explained in terms of Bem's (1972) theory: people form attitudes based
upon their behavior. Support persons may infé; that they are éatisfiéd
with a certain type of support because they dre engaged in it.

There were few interpretable results regarding the effects of
relationship quality on support probiems. T?ntatjvé1y, it appears that
a more instrumental relationship may be associaféd-aith féweffsuﬁport
problems and that older support persons may be mdre 1fke]y to ehgagg
in instrumental support. These trends need to pe'invéstiéa£ed under _
more con;ro]led conditioné, however, before conclusions can be- drawn.
One interesting observation was that for the Chemotherapy Uﬁit group,
the instrumental nature of the interaction was particularly salient .
with regard to support problems. éupport persons in this group who
were instrumentally invplved experienced fewer problems in all areas.
Instrumental aid may be a particularly important type of support for
chemotherapy patients, since the treatment has such a traumatic physical
impact. The sense that something valuable is being done for the
-patient may contribute to the expefience of fewer problems. Better
measures ofyre]ationship-qua]ity might serve to enhance and clarify

some of these trends.

" Type of relationship. An impoirtant aspect of the context was

fdund to be the.type of relationship between the support person and
the patient. Significant differences among immediate family members,
relatives, and friends were noted on a number of variables central

to this study. Self involvement was critical, with the immediate
family being most involved and friends being least so.’ An interesting

observation was that involvement did not relate to support ﬁrob]ems
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fof family members as much as it did for fritnds: this may suggest
that role obligations within the family tend to nullify the impact of
invo]vément. Immediate family members also reported being more
satisfied with their support and the relatives ieast satisfied. Sup-
- - . port prob]ems, part1cu1ar1y Personal Cost, also differentiated the
-: ne]at1onsh1p grouns, “with the immediate family reporting fewer problems
and re]ati?és and friehds4reporting more.
whife it Qésrnot sdkpfﬁsing that closer family members were more
¢ in&d?&ed,-ft was éoméwhat uheipected phat these sunport persons wouid
hepor£‘feﬁer p;pﬁ1ems an&-mofe‘Safjéfaction. One would anticipate
that intense invoivement ﬁn_thé'supﬁort situation would increase
4stre55;ahd perceived difficu?tieé. Several explanations for these
findings can be offered. As noted earlier, a self-attributional pro-
cess may be opefating by which satisfaction is inférred from activity.
Immediate family members may report more satisfaction because they
are doing more, while relatives and friends examine their own behavior
and perceive that they cannot be satisfied because they are not very
involved.
Another explanation may be that some sort of bufferigg effect
exists within the immediate family system that does not éxist for the
Jess cohesive system of relatives and friends. Support:- persons
involved immediately with support may “rally around” one another, share
feelings, and through similar experience comfort and encourage one
another. This is a questionable interpretation, however, in view of
previous observations that people have trouble talking and sharingk

their feelings with regard to cancer.

’

C~
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Another ppssibility is that different defense mechanisms are
operating for people who are differentially involved with the patient.
Support pefsons who are less involved \ﬁth the patient may feel
guilty and may need to rationalize their behavior. Admitting support
problems may provide an avenue for such raticnalization: "I am not
doing much because there are many difficuities for me, 1ike knowing
exactly what to do."” In contrast, support persons who are intensively
invoﬁved may need to fope through the use of selective denial. These
people are active]y.engaged in a process of systems maintenance, and
the admission of problems might only serve to enhance their sense of
stress. _ *

Gottlieb (1983) has commented on this process of selective
denial in-the patient, along with others (cf. Meyerowitz, 1980).
Dunke]—Schettér (1982) noted that patients largely denied havingg any
support prqb]ems, even though observers thoughf otherwise. Thfs ! .

\~ process of denial'is to a degree thought to be adaptive, and it has -
been suggested that subﬁG?Eggersons should avoid undermining this
process in tﬁe patient. It is posgjﬁ]e, then, tﬁat denial may also
be adaptive for support persons(;;r whom the illness is particularly
stressful. However, Gottlieb has also noted that denial may
ultimately result in a blockage of support, with the final result
that support persons withdraw. Nhile the procéss he describes is
somewhat different in.that it focuses on the patient's denial, it may
pe that denial by the support person.may also lead to difficulties.
"Burnout" and withdrawal may occur because the support person does

not allow him or herself to deal openly with psychological distress.

i
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There may aTso.be a more “"conscious" process opéfating, having
to do with social desirability. Family members are supposed to be
involved with the patient, and to be able to care for him or her.

!/ L Admission of prob]e&s may be equated with admission of failure.or a
lack of adequate love for the patient. Interestingly, a number of
subjects noted on the questionnaire that, "If you love someone, it's
easy.” The determination of whether this is a true reflection of
feelings, a socially desirable response, or a defense against painfuT
affect is beyond the scope of this study.‘ However, this is an

important area for further investigation.

Situational Aspects °

fhe situational aspects were best reflected in the different
source‘groups: Distance from the patient must make a difference in
how support persons report about problems and satisfaction. Differences
were found in this study among the groups varying in immediacy to the
support situation. The trends were soméwhat unexpected, with those
closest to the situation reporting fewer problems and more satisfaction,
gnd those with the greatest disténce reporting more problems and Tess
satisfaction. Possibly, some of the mechanisms discussed earlier may ‘
have been'bggtiting, with more closely involved people_ggfding to
deny the difficulties and more removed peopie being free to openly
acknowledge tézhprob1ems they had. The impact of retrospective
repérting is not clear; it is.possib]e that some distortions may
occur for people looking back on the experience.
» It is Qiffitu1t—fo aésess the impact of the sample selection

. from different sources. Certainly, immediacy may be a factor. However,
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the groups differed on a number of other critical factors such as age,
involvement, and relationship to the patient, and the patients also
‘differed in important ways. An attempt was made to sort out the impact
of some of these variables thrbugh the use of partial correlations,
-but no clear results emerged. It is obvious that immediacy, age,
involvement and relagionship all need to be examined with appropriate
experimental controls. In any case, the results do iqdicate‘fhat
findings with regard to support problems and satisfaction cannot

easily be genera]izedi An understanding of many contextual variables

is crucial.

“Limitations of the Study

There‘are a number of limitations of the stuﬁy that have jmp!ica-
tions for the interpretation of thé results and for future research.
These may be subsumed under gbréé categories: those having to do with
the develdiment of the questionnaire and measurement of particular |
variéb]es; those related to statistical analyses; and those connectea

with samp]ing./ -

Questionnaire Development and Measurement Techniques

One limitation that is critical to the conclusions drawn about
support problems is the procedure used to construct thd scales.
Sampling oﬁxfﬁe problem domains was Iiéited by the.abi1ity to put info
words certajn problem areas, in a way that would evoke meanjngfu]
responses from subjects. Therefore, fhere are undoubte&]y areas ofl
problems that remain to be explored.

Another limitation is that.of the use of self-report measures.
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The drawbacks of ‘such measures in terms of reliance upon verbal reports
and perceptions are well known. This is a.particular1y important issue
here,.since subjects were reporéing not only upon thémse]ves but upbn
the patients as well. For some of the subjects who were not closely
associated with the patient, inaccuracies in reporting undoubtedly
occurred. As well, different moti:E\Jons for filling out the question-
naire and concerns about the social desirability of responses may have
éffected the results. The use of external, objective measures in
varioug areas wdu]d be a valuable addition. Independent measures of
stress, both for the support person and for the patient, would be
especially helpful. Further research should also give aftention to
the role of individual differences, utilizing personality inventories
as independent measures. I

Another Tlimitation has to do with the methods of measuremeht used

for some of the variables. For certain of the varjables that wefe

'subsequently identified as being ‘important, better operational defini-

“tions need to be created. This is particularly the case for the

structural characteristics of the support network and for self involve-
ment. Research into the dimensions of seilf involvement with respect

to social support may be an especially fruitful area. i

Statistical Analyses

The use of multivariate analysis carries/with it both adyantages
’ ———
and disadvantages. The mu]t‘ygfjate echniques were valuable tools in’
attaining a preliminary unde}sfanding of basic relationships among a

1érge‘nuq§er of variables. However, these analyses are limited because

© it is difficult to sort out certain relationships that may be confounded

i
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with- other variables. High intercorrelations may distort the relative
importance of the variables. |

A tg]ated problem is the high number of variables in relation
to the Tow number of subjects in certain subgroups. Some analyses

N could not be done at all, and some of those that were done yielded
questionable results because of tﬁe variable/subject ratio.

Another statistical Timitation is the reliance upon correlational
data. While relationships can be no%éd, the direction of those relation-
ships is impossible to establish, except on an 1ntu1t1ve bas1s
Causality cannot be determaned, unless much more extensive and
complicated analyses (e.g., path analysis) are undertaken. For later
refinemegts of a model, 1ongitﬁdina1 studies would %e]p to assess the

direction of relationships.

Sampling

Sampling problems in the study have been addressed throughout;
since the source of the subjects formed an_imbortant part of the
ana]ysés. As has heen noted earlier, conclusions about the differences
by source of the sample are impossible to draw, since the groups
differed on so‘mahy variables. Future research should aim at more
carefully matching subjects by source, age, involvement, and
relationship to the patient. |

A related problem is-that of preselection of the sample. For
'the c1ihic groups, it @as apparent that certain people were more
willing to volunteer than othérs. [t may be that the volunteers were
hav1ng a much less difficult time coping, so that the quest1onna1re

was not part1cu1ar1y threatening. 1In this sense, the clinic sample
N
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!
was probably not entirely representative.. This will continue to be a

'problem in future research, from an ethical standpoint, since people
undergoing considerable stress cannot be asked to particigate if-fhe}
are not psychologically ab]e.. Unfortungte]y, the data from such
people would be especially germane to the area.

