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Abstract
Background: Although research on social sharing suggests it could be an important factor in subsequent
adjustment, it has rarely been examined in combination with the nature of the support received by
patients. The goal of this study was to determine whether and to what extent social sharing concerning
the disease and perceived social support after breast surgery explain psychological adjustment at the
end of the treatment.

Methods: One hundred two participants were recruited consecutively at a large cancer care center
(Gustave Roussy, France). After surgery (T1) and at the end of the adjuvant treatment (T2), patients
responded to self-report questionnaires assessing psychological adjustment (depressive symptoms and
cancer-related distress), social sharing concerning the illness, and perceived social support (generic
and cancer specific).

Results: When the initial levels of adjustment were controlled for, hierarchical multiple regression
models showed that greater instrumental support at T1 accounted for favorable changes in depressive
symptoms at T2. In contrast, the perception of aversive attitudes in the environment and the avoidance
of social sharing explained an increase in intrusive cancer-related thoughts.

Conclusion: The results suggest a negative impact of aversive attitudes from the environment on
adjustment during treatment. It also confirms the importance of practical aspects of social support after
surgery. In line with Lepore theory, sharing about the illness in a supportive environment may be of
primary importance in the cognitive processing of cancer and thus may promote adjustment. These
results have original implications for the counseling of patients and their relatives.
Copyright © 2013 John Wiley & Sons, Ltd.

Introduction

Although early detection of cancer by screening programs
and new treatment methods have increased the number of
breast cancer (BC) survivors, a diagnosis of BC can nev-
ertheless affect both short-term and long-term psycholog-
ical adjustments. Side effects of treatment, impairment of
body image, and uncertainties about recurrence can
worsen psychological distress [1–4]. After initial surgical
treatment, 18% of BC patients reported experiencing
depressive symptoms [5], whereas 19% reported intrusive
thoughts about the cancer [6]. Following treatment, the
prevalence of persistent depressive symptoms ranged from
12% to 25% [7,8], with 16% of patients experiencing
intrusive thoughts 6 months after surgery [6].
Social support has been identified as an important factor

associated with lower psychological morbidity in BC [9–12].
Social interactions between patients and caregivers have been
found to be essential factors contributing to an understanding

of psychological adjustment to cancer. According to the
social-cognitive processing model, the expression of one’s
thoughts and feelings about cancer (‘social sharing’) in a
supportive context may facilitate cognitive processing
and psychological adjustment. In contrast, unsupportive
social contexts may impede this cognitive processing [13].
Numerous studies agree on the links between the availabil-

ity and perceived adequacy of social support and improved
psychological adjustment to cancer [9,11,14,15]. The studies
that have distinguished between three types of support
(emotional, instrumental, and informational) have shown
that emotional support is most highly correlated with
psychological adjustment to cancer [12,16]. Instrumental
support, which has been less frequently assessed, appears
to be related only to certain factors of adjustment such as
physical recovery [16]. Although most studies have
emphasized the links between positive social support and
patients’ psychological adjustment, they have devoted less
attention to the effects of negative support. This negative
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support, also referred to in terms of social constraints,
designates attitudes from the environment involving
avoidance, criticism, minimization, or the reluctance to
discuss illness-related topics [17]. The few studies
conducted among women with BC show that this negative
support would be associated with high levels of intrusive
thoughts and depressive affects [18,19] and with avoidance
of cancer-related thoughts [19,20]. In contrast, the availability
of partners and their readiness to talk about the disease would
be associated with a reduction in psychological distress [21].
Yet, the fact that most of these studies have adopted
a cross-sectional design makes it difficult to formulate
causal interpretations.

Aim of research

The current research had two aims. First, it aimed to
describe the evolution of psychological adjustment, social
sharing, and perceived support between before adjuvant
treatment (T1) and after adjuvant treatment (T2). We
expected to observe an increase in depressive symptoms
and cancer-specific distress as well as a reduction in the
availability of perceived support between T1 and T2.
Second, it aimed to identify predictors of psychological
adjustment at T2 among social sharing and perceived
support factors at T1. We expected that women who fre-
quently share the emotions associated with the disease
and who perceive a high level of emotional and instrumen-
tal support at T1 would exhibit lower levels of depressive
symptoms across the study period. In contrast, women
who avoid talking about their experience and who perceive
a high level of negative support at T1 should exhibit higher
levels of depressive symptoms and cancer-specific distress
across time.