Another limitation of this and presumably of future research is
the difficulty in obtaining a sample of friends. Friends report more
problems iﬁ giving support and also lower involvement, which both
indicate that they are not easily located in the support situation.
This indeed was the case in this study. Very few friends were obtained
f;om the actual c]inic'samp]e; most came from the University population.
As well, attemﬁts to locate friends amoné the senior citizens who'
would be willing to i1l out the questionnairé met‘with failure.

There may be a host of feelings, as yet not fully undefstood,'which
cause friends to absent themselves from the support situation, making

them a difficult group of subjects to obtain.

Implications for Intervention

In a very general sense, the results of this research point

to the importance of intervention with the support system. This
intervention néeds to go beyond simply seeking to maximize support
fdr the patient; it needs to focus on the préb]ems of the éupport
persons as well.

- A particularly interesting implication of the findings is that
more attention needs to be given to problems related to behavioral
/)f _ and nqrmative dimensions. Traditio » the concern has been with °’

3 the emotional ramifications of cancer. This study underlines the
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relative impertance of the ambiguity of the support_tésk and the
~personal cost assessment that both affect the gélivery of support.
*Professionals need to give attention to clarification of support tasks,
hefping people to define what they can do to provide the most
effective help. Professionals also need to concern themselves with
the mobilization of support; that is, thg support system needs help
to clarify the roies of people within the system. Ultimately, it may
“be beneficial for support system members to meet with a professional,
Lo 'discuss perspnal strengths and weaknesses, and to map out an
“organigation“ for delivery cof support. This may involve the
assigning of 1eadershjp roles, rotation of responsibility, and-the
provision of adequate feedback mechanisms.

The results also suggest that friends and relatives are an
ignored group who are assumed not to experience many support problems.
The study in fact shows that they do experience difficulties and that
this may be related to their withdrawal from the support of the patient.
Intervention with friends and relatives in terms of helping them to
define how they can best be of service may be of benefit to all. Suéh
intervention wouid also serve to Tift some ofithe burden from
immediate~fam11y members.

Finally, issues of how hest to cope with the support situatioﬁ
need,to be addressed, particularly %or immediate family members.
-Tﬁere is evidence that these support persons may engage in denial as
a form of adaptation. This may uftimate1y be maladaptive, in that
psycho]ogicé1,distress i; eSSehtially ignored and left to "eat away"

4 at the person. More distant suppoﬁt persons alsc may benefit from
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intervention, since it anpears that they may struggle with gquilt

feelings about their involvement with the patient, seeking to find

ationalizations for‘their behavior in external conditions, and

idnoring their own fedlings. A -process through which such problems

1d be opeffly discussed and support persons.helped to face their-
er experiience would be beneficial. Of course, this process would
need to be introduced gradually; it is necessary for professionals
to provide general informatibﬁ.to the public regarding the kinds of
experiences that may be~encountered in giving support. In this way,
support persons:gau]d allow thémse]Ves to ackﬁow]edge their

experiences and to share them with others.

4

1
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QW& Department of Psychology
Z & STUDIES-ON
~ ofWindor FAMILY & FRIENDS

Iriends are important in prqviding support, such as emotional or practical heip. But there are many things that
make it difficult for them tp do this.

The purpose of this sludy is to identify some of the difficulties that family members and friends of cancer patients
experience in giving support. It is hoped that the results will also be uselul in heiping family, friends, and pro-
fessionals to work more closely together. We hope that this research will be of benelit in other serious illnesses
as well.

" Your help i tilling out itus questiunuaire s greatly appreciated. Do not put your name on the questionnaire.
Your answers will be strictly connacn:}/a/.

Social support has bee’{found to play a significant rale in helping patients to cope with cancer. Family and

We need information about your backgroundand about the patient because people from different backgrounds
who are de@ing with'ditferent patients vary in how hard they find it to give support. Please respond to the following
either by filling in the blank or checking the appropriate answer.

Relationship to the pati<vﬁt: The patient is my - {for example, mother, friend, co-wotker, etc.}.

Yourself: Sex ___: Age .. . Bornin Canada or U.S5.? Yes No . ®
If No, number of years you have Iwed in Canada or the U.S.

Patient: Sex _.; Age ._ . Marital Status . . .. __ ..

Type/Site of cancer: Breast . Lung . Colon-rectum ; Leukemia ; Prostate ;
Hodgkin’s disease . _jUnknown : Other

.

Type oftreatmen( patlent has had (Check any that apply) Surgery . Chemotherapy ; Radiation therapy ;
Unknown ____; Other .

Ifthe patient is still living, has the disease spread to other parts ofthe body? Yes . No ;Unknown

Current status of the patient: Recently started treatment ; Unudergoing treatment foralong time ; Apparently
recovered ___; Terminal phase . Recently died . Died several years or more ago -

'Common reactions to the iliness {Check off those that the patient has experienced):
Denial of illness . Depression . Anger i Anxiety i~ Social withdrawal
Fgelings of over-dependency on others . Feelings that others reject him/her

Patient’s support system:

Number of good friends in patient’s community: Few . Some . Many ; Unknown
Number of relatives in patient's com:aunity: Few . Some : Many' ; Unknown
Degree of interaction among patient s relatves: Little : Some . Great Deal

. * )
Your involvement in providing support to the patient: Shghlly involved . Rather involved X
Quite involved , Very involved . Extremely involved
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The fol'owing describe some of the things that people do for one another in a refationship. Please read the descriptions
and then answer the questions that follow.

COMPANIONSHIP: Enjoy each other's company, enjoy doing the same kinds of things together; have
common interests. o

UNDERSTANDING: Have an accurate perception of the other person's feelings and thoughts; be able to
reflect how the other person feels even when he/she cannot put it into words.

HELPING: Provide materiai and physical assistance; éive time and service; help with duties re-
quiring time and effort; provide such aid as transportation.

/ EMOTIONAL EXPRESSION: Encourage the other personto openupand to share honestly his/herdeeperfeelings,
problems, fears and concerns; help the other person to let go of some tension.

ADVICE AND GUIDANCE: Guwuinlormation to aid in problem-solving, for example, where to go for help or practical
sugyestions for coping with problems.

The nature of a relationship may change with the onset ot anliness. Piease check off the two types of behavior
that best describe your relationship with the patient before and during the illness.

™~

Before: Companionship .__; Understanding ___; Helping ___; Emotional Expression ___: ’
Advice and Guidance _ ___. ’

! , :
During: Companionship _._; Understanding ____; Helping ___; Emotional Expression ___:~ L
Advice and Guidance

Which of these kinds of support are/were most desired by the patient during the illness? Check two.
Companionship ._ _; Understanding ___; Helping ___; Emotionai Expression ____;
Advice and Guidance . __..

Satisfaction with support: Self rating. Use the following rating scale and circle the letter which best describes your .
degree of satisfaction with the support you have given to the patient in each area.

A B8 (o4 D . E
[}
Very : Satistied - Neither Satistied Dissatisfied Very
Satistied = nor Dissatistied . Dissatistied

COMPANIONSHIP:
UNDERSTANDING:
HELPING:

EMOTIONAL EXPRESSION:

»'» » » »
® O o m ™
0000 o0
O O © O ©
m -m m m mM

ADVICE AND GUIDANCE:

- | %
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Four types of social support are defined below. After each type there are a number of slatements regarding problems
that you might experience with that specitic type of support. .
- We would like you to read each statement, then to ask yourself, “Does this stalement accurately describe my
experience ingiving this kind of support?” Then express your judgement about the accuracy of the statement by using
the scale at the top of the page. Circle the letter to the night of the statement that corresponds to your judgement.

A 8 C D E
' Strongly Disagree Undecided - Agree Strongly
Disagree Agree

PRACTICAL HELP: Giving matenal and physical assistance to patient; giving of time and services; taking care of

patient’s children; helping with duties requiring physical exertion; providing transportation.

1. When | was depressed over the iliness, it was hard to give such help. ABCDE
2. | was afraid that if | did too much for the patient, he/she would become too.
dependent on me. LI ABCDE

3. 1 didn't always have enough tme o do these things for the palient because

of other responsibilities. ABCDE

4. | wasn't sure how the praiecnd wishe d to be treatedan this regard. ' STTABCDE
5. Being around the pabient rean, aotutted me 100 much to be of any service. ABCDE
6. | wasn't sure how such need:. ol the patient best could be met. ABCDE
7. It made me feel too uncomiortuble tu help much with physical care, ABCDE
8. ldon't want someone else to depend upon me 100 much for help. ABCDE
9. It was hard to tell if this was the right thing to do. ABCDE
10. | hurt so when the patient hurt that | couldn’t give him/her much help. ABCDE
11. | was afraid lo give the patient any physical care, because | might have injured him/her. ABCDE
12, I didn’t think it was my responsibility to offer such services to the patient. ABCDE
13. |1 got discouraged because 1t seemed | would have to help for a long time. ABCDE
ABCDE

14. 1 would have embarassed the patient if | had offered to do such things for him/her.
) B n"ea )

EMOTIONAL EXPRESSION: Encourégmg patient to open up and to share honestly his/her deeper feelings and

emotions, as well as problems, fears and concerns; allowing “ventitation™ of feelings to provide release of emotional

tension. . A

15. | avoided talking about problems with the patient, because | thought being

cheertul and optimistic would be more helpfu. ABCDE
16. Listening to the patient's problems just made me feel worse. ABCDE
17. 1 didn't think it was my responsihility to encourage ventilation . ABCDE
18. | hurt so when the patient hurt that | couldn’t listen to his/her deeper feelings very well. ABCDE
* 19. !t would have been better for the palient to learn to live with the disease without
i talking about it teco much. ABCDE
20. |don't want somecne else to depend upon me 100 much to listen to them. ABCDE
21. Hearing the patient talk made me atraid of getting cancer. ‘ ABCDE
22. It was hard to tell if this was the nght thing,to do. Jﬁ'\ ABCDE
23. When the patient talked about his/her problems, it was Somet\imes too threatening to me. ABCDE
24. | didn't aiways have enough time 10 listen to the patient's concer?\s because ol , '
other responsibilities. : o . ABCDE
25. Being around the patient reully disturbed me {00 much to hstgn, ABCDE
26. | wasn't sure how the patient wished 1o be treated 1n this regbrd. ABCDE
27. When | was depressed ver e s, it was hard 10 encoulage-e patient 1o
express his/her feefings ~ . ABCDE
28. It a patient tocuses 1o niach Gn lcars and concerns, it might interferg with his/her
adjustment to the disease, i ABCDE
29, |wasn't sure how such needs ol the patient best could be met. =~ ) ABCDE

( B

- - - -— —— ‘s —_—

Reproduced with permission of the cbpyright owner. Further reproduction prohibited without permission.



151

A 8 c D ' E
Strongly Disagree Undecided Agree Strongly
Disagree Agree

ADVICE AND GUIDANCE: Giving information to patient to aid in problem-soiving; telhng patient where togofor
help; giving practical suggestions for coping with the ﬂlness itself or problems arising from the illness.

.

30. It was hard to tell if this was the right thing to do. * ABCDE

- 31. Being around the patient really disturbed me too much to give advice. ABCDE
32. [ was unsure of how much information to give the patient about the disease because

he/she might become more upset. ABCDE

33. When | was depressed over the iliness, it was hard to give advice. ABCDE

34, | didn't really think that my advice made much ditference for the patient. ABCDE

35. | wasn't sure how such needs of the patient best could be met. ' ABCDE

36. [ was too caught up in the patient's problems to give any usetul advice. ABCDE

37. 1 was uncomfortable when the patient asked me directly for advice. ABCDE

38 Ididn't feel it was my |ob to help the patient solve his/her problems. ABCDE

39. 1 hurt so when the patient hurt that | couldn't give much advice, ABCDE

Y 40. |dont want someone cise 1o depend upon me too much for advice. ABCDE

41. 1 didn’t always have enough tunc to give advice because of other responsibilities. ABCDE

42. | was so overwhelmed with the patient’s problems that 1t was dmiculi to give much advicee. A BCDE

43. | wasn't sure how the patient wished to be treated in this regard. ABCDE

"44. | didr't think it was my responsibility to give advice. ABCDE

y] sen

EMPATHIC UNDERSTANDING: Havinganaccurate perception of patient's feelings and thoughts; beingableto
reflect how patient feels, even when he/she cannot put it into words; seeing things through the patient’s eyes.

mmmmm

45. | did not try te understand what the patient was experiencing because it depressed me. ABCD
46. 1wasn't sure how the patient wished to be treated in this regard. ABCD
47. The patient did not reveal encugh tor me to understand him/her. ' ABCD
48. I'hurt so when the patient hurt that | couldn’t be*very understanding. ABCD
49. | didn't always have enough time to be understanding because of other responsibilities. ABCD
50. | felt so threatened by the patient's condition that | had trouble understanding

his/her experience. ABCDE
51. 1don't want someone else io depend upon me too much for empathy. ABCDE
52. It was just too painful to open myseif up.to the patient's experience. ABCDE
53. | wasn't sure how such needs of the patient best could be met. . ABCDE
54. When | was depressed over the illness, it was hard to be understapding. ABCDE
55. It was hard to tell if this was the right thing to do. Q . ABCDE
56. Being around the patient really disturbed me too much to try to see things

through his/her eyes. ABCDE

§7. 1didn’t think it was my responsibility to really understand the patient’s feelings and thoughts.A B C DE
58. 1 had no idea how to communicate my understanding to the patient. ABCDE

In the space remaining, write any comments about other aspects of your éxperience with the patient, either
positive or negative, that you feel are important. You may continue on another sheet of paper if you wish. Thank you
for your interest in this research.
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VARIMAX Rotated-Factor Matrix for Items Across Support Types

153

Factors
Item 18 ., IIb 195 Conmunality
Task Ambiquity
4 v .59 .20 13 .41
6 .57 .15 .20 .39
9 .48 .23 .19 .32
22 .56 . .34 .24 .49
26 .67 .20 .31 .59
29 .65 .18 .15 .48
.30 49 A .44 .13 .45
35 .67 +28 .15 .55
- 43 .82 .20 .16 .74~
46 .72 .23 .16 .60
53 .61 .19 .09 .42
55 .64 .31 16 .53
Affect Arousal
1 .31 .55 .08 .41
5 .3 .40 .38 .40
10 .20 .54 .16 .36
18 .20 50 0~ .26 .36
25 ¢ .20 .50 <37 43
27 .22 .57 .08 .38
31 .32 .55 .32 .51
33 .26 .59 .18 .45
39 .28 .65 .22 .55
. 48 .15 .65 " .22 .49
. . 54 .21 .63 .23 .48
56 .27 .50 .31 .42
Personal Cost
3 .32 .07 .63 .50,
8 .05 .28 .53 .36
12 .18 .37 .33 .28
17 .33 .22 .29 24
s Continued ...

L
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TABLE B-1 (Continued)
Factors
Item A i {Ib . , 11° Coqmunafity
‘ ; - ‘ T 'y
" Personal Cost o
. , ‘ .
20 .04 - .26 . .54 .36
24 .29 .07 : .75 .65
40 : .16 .25 . .57 .41
41 .27 : .04 ) . . .67
44 A1 .24 ‘ .35 .35
. . 49 .33 .08 J5 .68 .
y 51 .01 .25 .51 N 4 -
57 .14 .32 .41 .29 5%, Coe
' .
Eégenva1ue ' 6.23" 5.16 - . 4,92 16.31
% Yariance 17% 14% 149 45%.

Note. Items are grouped accordiné to the support problem they reflect.
) aProposed name for Factor.l: Task Ambiquity. bPropo‘sed name - for
Factor 1I: Affect Arousal. -cProposed name for Factor III:
Peniggg] Cost. o
. 14

]
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APPENDIX C

Support Problem Scales

Affect Arousal/Practical Help

1. When T was depressed over the illness, it was hard to give such
help.
5. Being-around the patient really disturbed me too much to be of
any service.
10. 1 hurt so when the patlent hurt that I cou]dn t give him/her
much help.

® Task Ambiguity/Practical Help

4. 1 wasn't sure how the patient wished to be treated in this regard.
6. I wasn't sure how such needs of the patient best could be met.
9. It was hard to tell™~if this was the right thing to do.

Personal Cost/Practical Help : " .

3. I didn't always have enough time to do these things for the
. pat1ent because of other responsibilities.
8. I don't want someone else to depend upon me too much for he]p
12. 1 didn't think it was my responsibility to offer such serv1ces
to the patient. ;

Affect Arousal/Emotional Expression

18. I hurt so when the patient hurt that I couldn't listen to his/
her deeper feelings very well.

25. Being around the patient rea]1y disturbed me too much 2?
lister.

27. .When I was’ depressed over the illness, it was hard te encourage

P the patient to express his/her feelings.

Task Ambiguity/Emdtional Expression a

22. It was hard to tell if this was the right thing to do.

26. 1 wasn't sure how the patient wished to be treated 1n this
regard.

29. 1 wasn't sure how such needs of the patient best could be met.

Personal .Cost/Emotional Expression

’

17. 1 didn't think it was my responsibility to,encourage ventilation.
20. . I don't want someone else to depend upon me too much to listen’
"~ to them.
24. I didn't always have enough time to Tisten to the pat1ent s
concerns because of other responsibilities.

Continued ...

1
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APPENDIX C (Continued)

Affect Arousal/Advice and Guidance

31. Being around the patient really disturbed me too much to g1ve

4 advice.

33. When 1 was depressed over the iliness, it was hard to give
advice,. _

39. I hurt so when the patient hurt that I couldn‘t give much advice.

Task Ambiguity/Advice and Guidance
30. It was hard to tell if this was the right thing to do.
35. I.wasn't sure how such needs of the patient best could be met.
43. I wasn't sure how the patient wished to be treated in th1s
regard

Personal Cost/Advice and Guidance

40. I omeone else to depend upon me too much for advice.
@ 41. 1d t ays have enough time to dive advice because of cther
r sibilities.

44. 1 didr't think it was my respons1b1]1ty to give advice.
Affect Arousal/Empathic Understand1ng

. 48. I hurt so when the petient hurt that I couldn't be very understanding.
54. When I was depressed over the illness, it was hard to be
understanding.
56. Being around the patient really disturbed me too much to try to
~ . see things through his/her eyes.

Task Ambiquity/Empathic Understanding

46. I wasn't sure how the petient wished to be treated in this regard.
53. 1 wasn't sure how such needs of the patient best could be met.
55. It was hard to tell if this was the right thing to do.

Personal Cost/Empathic Understanding

49. 1 didn't always have enough. time to be understanding because

of other responsibilities. e
51. I don't want someone else to depend upon me too much for empathy.
57. I didn't think it was my responsibility to really understand

the patient's feelings and thoughts.

Physical Help/Practical Help
7. 1t made me feel too uncomfortable to he]p much wzth phys1ca1
care.

11. -1 was afraid to give the patient any phys1ca1 care, because I
“might have injured h1m/her
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APPENDIX C (Continued)

Vulnerability/Emotional Expression
.. .
16. Listening to the patient's problems just made me feel worse.
21. Hearing the patient talk made me afraid of getting cancer.
23. When the patient talked about his/her problems, it was"
sometimes too threatening to me.

Beliefs/Emotional Expression

45 15. 1 avoided talking about problems whth the patient, because I
thought being cheerful and optimistic would be more helpful.
19. It would have been better for the patient to learn to live
with the disease without talking about it too much. N

28. If a patient focuses too much on fears and concerns, it might
interfere with his/her adjustment to the disease.

Fee]ings/Adviée and Guidance

36. I was too caught up in the patient's problems to give any useful

advice.
37.° 1 was uncomfortab]e when the patient asked me directly for

advice.
42. 1 was so overwhelmed with the patient's problems that it was

difficult to give much advice.