Method

Study design and participants

The study was conducted at Gustave-Roussy cancer
campus (France). Women considered for inclusion were
screened by a team of physicians according to the follow-
ing criteria: (1) 18 years and older; (2) with first diag-
nosis of BC; (3) proposed for adjuvant treatment by
chemotherapy and radiotherapy after surgery; (4) with
no recurrence or metastases; (5) with the ability to read
and write in French; and (6) with no psychiatric diagnosis
or serious personality disorders. Psychiatric diagnoses
were explored by the oncologist at the initial interview
and collected from the medical history. This was then
cross-checked by the nurse who proposed participation
in the study.
Data were recorded at two assessment points. At the

first assessment, before adjuvant treatment (T1), the study
was presented to the women during the in-person nurse
consultation. Patients agreeing were contacted by phone,

then gave written informed consent, and were mailed
questionnaires. At the second assessment (T2), question-
naires were mailed after adjuvant treatment. At T1, one
telephone follow-up call was made if the questionnaire
was not returned before adjuvant treatment. At T2, one
telephone follow-up call was made if the questionnaire
was not returned in the month following the end of adju-
vant treatment. The study received full approval from the
local ethics committee.

Measures

Sociodemographic and medical data were recorded from
medical files (Table 1).

Outcome variables

Depressive symptoms

The short-form Beck Depression Inventory has 13 items
covering depressive symptoms over a 7-day period [22,23].
The patients rated the severity of each symptom. As
suggested by research in medical settings, we excluded
physical symptoms in order to evaluate core depressive
symptoms in cancer (range of 0–24; α=0.70) [24].

Cancer-related psychological distress

To further evaluate psychological distress, we used the
Impact of Event Scale [25], a 15-item self-report scale that

Table 1. Demographic and medical characteristics of participants
with breast cancer (N= 102)

N (%)

Mean age (SD) 52.9 (10.2)
Marital status

Married/living with someone 76 (74.5)
Divorced/separated/widowed 15 (14.7)
Single 11 (10.8)

Educational level
No degree 7 (6.9)
Primary 37 (36.3)
High school diploma 17 (16.7)
Second year university level 13 (12.7)
Degree level or higher 28 (27.4)

Tumor grade
1 14 (13.7)
2 51 (50)
3 37 (36.3)

Surgery
Conservative 70 (68.6)
Mastectomy 32 (31.4)

Axillary node dissection
Yes 79 (77.5)
No 23 (22.5)

Treatment by chemotherapy and radiotherapy 102 (100)
Mean time since surgery in days at T1 47.5 (18.1)
Mean time since surgery in days at T2 244.7 (29.9)

T1, before adjuvant treatment; T2, after adjuvant treatment.
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assesses intrusive thoughts relating to BC and patients’
attempts to avoid such thoughts. The Impact of Event
Scale provides a total distress score (range of 0–75;
α= 0.86) as well as scores for the intrusive thoughts (range
of 0–35; α=0.84) and avoidance symptoms (range of 0–40;
α=0.81) subscales.

Predictor variables

Social sharing

We focused on the core aspects of social sharing: expres-
sion of emotions relating to the experience of cancer,
satisfaction with confidant’s reaction, and frequency of
avoidance of sharing. In the absence of validated measures
to assess these characteristics of social sharing in cancer,
we have screened the items available in the existing liter-
ature. The work carried out by Zech et al. [26] and
Luminet et al. [28] appeared as the most recognized and
well cited in the domain of social sharing [26–29]. It
allowed us to identify the following three questions: (1)
emotional involvement during social sharing (‘Following
the diagnosis, to what extent have you talked about your
feelings (emotions) with your confidant?’); (2) satisfaction
with confidant’s reactions (‘Overall, are you satisfied with
the reactions of your confidant?’); (3) frequency of avoid-
ance of social sharing (‘Following the diagnosis, how
many times have you avoided talking about certain sub-
jects relating to your disease experience with your confi-
dant?’). Ratings were made on a 7-point Likert scale.

Perceived social support

The perceived amount of available support (‘quantity of
social support’; score range of 0–54; α= 0.90) and the
degree of satisfaction with social support (‘quality of
social support’; score range of 6–36; α = 0.94) were eval-
uated with the Social Support Questionnaire Short Form
(SSQ6) [30].
To estimate distinct components of recently perceived

social support, we used a cancer-specific social support
questionnaire [31–33]. The 20 items of this self-questionnaire
assess the intensity of social support received by cancer
patients on a 5-point Likert scale and provide a quantitative
assessment of four distinct components of support: emo-
tional (nine items, ‘one or more persons have taken time
to reassure me’, range = 9–45, α= 0.90), instrumental (five
items, ‘one or more persons have helped me in the tasks
that I could not do myself’, range = 5–25; α= 0.85), infor-
mational (two items, ‘one or more persons have taken time
to explain the disease to me’; range = 2–10, α= 0.88), and
negative support (four items, ‘one or more persons have
distanced themselves from me’, range = 4–20, α= 0.73).
In this scale, negative support is measured on the basis of
withdrawn reactions, an exclusive focus on disease, and
dramatization. Higher scores are indicative of more fre-
quent social support received on any of these dimensions.