CommuRication/Empathic Understanding
\

-

47. The patient did not reveal enough for me to understand him/her.
58. I had no idea how to communicate my understanding to the patient.

Vu]nerabilit&/Empathic Understanding

50. 1 felt so threatened by the patient's cond1t1on that 1 had

trouble: understanding his/her experience.
-52. It was just too painful to open myse]f up to the patient's

experience.
Note. ﬁgfegz Aggusa1/Tota1 includes Items 1, 5, 10, 18, 25, 27, 31, 33, 39,
ngksgmb1gu1ty/Tota1 includes Items 4, 6, 9, 22, 26, 29, 30, 35, 43,

Personal Cost/Total includes Items 3, 8, 12, 17, 20, 24, 40, 41,
44, 49, 51, 57. o
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TABLE E-1

Background Ipfbrmation on Sample

Frequency
n - Percent
wr AN
¥ Source of respondent ~
Radiation unit 47 29.9
Chematherapy unit 28 17.8
" University 62 ) 39.5
‘ Other 19 12.2

Missing 1 0.6

Sex of respondent AN
Male 53 § 33.8
Female 104 66.2

Age of respondent : \
10-19 R 29 : 18.5 °
20-34 47 29.9
35-49 ‘I -39 24.8
50-64 ‘ 25 15.9
65-74 15 . 9.6

. 75 and over 2 1.3

Born in Canada-or U.S.
Yes - 136 N : 86.6
No : . 21 - 13.4 P

Note. N = 157.
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TABLE E-2 )
e
7 Background Information on Patients Described by Sample
Frequency
/ n ] Percent
Relation to respondent . )
Spouse 28 . 17.8
Parent 27 17.2
Child 6 3.8 o
Sibling 10 ' 6.4
Grandparent ’ 18 11.5
Other relative 21 13.4
In-Law 11 7.0
Friend . 36 . 22.9
Sex of patient . ‘ '
Male 71 45.0
Female 86 55.0°
Age of patient
Under 10 .- 1 0.6 .
- 10-19 . 10 : 6.4
. 20-34 ‘ 17 10.8
35-49 T 21 13.4
50-64 ' .. 58 ’ 36.9
65-74 31 ‘ 19.7
75 and over ~ : 19 12.1
"Marital status ,
Married : 9 58.0
Single ’ 26 16.6
Divorced/separated 6 3.8
Widowed 31 19.7
Unknown . 3 1.9
Type/site of cancer -
Breast- 28 17.8
Lung . ' 3 < 19.1
Colon-rectum 13 8.3
Leukemia 12 7.6
Prostate : 6 3.8
Hodgkin's disease A © 4 2.5
Other 51 32.5
- Unknown ’ 13 8.3
Continued ...
Y
’-f . »
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TABLE E-2 (Continued)

Frequency &
“n Percent
Treatment .
Surgery 22 . 14.0
Chemotherapy 30 : 19.1
Radiotherapy - 27 ' C17.2
Surg. and Chema. | 20 12.7
Chemo. and Rad. 11 ] 7.0
Surg. and Rad. 15 - 9.6
Surg., Rad., Chemo. 22 ‘ 14.0
Other . 3 1.9
Unknown 7 4.5
Spread of disease
Yes 25 4 15.9
No ‘ 52 . 33.1
Unknown 25 ¢ 15.9
Deceased 55 35.1
Patient status
" Recently began treatment 46 - ) 29.3
Lengthy treatment 25 15.9
Apparently recovered 24 15.3
Terminal 7 : 4.5
Recently died 29 18.5
5

Died several years ago 26 ' 16.

Note. Number of patients described = 157.
. : r
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TABLE F-1

Frequencies of Patjent Reactions to Illness

L Frequengy'

Refttion n Percent

Denial of illness _ 45 28.7 .
Depfession ' ' 101 ) . 64.3

Anger . o 65 . o 4i.4’
Anxiety : 71 + 45.2

Social withdréwa] i - 3@ | 21.7
Over-dependency / ' 49 - - . . 31.2
Rejection by 0£hers . 13 f; ‘ 8.3

-

Noté. N = 157. Frequencies represent the absolute numbers and
proportion of patients experiencing each reaction.

i
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APPENDIX G
. DISCRIMINANT WEIGHTS FOR RELATIONSHIP AND SOURCE GROUPS
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TABLE G-1.

Stepwise Discriminant Analysis for Relationship Groups: Discriminant
Y

A nteraction among re]at1ves

pat1ent

FEmotiona] support desired by

Csatisfaction with Practical Help.

supports.

*p <.001,

dTask Ambiguity across alt
€personal Cost across all supports.

Weights
Indepéndent Discriminant Weight
Variable Function*1 Function 2
ZSubject sex .-.27 -.12
Patient sex -.27 -.08
Patient age .31 .83
Numbgr of good frwends .24 -.14
" Interaction/relatives? .01 _ .36
Self involvement .77 A .04
Emotional desiredd -.04 PO .31,
Satisfaction/Help® -.37 .22
Task Ambiguity/Totald 31 .40
Personal Cost/Total® - -.37 .13
_ Group Centroid _—
é&ggg S Function 1 ' Function 2~
Inmediate family .99 -.24
Relatives -.49 .98 _
‘Friends - -1.26 - -.89 a
Canonical Correlation: .69 .59
Percent’ of variance: 63% 7% .
X2, 158.84% - 62.99*
df: 20 9
Note. N = 157. Discriminant we1ght refers to the weight assigned to-
e@ch independent variable in comput1ng the functions. Tolerance
S =-7001; F- to enter = 2.0.

)\~ R, s
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TABLE G-2

Stepwise Discriminant Analysis for Source Groups: Discriminant Weights

——— ————— e —— —

Discriminant Weight

Independent _ - - e
Variable . Function 1 ~ Function 277
Subject age . .75 -.34
-Patient reaction : .43 .60
Interaction/re]ativesa -.34 - =.45
Self involvement .38 . ' : . .43
. Affect Arousa]/Tota]b -.21 .55
Group Centroid
Group : Function 1~ Function 2°
Radiation unit. ‘ _ 1.11 -.07
Chemotherapy unit .82 ' .55
University -1.29 06
Other . . o .25 -.83
Canonical correlation: - .74 .36
Percent of variance: - 89% 1% . -
‘ | X2, . 138.98% 21,14
‘ df: . 15 ' 8
Note. = 156. Discriminant weight refers to the WEIth ass1gned to

each independent variable in computing the functions.
Tolerance = 001 F-to-enter = 2.0.

aInteraction among relatijves. Affect Arousa] across aill
-. supports. :
J

©*p <.01.  **p <.00T. N
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APPENDIX 1

o CANONICAL ANALYSES WITH SUPPORT PROBLEMS

AS DEPEMDENT VARIABLES:
SUBGROUPS-
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TABLE I-1

Canonical AnaIysis‘with éupport Problems as Dependent Variéb]es;

Irmediate Family

Structure Correlation

Indgpendent * Function
Variable .
Variate 1_
Subject sex +
Subject age ¢ -.38
Patient age i .23
Patient sex . + =
Patient reaction +
Number of good friends . ) .21
Number of relatives .35
Interaction/relatives + .
Self involvement +
Instrumental before . : +
Emotional before® " : +
Instrumental during : .40
Emotional during® - +
Instrumental desired® - .32
Emotional desiredd o S 4
Satis/Companionship, +
Satis/Understanding’® +
Satis/Practical Ee]pJ .35
Satis/Expres?ion~ ) \\\ : +
Satis/Advice 217
Dependent
Variable Variate 2 ¢
Affect Arousal/TotaIm +
Task Ambiguity/Total” +
Personal Cost/Total® Q77
Proportion of redundancy: ( 10%
Canonical correlation: . .69
Percent of variance: : 51%
%2; : 77.61%
» df: . 63 -

f

: 4 Continued ...

i

“~
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TABLE I-1 (Continued)

Note.

|
U,

"support during illness. €Emotional suppert during'i11néss: L 4

T

Structure correlation refers to the correlatior of each variable
with its variate. Correlations are significant at least at
p<.10. + indicates a nonsignificant correlation. n = 71.°

aInteraction among relatives. bInstrumenta] support before
illness. “Emotional support before illness. dInstrumenta]

fInstrumental support desired by patient. S9Emotional support &
desired by patient. hSatisfaction with'Compqnionship.
'Satisfaction with Empathic Understanding. Jsatisfaction with Y
Practical Help. kSatisfact'ion with Emotional Expression.
1SatisfactiOn with Advice. ™Affect Arousal across all supports.‘

Mrask Ambiguity across all suppo&s. %personal Cost across all
supports.

<

*p <.10.
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v

TABLE 1-2 .
Canonical Analysis with Support Prgplgps as Dependent Variables: Re]ativei

Structure Correlation
. Independent — . -tructure Lorrefation ____  _

Variable . Function
. ’ Variate 1
Subject sex I
Subject age +
Patient age 4+
Patient sex +
Patient reaction -.46
Number of good friends +
Number of relatives .32
Interaction/relatives +
Self. involvement b 4+ .
Instrumental before H
Emotional before€ d + .
Instrumental during- - +
Emotional during® = -.34
Instrumental desired ‘r
Emotional desiredd h +
Satis/Companionship 7
Satis/Understanding! . . .ol 46
Satis/Practical EeIpJ ‘5o
Satis/Expression .51 )
Satis/Advice 47
Dependent
Yariable Variate 2
- Affect Arousal/Total™ ’ +
Task Ambiguity/TotaAn ~ 180
Personal Cost/Total - 74
Proportion of redundancy: 28%
Canonical correlation: ¥ ‘ .83
Percent of variance: : 62%
. > |
| _ - X5 77.54%
. . } ) ) , df: ' 63

Note. Structure correlation refers to the correlation of each variable
with its variate. Correlations are significant at least at p<.10.

+ indicates a nonsignificant correlation. n = 50.
) )

Continued ...