Previous results indicate that the consistency of the scale
in cancer patients is good to excellent [32]. We confirmed
the original factor structure by means of a confirmatory
factor analysis conducted on the present sample [33].
Descriptive statistics for variables at T1 and T2 are pro-
vided in Table 2.

Statistical analyses

Hierarchical linear regression analyses were led to exam-
ine the role of social support and social sharing at T1 on
psychological adjustment at T2. Firstly, we calculated
bivariate correlations in order to select variables to incor-
porate into multivariate analysis. In the models predicting
for psychological distress measures at T2, block 1 included
baseline psychological distress (in order to control initial
levels), and block 2 contained control variables known to
impact psychological adjustment (such as age, educational
level, and tumor grade). In block 3, we have alternatively
and separately entered three different predictors (firstly,
generic social support; secondly, specific social support;
and thirdly, social sharing) to test their relations with
psychological distress measures at follow-up. Because of
space limit, all results were grouped in one table.

Results

Participants

Among the 217 eligible patients, 114 (52%) agreed to
participate in writing following surgery (T1). Fifty-nine
refused to participate, primarily because they lack interest
(n = 42), had no confidence (n= 10), or were too tired
(n = 7). Forty-four initially gave their verbal consent but
did not subsequently return the written informed consent
form and self-report questionnaires. One of the returned
questionnaires was invalid, with the result that the study
sample at T1 consisted of 113 patients. An analysis of
nonresponders at T1 showed that participants were youn-
ger than nonparticipants (M= 52.8±10.2 vs M= 57.2±
11.7; t= 2.96, p< 0.01). At T2, 102 patients responded
(Table 1).

Change over time

As displayed in Table 2, participants reported a decrease
in emotional support (t= 4.3, p< 0.001), instrumental
support (t= 3.4, p< 0.01), informational support (t= 4.2,
p< 0.001), quality of support (t= 3.61, p< 0.001), and
quantity of support (t= 2.9, p< 0.01), from T1 to T2.
The women also reported a decrease in cancer-related
psychological distress (t= 2.8, p< 0.01) and intrusive
thoughts (t= 3.6, p< 0.001) from T1 to T2. The effect
sizes were small, except in the case of the quality of
support for which a moderate change was observed.

293The predictive role of social sharing and social support

Copyright © 2013 John Wiley & Sons, Ltd. Psycho-Oncology 23: 291–298 (2014)
DOI: 10.1002/pon



Role of social support and social sharing concerning the
disease

Impact on depressive symptoms

In bivariate analyses, a higher level of depressive symp-
toms at T2 was associated with lower quantity of support
(r=�0.20, p< 0.05), lower instrumental support
(r=�0.26, p< 0.01), and informational support at T1
(r=�0.20, p< 0.05).
As displayed in Table 3, regression analyses indicate

that women who perceived a higher instrumental support
at T1 reported a lower level of depressive symptoms
(β=�0.27, p< 0.05) at T2.

Impact on cancer-related psychological distress

In bivariate analyses, a higher negative support at T1 was
associated with a higher level of intrusive thoughts
(r= 0.36, p< 0.01) and cancer-related psychological
distress (r= 0.27, p< 0.01) at T2. A higher level of avoid-
ance of social sharing at T1 was also related to a higher
level of cancer-related psychological distress (r= 0.32,
p< 0.01), intrusive thoughts (r= 0.32, p< 0.01), and
avoidance symptoms (r= 0.25, p< 0.05) at T2. Moreover,
higher tumor grades were associated with a higher level of
intrusive thoughts (r= 0.25, p< 0.05) and cancer-related
psychological distress (r= 0.24, p< 0.05) at T2.