.
.
. . . t. .
I .
. . :
. . )
. N .
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TABLE I-2 (Continued)

bInstrumenta‘l'sdpport before illness.

“Emotionat support before illness. dInstrumentaT support during-ilTness.
CEmotional support during illness. fInstrumgenta] support desired by

a . .
Interaction among relatives.

* patient, JEmotional support desired by patient. hSatisfaCtion’with

Companionship. 'Satisfaction with Empathic Understanding. .
Jsatisfaction with Practical Help. kSatisfaction with Emotional . =~ §
Expression. ]Satisfaction with Advice. "Affect Arousal across all

supports. MTask Ambiguity across all supports. . OPersonal Cost across
all supports. - . ) :

s

*p <. 10.

-

7
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9

TABLE I-3
¢ Canonicel Analysis with Support Problems as Dependent Variables: Friends

g : Structure Correlation

. Independent .
Variable Function
Subject sex XEI%EE?"l
Subject age - -.43 ’
Patient age +
Patient sex : ~.32
Patient reaction ' -.31
N Number of -good friends .31
Number of relatives +
Interaction/relatives® ‘ ' +
Self involvement b -.55
Instrumental before o v
Emotional beforeC d ~ -
Instrumental during +
Emotional during® F o +
Instrumental desired - +
Emotional desiredd ' -.32
Satis/Compan‘ionsh‘iph v , 26
Satis/Understanding! 46
Satis/Practical ﬁe]pJ* 73
Satis/ExpresTion '55
Satis/Adv‘Fe : 29
. 1 .
. A Dependent _
R Variable ' Variate 2
Affect Arousal/Total™ g .78
Task Ambiguity/TotaA" : © .93
Personal Cost/Total ! 77
Proportion of redundancy: . o 61%
Canonical correlation: ‘ -94
. Percent of variance: B ' 7% .
%2, ‘ / 82.63*% -
. ,gj: 63

- -‘_‘ .

~C

Note. Structure correlation refers to the correlation of each variable
-with its variate. Correlations are significant at least at
P<.10. + indicates a nonsignificant correlation. N = 36.

B

Con;inued R
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" TABLE I-3 (Continued)

bInstruménta] support before illness.

“Emotional support before illness. dInstrumenta1 support during illness.
eEmotioqal sdpport during illness. fInstrumental support desired by

~ patient. gEmotigna] support desired by patient. hSat‘isfaction with
Companionship. 'Satisfaction with Empathic Understanding.
Jsatisfaction with Practical Help. kSatisfaction with Emotional-
Expression. 1Satisfaction with Advice. MAffect Arousal across all

supports. MTask Ambiguity across all supports. Opersonal Cost across
all supports. ‘

a - .
Interaction among relatives.

*p <.05. ' \

)

1_ R S “"7.' .
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TABLE 1-4 | ”
Canonical Analysis with Support Problems_as Dependent Vafjables:
Radiation Unit '
‘ t ti
. Independent S rudture.Corre1a ion
\ Variable : ) Function :
. Variate 1
Subject sex o —F °
Subject age ) , < S +
Patient age o : . -.29 Y.
Patient sex .- -.46 |
Patient reaction : ‘ +
Number of good friends -.24
Number of relatives _ ' +
Interaction/relatives® = . _ +
Self involvement b Lo . b .
Instrumental before . : .31 o ~
Emotional before¢ | -- : T Tag :
d .
. Instrumenta] during ' .32
.., Emotional during® = . 3 : IS A :
« - “wInstrumental desired ] + .
Emotional desiredd 5 : : . +
Satis/Companionship” . o T o..38
Satis/Understanding? +
. Satis/Practical Ee1pJ .
. Satis/Expresiion > +
Satis/Advice . . '
Dependent L . : _
Variable . © Variate 2
Affect Arousal/Total™ | ' .34
Task Ambiguity/Tota]". : - :
Personal Cost/Total ' -.57 o .
Proportion. of redundancy:. 10%
Canonical correlation: ; .81
Percent of variance: . 53%
x2. - _ 75.69%
T df: o 63 -
. . :\ N ’ .
?7 Note. Structure correlation refers to the correlation of each

variable with its variate. Correlations are significant
at least at p<.10. + indicates a nonsignificant
correlation. n = 47.

L4 o _ Coptinued -

i

Yo, - f ’ © . f

. e L
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M-‘}ABLE I-4 (Continued)

T -

Interaction among relatives. bInstrumenta] support before illness. -
“Emotional support before "T11ness. dIngtrumenta‘l support during illness.
eEmotjoﬁ%] support duriﬁg illness. fInstrumen{:ai support desired by
patient. gEmotigna1 support desired by patient. hsatisfaction with
Qompanionshipfv 1Satisfactjon with Empathic Understanding.

Jsatisfaction with Practical Help. kSatisfaction with Emotional
Expression. ]Satisfaction with Advice. MAffect Arousal across all’

supports. NTask Ambiguity across all supports. Opersonal Cost across
all ‘'supports.

* = .13.

.
.
. { //
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TABLE 1I-5 . .
— " Canonicel Analysis with Support Prablems as Depencent Variables:
St . Chemotherapy. Unit * : -
_ _structure Correlation
. Independent .
Variable Function ~
: Variate 1
Subject sex : .43 : . ”
Subject age . .53 ;
. Patient age . +
- . Patient sex .+
Patient reaction "+
Number of good friends +.
Number of relatives a +
Interaction/relatives .35
Self involvement b +
Instrumental before -.53
(  Emotional before® +
Instrumental during -.60
Emotional during® £ + .
Instrumental desired N -.65
Emotional desired9d h : +
Satis/Companionship' ~.348
Satis/Understanding’ +
Satis/Practical Ee]pi - +
Sati:/Expres?ion : -.34
Satis/Advice : +
Dependent :
Variable . Variate 2
Affect Arousa]/Tota]ﬂ -.55
Task Ambiguity/TotaA : -.61
Personal Cost/Total -.99
Proportion of redundancy: 53%
Canonical correlation: .98
Percent of variance: : 86%
2&2: 77.74*%

df: 63

Note. " Structure correlation refers to the correlation of each variable
with its variate. Correlations are significant at least at
p<.10. + indicates a nonsignificant correlation. n = 28.

Continued ...

- 14
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TABLE 1-5 {Continugd) S
. { . .

.

-

nteraction among re?at1ves\\ Insf;umenta1 support before illness.
EmOtTQpa] support’ before illness. dInstrumenta'l support during illness.
. Emot1ona1 support dur1ng 11]ness. Instrumental support desired by
: pat1ent gEmot1ona1 support des1red by,pat1ent hSat1sfact1on with
Compan1onsh1p Sat1sfact10n with Empathic. Understand1ng
JSatxsfactwn with Pract1ca1 Help. kSat1sfact1on with Emotional
. Express1on - 15at15fact1on -with Adv1ce. TAffect Arousal across all
' supports. Task Ambiguxty across all supports Opersonal Cost across

‘P*_,a—‘\a1] supports. . . ' L

*p<.10.

bR Y
. -
.
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TABLE 1-6
Canonical Analysis w1th h Support P Prob]ems _as_ Dependent Var1ab1es /
University - -
“ . Independent Structure Correlation
' Variable N Function .
Subject ‘sex !EI%EI?TJ
Subject age o -.36
Patient age . . -
Patient sex -.28
Patient reaction "
Number of good friends - ' 22
Number of relatives ' KT
) Interaction/relatives -
. Self involvement b’ - -.58
© «" Instrumental before - "
{"ﬂ Emotional before® d ) _.25
, Instrumental during "
' . Emotional during® f -
Instrumental desired - : -
Emotional desired9d : -
Sat1s/Compamonsh1ph ) 73 R
. Satis/Understanding’ . : 5]
Satis/Practical Ee]p , 63
. Satis/Expres?1on\ N 45
. Satis/Advice! . 53
Dependent
. Variab]e Variate 2
Affect Arousal/Total” oy
Task Amb1gu1ty/Tota$ : . 72 '
Personal Cost/Total ’
, " Proportion of redundancy: 38%
; Canonical correlation: .79
Percent of variance: - .55% :
x2, 9. 65%

df: 63 ' ~

—_— e, ———————— e ————

'Note.  Structure correlation”refers to the correlation of each variable
7 with its varjate. Correlations are significant at least at
p<.10. + indicates a nonsignificant correlation. .N = 62.

Continued ...
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TABLE I-6 (Continued)

aInteractior‘l among relatives. Instrumenta1 support before 111ness
“Emotional support before illness. Instrumental support during 111nessf -
Emot1ona] support during illness. Instrumenta] support desired by
patient gEmotmna] support desired by patient. hSat1sfact1on with
Companionship. Sat1sfact1on with Empathic Understand1ng
JSat1sfact1on with }rqpt1ca1 Help. kSat1sfact1on.w1th Emotional
Express1on ]Sat1sfact1on with Advice.. MAffect Arousal across all
supports.- Mask Amb1gu1ty across all suppof%s °Persona1 Cost across

all supports.