As displayed in Table 4, regression analyses indicate
that higher tumor grades were associated with a higher
level of intrusive thoughts and greater total distress at T2
(β = 0.21, p< 0.05). Women who frequently avoided
sharing their disease experience at T1 reported more
intrusive thoughts and more avoidance symptoms at T2
(β = 0.25, p< 0.01), whereas those who perceived greater
negative support at T1 reported more intrusive thoughts
and more avoidance symptoms (β= 0.18, p< 0.05) at T2.
Moreover, women who perceived a higher level of

negative support at T1 reported more intrusive thoughts
(β = 0.30, p< 0.001) at T2. In addition, women who
frequently avoided sharing their disease experience at T1
also reported more intrusive thoughts (β= 0.25, p< 0.01)
at T2.
Finally, more intense avoidance symptoms were reported

at T2 when the women frequently avoided sharing their
disease experience (β= 0.32, p< 0.001) and when they
were less satisfied with their confidant’s reactions at T1
(β = 0.23, p< 0.01). Moreover, the women who perceived
a greater amount of social support at T1 reported a lower
level of avoidance symptoms (β=�0.22, p< 0.05) at T2.
In contrast, those who reported a higher level of satisfac-
tion with social support at T1 reported more avoidance
symptoms (β= 0.18, p< 0.05) at T2. These effects were
observed earlier, whereas other factors (age, educational
level, and tumor grade) were controlled (Table 4).

Table 2. Means and standard deviations for predictor and outcome variables at T1 and T2 and bivariate t-test comparing T1 and T2
(N= 102)

T1 T2

t p dªM SD M SD

Predictor variables
Social sharing
Emotional involvement 4.5 1.5 4.4 1.4 1.0 ns 0.07
Satisfaction with confidant’s reaction 5.3 1.2 5.1 1.4 1.0 ns 0.15
Frequency of avoidance (times) 1.1 1.7 1.4 1.9 �1.6 ns �0.16

Perceived social support
SSQ6
Quantity of social support 23.8 11.5 20.8 11.1 2.9 <0.01 0.27
Quality of social support 30.2 6.2 27.1 8.4 3.6 <0.001 0.41

QueSSSC
Emotional support 36.7 6.6 34.3 6.9 4.3 <0.001 0.18
Instrumental support 18.3 4.7 17.1 4.5 3.4 <0.01 0.13
Informational support 6.7 2.2 5.8 2.2 4.2 <0.001 0.21
Negative support 7.5 3.1 7.9 3.1 �1.3 ns �0.13

Outcome variables
BDI-SF Depressive symptoms (with somatic items) 5.6 3.5 5.5 3.8 0.4 ns 0.03
BDI-SF Depressive symptoms (somatic items excluded) 2.9 2.6 2.8 3.0 0.4 ns 0.03
Impact of Event Scale
Total 27.9 15.7 23.8 14.9 2.8 <0.01 0.13
Intrusion 15.2 8.9 12.1 8.1 3.6 <0.001 0.18
Avoidance 12.7 9.2 11.7 8.9 1.1 ns 0.11

BDI-SF, Beck Depression Inventory short form; T1, before adjuvant treatment; T2, after adjuvant treatment; SSQ6, Social Support Questionnaire short form; QueSSSC, cancer-spe-
cific social support questionnaire.
aIn Cohen’s rules of thumb, small, moderate, and large effect sizes are generally defined as 0.2, 0.5, and 0.8, respectively [47].
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Discussion

The initial descriptive results of this longitudinal study
testify to a significant reduction in the availability and
quality of various types of social support (emotional,
material, and informational) between the time of BC sur-
gery and the end of adjuvant treatment. In the literature,
this reduction has been reported and linked to the fatigue
experienced by caregivers after the treatment period or to
the patients’ psychological status improvement [14,34].
Indeed, our results reveal a small decrease in cancer-
related psychological distress at the end of treatment. Some
authors have suggested that this reduced expression of
negative emotions is a way for these patients to maintain
satisfactory social relations, protect their social network,
and enable them to maintain a positive self-image in their
interactions [35].
One main result of our study was that the perception of

a high level of instrumental support received by women
with BC after surgery was associated with a decrease in
their depressive symptoms at the end of treatment. Our
results thus complement those of an earlier study that found
an association, albeit only in the short term, between the
instrumental support provided by the partner prior to surgery
and a lower level of distress 7–10 days afterwards [36].
The beneficial role of instrumental support observed here

is consistent with the fact that the limitation of functional
capabilities and the impairment of social roles have been
identified as risk factors for depression in patients suffering
from BC. Patients have reported extremely concrete com-
plaints (such as limitations to their physical functioning,
post-surgical pain, and fatigue) in response to which
instrumental support would be particularly helpful [37].
Providing concrete help in everyday life and encouraging
the maintenance of links with other people, family, and
friends would help reduce the feeling of physical limitation
and the losses caused by the disease [38].
Our results also show that a perceived high level of