*p <.01. -
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C;\NONICAL ANALYSES WITH SATISFACTION MEASURES
AS DEPEMNDENT VARIABL‘ES:
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TABLE J-1

Canonical Analysis with Satisfaction, ﬁ?ésures as Depenoent Variables:
Irmediate Family . oot

(3

Structure Correlation

Independent . :
Variable - -~ Function. /

Variate 1
Subject sex . -
Subject age -.49
Patient age -
Patjent sex -
Patient reaction : -.44

e ‘Number of good friends :
Number of relatives AR -
Interaction/relatives . - -
Self involvement b - ) ~.66
Instrumental befgre . ! -
Emotional before® . .33
Instrumental duringd . .36
.Emotional during€ - .32
Instrumental desired’ ' ' .33
Emotional desiredd h - _— .23
, Affect/Arousa]/Tota]1 ' ) .24
Task Ambiguity/Total .46
Personal Cost/Totald : . - .30
Dependent }
Variable Variate 2
s 3
ERE Sat1s/Companionsh1p$ . .82
- ' Satis/Understanding - © .79
© . Satis/Practical Help" . .63
Satis/Expressionn . ] .82 .
Satis/AdVice0 ) : .52 >
} Proport1on of Tedundancy: T ‘ 28%
Canonical corrélation: ) .73
Percent ‘of..variance:. 39%
: x2: . 128.98*
: ~ df: - . 95
RN TeaT :

[ 2 X

: v - .
Note. Structure correlation refers to the correlation of each variable with

its variate. Correlations are s1gn1f1cant at least at p<.10. +
indicates a nons1gn1f1cant correlation. =71

Continued .o
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TABLE. J-1 (Continued)
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-

",

éInteraction among relatives.
‘cEmotiona] support before illness.
Emot1ona] support during illness.
//}pat1ent gEmot1onaI support desired by patient.
across all supports Task Ambiguity across all suppgrts.

Cost across all supports.
]

help.
. advice.
a
*p <.01.
'
o -
[
~ o -
o+

- =
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bInstrumenta] support before illness..

fInstrumenta] support desired by
hAffect Arqusai
JPersona'l

kSat1sfact1on with companionship.
Satijsfaction with Empathic Understanding.
Msatisfaction with Emotional Expression.

Sat1sfact1on_w1th Practica?l
Osatisfaction with

N
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TABLE J-2 i

Canonical Analysis with Satisfaction Measures as Dependent Variables: Relatives

ade.

= =

Structure Correlation

Independent ]
o Variable Function
: Variate 1
Subject sex Y R
Subject age : -.37
Patient age . : -
Patient sex © ! -
Patient reaction & -
Number of good friends .24
Number of relatives 3
Interaction/relatives .0 -
Self involvement b ‘ -
Instrumentgl befgre . .32
Emotional before® . -
Instrumental dUriqu .61
Emotional during® -.39
Instrumental desired -
Emotional desired9 h -
Affect/Arousal/Total; .31
Task Ambiguity/Tota]" .58
Personal Cost/Total .29
Dependent
Variable " Variate : 2
Satis/Companionship? . .73
Satis/Understanding : ' -
>Satis/Practical Help™ .76
Satis/Expression” : -
Satis/Advice® . .59
: _ Proportion of redundancy: - 21%
. Canonical correlation:. ' ‘ .83
: . Percent of variance: 42%
x2. 124.71
df: 95

&

Note. Structure correlation refers to the correlation of each variable with
its variate. Correlations are significant at least at p<.10. +
indicates a nonsignificant correlation. n = 50. . i

’ - Continued ...
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TABLE J-2 (Continued)

3 nteraction among relatives. bInstrumentaI support before illness.

_cEmotiona1,Support before illness. dInstrumenta] support during illness.
CEmotional support during illness. fInstrumental support desired by
patient. ?Emotional sgpport desired by pptiqnt. hAffect Akqusa1

across all supports. TTask Ambiguity ‘acress all supports. JPersonal
Cost across all supports. kSatisfaction with companionship. ”
]Satisfaction with;Empathic Understanding. Msatisfaction with Practical

help. Nsatisfaction with Emotional Expression. Osatisfaction with
advice. .

*p'<.05

. 4 S
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TABLE J-3 L ¢
Canonical Analysis with Satisfaction Measures as Dependent Varjgb]es: Friends

Independeﬁt

_ Structure Correlation
Variable .+ Function ‘
A Variate 1
Subjectysex *

Subject age ' -.40

Patient age + -
Patient sex o

Patient reaction +

Number of good friends :

Number of relatives

Interaction/relatives +
Self involvement b . . -.39
Instrumeital before oL .35
Emotional before® -.44
Instrumental duringd - -40
: Emotionafl during® ; : . -.38
. Instrumental desired  ~ ' ) .47 : _/
\ Emotional desiredS h -85
Affect/Arousal/Total; -35
Task Ambiguity/Tota} . -47
Personal Cost/Total 37y
Dependent _ ' ) )
- Variable Variate 2

,Satis/fompanionshipl]( ) .61

- . Satis/Understanding . +
Satis/Practical Help™ ' .77
Satis/Expression", : , +
Satis/Advice® ‘ - .63
Proportion of redundahcy: 23%
Canonical correlation: ' .90

Percent of variance: . 38%

x2. C L 125.16% g
. af: - g5

~

Note. Structure correlation refers to the correlation of each variable
with its variate. Correlations are significant at least at
p<.10. + indicates a nonsignificant correlation. N = 36.

S

Continued e

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



193
TABLE J-3 (Continued)

] ~
aInteraction among relatives. bInstrumenta] support before illness.

s “Emotional support before illness. dInstrumenta'!_ support during illness.
eEmotiongI)support during illness. fInstrumenta] support desired by
- patient. IEmotional support dgsiréd by- patient. hAffect Arousal
across all supports. .iTask Ambiguidy across all supports. Jpersonal
Cost across all supports. kSatisfaction with companionship. ‘
]Satisfaction with Empathic Undgrstanding. MSatisfaction with Practical

help. Msatisfaction with Emotional Expression. Osatisfaction with
advice. '

*p <.05, . | ‘ )

7 - =

. 04
I . 4
!
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TABLE J-4°
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Canonical Analysis with Satisfaction Measures as Dependent Variables:

Radiotherapy Unit

Independent ; 3 -lStructure_F?If?TatiOn
Variable Function
. Variate I N
Subject sex . +
Subject age . . : ‘ +
Patient age . : -.29 .
Patient sex - ’ +, . ‘
Patient reaction : © .25
Number of good friends .55
Number of relatives +
Interaction/relatives + . , -
Self involvement b -.26 : . T
Instruméntal before 30 .
Emotional before® .44
Instrumental duringd .46
Emotional during® £ 0 N
Instrumental *desired e -46 ' .
Emotional: desiredd h =37 -~ .
Affect/Arousal/Total; + '
Task Ambiguity/Tota} t /
Personal Cost/Total * N
Dependent ’
Variable Variate 2
Satfs/Companionship? -.56
Satis/Understanding +
"Satis/Practical Help™ .36 4 .
Satis/Expressionl -.49 .
Satis/Advice® + .
Proportion of redundancy: 10%
Canonical correlation: .84 o
Percent of variance: 43%
x 2. 111.59%
df: 95

Note. Structure correlation refers to the correlation of each varjable with
its variate. Correlations are significant at least at p<.10.- +- .
indicates a nonsignificant correlation. n = 47. ' o™

>

R .

Continued ...
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TABLE J-4 (Continued)

4nteraction among relatives. bInstrumenta1 support before illness.
CEmotional support before illness. dInstrumenta1 support during iliness.
®Emotional support during illness. fInstrumenta] support desired by
patient. 9Emotional suppert desired by patient. hAffect Arqusa]

~across all supports. Trask Ambiguity across all supports. Jpersonal
Cost across ali supports. kSatisfaction with companionship. .
1Satisfaction with Empathic Understanding. Msatisfaction with Prﬁctica]

help. MSatisfaction with Emotional Expression. Osatisfaction with
advice. '

*p=.12.

L B
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TABLE J-5

Canonical Analysis with Satisfaction Measures as_Dependent Variables:
Chemotherapy Unit ) T

. .

// < Structure Correlation
Independent : -
Variable - A Function
) : _ Variate 1
Subject sex P — .33
Subject age . ' ' + 4
Patignt age. T i .52
Patient sex 134
Patient reaction ~ +
. Number of good.friends . +

Number of relatives +
Interaction/relatives +
Self involvement b +

N .Instrumental befgre +
Emotional before +
Instrumental during +
Emotional duringé £ -—\\\ +
Instrumental” desired +
Emotional desired9 h +
Affect/Arousa]/Tota]i 1
Task Ambiguity/Total N +
Personal Cost/TotalY +

. . Dependent A :

Variable : Variate 2
Satis/Companionship?‘ - .44
Satis/Understanding . -.62
Satis/Practical Help™ +
Satis/Expression” ' +
Satis/Advice® +
Proportion of redundancy: 132 , .

Canonical correlation: ..97

- Percent of variance: 60%
‘ x% | 116.78*
df: ' : : 95

»

Note. Structure correlation refers to the correlation of'éach variable with
its variate. Correlations are significant at least at p<.10. +
incicates a nonsignificant correlation. N = 28,

t Continued ...
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TABLE J-5 (Contirnued)

nteraction amgng relatives. bInstrumenta1 support before illness.
CEmotional support before illness. \dInstrumental support during illness.
CEmotional support during illness. fInstrumenta] support desired by
patient. IEmotional support desired by patient. hAffect Arousal

across all suppprts. TTask Aﬁbiguity across all supports. Jpersonal

Cost across all supports. kSatisfac_‘m’on with companionship. .
1

.'Satisfaction with Empathic Understanding. Msatisfaction with Practical

help. Msatisfaction with Emotional Expression. Ogatisfaction with
advice. .

*p <.10.

-
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TABLE J-6 :

»

Independent ' ' — = L e
Variab]e Function :

: Variate 1
Subject sex —
Subject age 7a

" Patient age .
Patient sex ’ _
‘Patient reaction -
Number of good friends ‘ -
Number of relatives -

Interaction/relatives .25
Self involvement A
Instrumental befgre -.46
Emotional before® .51
‘Instrumental.duringd -.56
Emotional during® .68
Instrumental desired -.34
Emotional desiredd h . - .38
Affect/Arousal/Tota1i -
Task Ambiguity/Total - -
Personal Cost/Tota]J -.28
Dependent
Variable Variate 2
: Satis/Companionship$ . -.24
. Satis/Understanding .23 -
Satis/Practical Help™ , -.38 ¢
Satis/Expression” - v .62
Satis/Advice® i . -.35
Proportion of redundancy: . 1%
Canonical torrelation: .84 e
Percent of variance: 50% .
x2: 149. 44+
df: 95 -

i

Note. Structure correlation refers to the correlation of each variable with-
its variate. Correlations are significant at least at p<.10. .+
. indicates a nonsignificant correlation., N = 62. .

Continued ...
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TABLE J-6 (Continued)

nteraction among relatives. bInstrumenta1 support before iliness.
cqutiona1 support pefore illness. dInstrumenta1 support during ilTness.
®Emotional support during illness. fInstrumenta] support desired by
patient. IEmotional support desired by patient. hAffect Arqusal
‘across all supports. TTask Ambiguity across all supports. Jpersonal
Cost across all-supports. kSatisfaction with companionship.

\\\’\) Tsatisfaction with Empathic Understanding. "Satisfaction with Practical

help. "Satisfaction with Emotional Expression. Osatisfaction with
advice. - ‘ .

*p <.001.

Q

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



APPENDIX K

CANOMICAL WEIGHTS: TOTAL GROUP ARALYSES

200

|

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

<



TABLE K-1 - _ 201

-

Chnonica]_ﬂgjghts: Support Problems as Dependent Variables

____Canonical Weignt _

' Independent. ) . )
Variable : Function
o~ V_al’"i_ate 1
Subject sex ‘ -05 -
Subject age - .01 .
Patient age y - -.07 .
Patient sex - < o . 11
Patient reacgti .20
-.03
-.30
£~ a .32
.22
Instyumental before .23 ?
Emotional before® .01 -
Insftrumental during -.09
Emdtional during® -06
Ifgstrumental desired . -1
motional desiredd . o -.05
Sat1s/Compan1onsh1p _ . -.38
Satis/Understanding’ - -.08
i Satis/Practical Ee]pJ -.21
Satis/Expression : -.05
Satis/Advice 4 ‘\\\:;34
: i o ‘
Dependent
Variable Variate 2
: Affect Arousal/Totall \ .27
- Task Amb1gu1ty/Tota1 : . -.66
’ Personal Cost/Total® ' -.66
Canbonical correlation: - .69 .
Percent of variance:. . 74%
x2. ' 136.11%
- df . 63 .
Note. N = 157. Canonical weight refers to the weight assigned to each
var1able in computing the canonical functions.
y / . * Continued .
-~
: ‘ \
4 s —~

. ~ . ‘ .
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»  TABLE K-1 (Continued)

Interaction among relatives. bInstrumenta] support before illness.
“Emotional support before illness. dIﬁstrumenta] support during illness.
A €Emotional support during illness. fInstrumenta] support desired by
patient. gEmotignal support desired by patient. hSatisfaction with
@ompanionship. Tsatisfaction with Empathic Understanding. '
JSat1§faction with Practical Help. kSatisfaciion with Emotional
Expression.‘ ]Satisfaction with Advice. MAffect Arousal across all

© supports. MTask Ambiguity across all supports. Opersonal Cost agross
all supports. o :

*p <.001.

&
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Canonical Weights: Satisfaction Measures as Dependent Variables

Independent
Variable

.Canonical Weight

Function 1

Function 2

Subject sex

Subject age

Patient age

Patient sex

Patient reaction
Number of good friends.
Number of relatives
Interacotion/relatives
Self involvement b
Instrumental before” -
Emotional before®
Instrumental during
Emotional during€ £
Instrumental desired —
Emoticnal desired9 h
Affect/Arousa]/Tota]i
Task Ambiguity/Total
Personal Cost/Totald .

Dependent
Variable

Satis/CompanTonship$
Satis/Understanding
Satis/Practical Help™
Satis/Expressionn
Satis/Advice®

Canonical cdrre]ation:
Percent of variance:
%2

df:

Variatg T Variate ]
- .65'\/ =10
-.34 .14

.05 .20
.09 =21
-. 12 . -.59
.03 -.08
-.09 .08
4 .13
-.35 -.01
-.13 -.22
-.15 .01
.21 -.28
.07 .65
.06 -.04
.13 .18
-.20 -.20
.46 .02
.26 2
4
Variate 2 Variate 2
.37 -.12
L .16 .26
.41 -.40
.10 1.00
.22 -.50
.74 .66
49% 31%
255.91 * 144.30*
95 72
.

Note. N = 157. Canonical weight refers to the weight assigned to each
variable in computing the canonical functions.

Continued ...
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TABLE K-2 (Continued)

#Interaction among relatives. bInstrumenta] support before illness.

LCEmotiona1 support before illness. dInstrumenta'l support ddring illness.
Cemotional support during illness. fInstrumenta] support desired by
patient. IEmotional support desired by patient. hAffect Arqusa]

- across all supports. iTask Ambiguity across all supports. Jpersonal
Cost across all supports. kSatisfaction with companionship.
]Satisfaction with Empathic Understanding. MSatisfaction with Practical
help. Nsatisfaction with Emotional Expression. Osatisfaction with

advice. .
]

*p <.001. o o
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TABLE L-1 . *
- Predictors of Support Prob1ems Across Al Support-T?bbs
Support . 2 Overall
Problem _ Predictors Beta F R F
Affect Arousal -
Sati's/Help® .16 3.43%%
v Subject age -.14 2.82%*
InteractioB/ -.13 3.30%* .
. relatives
Patient sex . -.15 3.96***
» Patient reaction -.15 3.90%**
Self involvement: -.15 2.98**
Subject sex -.11 2.18*
.23 6.20%%*
Task Ambiguity S
' Satis/Helpd - ..20 5. 48
Satis/ ' .21 6. 33%**
Compam’onshipc
Patient sex -.17 6.7 x¥*
Satis/Adviced MR T 3.63%+
Patient Reaction -.16 " 5.42%*%
Interaction/ -.16 5.29%**
relatives _ ,
Number of relatives. .16 4:89**f
.36 12.04%*%
Personal Cost B
Satis/“‘ .
Companionship® .28 11.58%**
Self -.20 A 7.06%%*
1nvolvement_
Continued ...
'Y
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TABLE L-1 (Continued) ,
Support 2 Overall
Problem Predictors Beta F R F
Personal Cost.
InteractioB/ ' -.21 9, 24% %%
relatives
Number of .16, 4,9] ***
relatives ’
Patient -.12 3.41%*
reaction
Satis/Help? .15 3.15%*
; .36 14.24%%*

Note. N = 157.

aSatisfaction with Practical Help. AbInteraction among relatives.

Csatisfaction with Companibnship.

dSatisfaction with Advice.

*p< .05, **p< .01, *r*p<.001.
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TABLE L-2
Predictors_of Specific Support Problem Scales
Support GXF‘ ? Overall
. Problem Predictdrs Beta F R |
. Physical HeTp/Hg'[pa \-:7[
- — — . =V,
. . Subject age -.15 3.22**
s ’ . Interactiog/ -.22 7.40%**
- relatives
. - - Self -.15 3.28%*
involvement
o . 4 Subject sex -.15 3.94%x
RN . .
quber.of _ .12 2.36*
relatives 16 5. 74%%*
Vu]nerabﬂity/ExpC
' Self . -.28 15.73%%x
. involvement
Subject age -.25 11.27%**
* ’ Subject sex -.19 7.67%%%
Patient sex -.16 5.68***
T Interactiog/ -.16 5. 4] %*%
g relatives
Emotiona] -.14 4.24%%*
before v
Patient reaction -.12 3.28%*
’ L34 171.07%%*
‘ .
° Belikfs/Exp®
Subject sex -.21 7.83%*%*
Instrum$nta1 .21 7.39%*%
change _
Patient sex -.15 3.93*%*
Emotional .13 2.90*
desiredd

Continued ...
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TAELE L-2 {Continued)

Support . : " 2 Overall
Prcblem - _ Predictors Beta <+ F R F
Beljefs/Exp® ,
o _ Y
. /
T Subject\hge -.11 2.23
- , Y AN
Fee]ings/Advh ' -
A Self involvement -.22 . 6.75%*%*
‘ Patient reaction -.13  2.83%
Subject age -.14 2.60*
Instrumental .13 2.79*%
desired?!
‘ Emotiong] -.12 .2.37*
. before .
Patient sex -1 2.31*% .
S 17 5.20%k*
"Vulnerabi]ity/
UndJ .
Subject age -.20 6.05%**
- ' Self involvement -.20 6.19%**
) Emotional before® -.26 8.67%**
Patient sex ~-.15 4, 29%%*
Patient
reaction -.19 6.64%**
- Emotional : Rkk A
during .19 ‘ 4 41 x%% v
. ' ) Intéragtiog/ -.12 2.69*
‘ re]atTges . L
: .22 6.17%x*
o .
. . .. N
N . , L ‘ Continued ...

B PR N
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TABLE L-2 (Continued)
Support . - . Overall
Problem - Predictors Beta F R2 F
- // —— : e
Communication/Und!
SeTf invo]vemént -.24 Kl
Subject age -.22 7.37%**
Instrumental .15 4 4G**x
disc.m .
Interactiog/ T -.15 4, 5g***
relatives ~ X
Patient sex -.15 < 4. 28%**
Instrumental -.13 2.9G%**
before" ,
Patient reactijon -.11 2.31* .
.24 6.85%%*

Note. N = 157. (

‘aPhysical Kelp/Practical Help. bInteraction among relatives.

CVu]nerabi]ity/Emo%ionaJ Expression.

dEmotiona] support before
illness. eBe]iefs/Emotiona] Expression.” fChange in

instrumental support during. IEmotional support desired by patient.
bFeeIingslAdvice._ TInstrumental support desired by patient.

between instrumental support during and desired.

Mnstrumental support before iliness.

*p€.05. *4p <.0T. wap <001,

—

JVu]nerabﬂ’ity/Empathic Upde;standing. 'kEmotional support during
illness. ]Communication/Empathic Understanding. mDiscrepancy
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This is a study on the problems that family and friends have in providing care
and support to cancer patients. Sometimes people are not sure of what is appropriate,
or what is really expected of them. At other times, they may know what to do but
for some reason they cannot. This research seeks to identify some of the reasons
why they do not'give as much support as the patient sceks or desires. Understanding
the problems of support persons might help us to improve eventually' the quality of
ghpport given.

There are different kinds of support that a patient may desire. At the top
of the question sheet, you will find-one such type of support described. Below it
are items that apply specifically to that kind of support. You are to Tespend to

" those items, keeping in mind that type of support. Mark your answers on the answer

sheet provided.

Read each of the items, keeping in mind the type of support described. Respoﬁd
to each statement in terms of the degree to which it expresses the kind of problems
that you have had in giving the support described, if you have had any experience with
a cancer patient or other seriously ill patient. If you have had no such experience,
answer as you believe you would if you had had such experience. )

Rate each statement on the attached answer sheet according to the degree of
agreement with the item. Mark the appropriate letter on the answer sheet as follows:

t

Mark A
Mark B - if you Disagree %bﬁ
Mark C - if you are Undecided

Mark D - if you Agree

if you Strongly Disagree

Mark E - if you Strongly Agree

Use a pencil in marking the answer sheet. Remember, there are no right or _
wrong answers. Remember to write the type of support on<the top of the answer sheet.
WRITE STUDENT NUMBER ON ANSWER SHEET AND FILL IN SPACES FeR IT, --NO OTHER MARKINGS
ARE NECESSARY.

KA RAN RN RN

-Experience with Cancer Patient: Very little Some * Great deal

If little, check one of the following: ’
Responding in terms 6f experience with some other serious illness
Responding in terms of problems I would expect to have

STUDENT NUMBER . SEX: male female

Canadian Born: Yes No If NO, write in country of origin -

Number of years in Canada .
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A B _ C n E

Stronaly ' ‘Disaaree Undecided Aqree Stronaly
~Disanree . Aaree
I was reluctant to give this kind of heln because:
1. 1 was not sure of the specific actions needed...
2. I wasn't sure how the natient's nzeds could be met... nd

3. 1 wasn't sure of the best wéy to qo &bout 1t:.. :

4. It was hard to tell whether or not I was doina the riaht thina,,,

I didn't think this would be veryv imcortant to a cancer natient..,
The natient aave me "mixed messaaes"” reqardina what was exnected,,,
1 thinkll misunderstood the patient's needs...

I Qasn't sure how the natient wanted to be treated....

.
O O ~N o W

I couldn't fiqure out what the patient really wanted or exoected...
10. - It wasn't at all clear to me that the patient wanted or needed this...
11. I do not believe that I reallv could have helped...

12. I did not feel that the patient recuired this... -

13. I felt it was better not to "remind" the patfent of his/her situation..,
14. I did-not know how to regnond to the natient’s needs...

15. 1 felt th;t sometimes my comments anﬁ actions were inannronriate...
16. I was afraid of saying or doina the wronn thina...

17. 1 thought I miaht do more harm thap qood..;

18. I felt like I didn't. have the oroper skills...

19. The patient seemed to be rélyinq on others...

20. Someone who was closer to the natient than I was should have.:.

21. 1 didn't think it was mvy resnonsibility.Q.

22. It sakes me uncomfortable when someone denends on me too much...

23.. Sometimes I resented the demands the patient made on me...
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___A B c ) k
Strongly Yisaaree tindecided taree - Stronaly

Disaqree Aaree
1 was reluctant to aive this kind of heln because: .
24. It woﬁldn't have bgen worth it, for all the effort it wou]d\haxg_;gggp~oﬂ.my vart...
25.\ T would have had to nealect mv ‘own needs too much...
26. My responsibilities elsewhere didn't aive me time...
'27. Nobody Seémed to annreciaté what [ did...
28. The patient sometimes was not very anoreciative..;
. 29. I hurt too much when the ratient hurt... : i -
30. I felt vulnerable to the same fate...
31. I felt too depressed when I was with the patient...
- 32. Beinq around the patient really disturbed me too much...
33. I was having such a hard time conina with the 11Iness...
34. ] felt too anxious when 1 was witﬁ the patient...
o 35. [ was aetting too worn out...
" 36. 1 would have felt too much strain...
37. It just became too much for me...
38. I 'was afraid to let on certain thinas that 1 knew...
39. There was no way for me to tell if I had done any good. ..
40. I had no_way io judae when Fhe patient's needsxwere.met... ' " N
41. 1 didn't feel any obliqation to helr the patient...

A . - .
42. I.would not be exnected to, aiven my relationshin to the natient (§.e., family or
friend)... ’

43;‘ I didn't want the patient to feel like he/shé owed mé anvthina..,
44. The patient and 1 never did thinas like this for each ather before,..
45. The patient wouldn't have done it for me if 1 were sick...

46. The patient almost made me feel lf was my duty to help sometimes...

47. 1 feel it is not really necessary for a sick nerson...

L[]
\

- .
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Type of Support - E.PATIIC 4 pJLSTﬁTDIFGf froqun awn acourate perception
of patient's feelings ana hou Tho cocyratel; Pafled . ing novw patlent
Teels, evern when he/she cannot pui i amio uorts. sceing zhings through

the patient’s eyes. '

A Z ——em o &
Strongly Disagree tmdecided Lpree “trongly- -
Disagree : Agrea

1, Vhen I was depressed over tho illness, it was hard to do this.

2o I wasn®t sure of the best way o go about it: the task was unclear

3., It was difficult for ne to understand hat the patient vas ﬁoing
throughs, . -

L, I don't wani someone else to depand upoa e tco nuch,

5, It was hard to :e2ll if ithis wss fhe right ‘hirg to GO

6, I didn®t alvays have enough time bscause ¢ olher ras DOﬂSLDlli ies.

7. I had difficulty in relating to the patieny irn the same way because
of clhanges in his/her personality. r\

8. The added straln frow doing ithis wvould hioro boen t?o much Tor mes

9. Tt was hard %o tell vhean this ne=d 7as =.-:sT1ed g how'much nore was
requlred, ' l . :

10, I f2lt so threostsned Yy the =-avieni's  ondiiien thot ¥ couléntt ve
too ampathiec. o .

i1, Vhen I became anxdicus about the paidient. T enulanft do thﬁs vefy Tell,

12, I did not try to wundaerstand kot the peiieni vas exgperdencing, boeause

it depressed me, ‘

13, *Someone els2 was dolng this: 1 as boltio: in M'oanLnf a cifferent

kind of help, _ ' :
1401 sometimes found it hard to understand xny the patient :as 30 upset,
15, The patient almost made me fec LC vas ny duty to help sometimes,
16, I hurt so winen tha patient hu:t that I couldn’t do this very well.
17, I have never had a similar experience, so I could not understand,
18, I was doing more than my falr share already.
19, Being around the patient really disturbed me oo much to do this,
200 It was difficult to choose the specific kind of action most uxeful
foy achieving this goal.
21, It was Jjust too painful to open myself up to cthe patientts experience,
22, 1 wasn’t sure how the patient wished to be treated. *
23, I didn®t think it was my responsibility to do this,
24, I wasn®t sure how such needs of the patient best could be met,
25; The patient did not reveal erough for me to understand him/her. -
26, I had no idea hov to communicate ny understanding to the patient,
30. In providing th's kind ot surport.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

)} teei that i was/would ba EFFECTIVE

’
-

A}



POOR PRIN
Epreuve illisible

Ljpn of Support -~ PRACTICS
to pziienty giV1nﬁ of tinm
nalp_w_n0 7itn duties re-ul

&tc, ,
- .
- A . B : . C- o BT r— e 2 A v ey s o s~ r——m--:‘----
Strongly Disagzes an v2iged Soros - *"ﬂ;;y
isagree f.cres

1. When T was derressed over the iilness, it wes hard to 4o this.
. . . . £
2. 1 wasn't sure of the bast way to go.abouc it the tazk was macle

3¢ -1 vas afraid that if I ald too mucn for ithe patient, ne/she would
wecome too dependent on s,

he I don*t wvant soneone else to dzxead upon mz Y00 muche
5. It was hard to tell if thils was the right “Wing o do.

27,

6. I didn't alvays have cnough tims wecausz ol oHthar rosponsivilities,

7o 1 =mply did not have the means to offer such heln To the patleni
3, The added strain froo doing tlhis wemdd Lrv kesn too much o
~

i 24 ov hnt much oo

J¢ Tt was hard to tell vigp this aced was sui.sfl
yvaguirad, .

.
iC. Nelping in this way was teo coslly in Tsinmm of (lue and mon=y

w3

1. Lhon T Becaus anidous aboui o2 voiiTnt, focrpidnti o thin oo

12, I vas afraid o glve tihe patien: zng phynlicsl cevs, bassuss T o0
injure him/her sormshow, :

5. Sehmeone else was doing thisy I won tetizar i neoviding a &idfzse

rind of helyp, '

T4, T couldn!t always be there, so T AiAnli vount e wotient to denund

on me.
PBQ The patlent almost made ne fecl it was uy éuty to "heln sométimcc:
160, I hurt so when the patient hupt that I couldn*t do this very well.
Ai?o i became too exhausted to keep doing things for the patient.
Iéo 1 was dolng more than my fair share already.
39, Belng around the patient really disturbed me tooc much to do this,

20, It was diffcult %o choose the sveci‘iﬂ kind of action most useful

for achieving this goal.

21; I got discouraged because 1t seemed I would hdve to help for é long .

tima,
22, I wasn't sure how the patient:wished %o be treated,
23, 1 didn't think 1t was my responsilbility to do this,
2h, I wasn®t sure how such needs of the patlent best could be nzt.
25; Gther people sgemed to be taking care of everythimg. .

;  26. I.would have embarassed the patient if T had offered to do such thin

for him/hex.

27, 1t made me feel too uncomfortable to help with much physical cara.

30. i feel that 1 was/would be EFFECTIVE in providine vhis kind of suppors
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