negative support after BC surgery is associated with an
increase in intrusive cancer-related thoughts at the end of
treatment. Only one earlier longitudinal study had reported
close results, according to which unsupportive behavior by
partners was associated with an increase in psychological
distress and avoidance symptoms in women undergoing
treatment for BC [20]. Some authors have attributed the
long-term persistence of intrusive thoughts to an incom-
plete processing of the emotional experience [39]. Nega-
tive support attitudes in the social network such as
dramatization might hinder cognitive processing and give
patients fewer opportunities to confront the various repre-
sentations associated with the disease and to elaborate
outlooks other than pessimistic [13].

Table 3. Hierarchical linear regressions of depressive symptoms (BDI-SF) at T2 on social support (Social Support Questionnaire short
form, cancer-specific social support questionnaire) and social sharing concerning the disease at T1 (N= 102)

Predictors variables

T2 depressive symptoms (BDI-SF)

R2 ΔR2 B SE Beta

Block 1: T1 initial level of outcome
Depressive symptoms (BDIa) 0.23*** 0.48 0.09 0.48***

Block 2: control variables 0.03
Age 0.00 0.09 0.00
Educational level �0.12 0.09 �0.12
Tumor grade 0.14 0.09 0.14

Block 3(a): T1 social support (generic) 0.29 0.03
Quantity of social support �0.15 0.09 �0.15
Quality of social support �0.07 0.09 �0.07

Block 3(b): T1 social support (cancer) 0.34* 0.08*
Emotional support 0.10 0.12 0.10
Instrumental support �0.27 0.11 �0.27*
Informational support �0.12 0.11 �0.13
Negative support �0.01 0.09 �0.01

Block 3(c): T1 social sharing 0.28 0.02
Emotional involvement �0.04 0.10 �0.04
Satisfaction with confidant’s reactions �0.01 0.10 �0.01
Frequency of avoidance 0.14 0.09 0.14

R
2 is the amount of variance explained in the initial level of outcome, then the addition of the sociodemographic variables, and one of the predictor variables of interest (3a or 3b or 3c).

BDI-SF, Beck Depression Inventory short form; T1, before adjuvant treatment; T2, after adjuvant treatment.
†p< 0.10;
*p< 0.05;
**p< 0.01;
***p< 0.001.
aBDI scores exclude for somatic items. Results are similar when the total BDI-SF scores are used.
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Our results are consistent with this social environment-
oriented approach and show that repressing one’s desire to
talk about the experience of the disease after surgery is
associated with an increase in psychological distress at
the end of treatment. Previous studies have revealed a
positive association between the emotional repression of
BC women and higher levels of distress [40,41] compared
with women who expressed their negative emotions, in
particular following the disclosure of the diagnosis [41]
and 3 months after surgery [42].
Finally, contrary to our expectations, we observed no

beneficial effect of social sharing concerning the disease
or of perceived emotional support on psychological
adjustment. The familiar adage ‘it helps to talk about it’
cannot therefore be considered to be unambiguously borne
out in the field of oncology. Experimental research on the
effect of expression conducted among healthy subjects has
reported similar results. However, a qualitative assessment
of the participants revealed subjective benefits (reassur-
ance, better understanding of the situation, and support
received from someone else) [26]. The authors of this
study believe that these benefits would be associated with
the reinforcement of the affective links yielded by expres-
sion and not so much the emotional support per se [26]. In
our study, the association between the availability of sup-
port and a decrease in the avoidance of intrusive thoughts
at the end of treatment supports this hypothesis.
Results from our study may be limited because of

limited sample size (refusal rate of 48%) and the
sociodemographic characteristics of the sample (three
quarters of the women lived with a partner, and more than
half had higher education). These variables are known to
have an influence on emotional states and access to social
resources [43,44], and thus, our results could only concern
a subset of women having crossed BC. Second, our eval-
uation of psychological adjustment was limited to the
treatment phase and cannot be generalized to long-term
follow-up [45,46]. Thirdly, our sample size with regard
to the number of variables is limited, which may limit
statistical power and probability to find significant effects
involving social sharing. This could also explain why some
of our results were not in line with expectations. However,
previous studies carried out on healthy populations inform
of similar results regarding the absence of social sharing
effect on emotional adjustment criteria. Despite these

limitations, the present study is one of the rare pieces of
longitudinal research available concerning the combined
roles of social sharing and social support in BC.

Implications

The results of this study argue in favor of specific inter-
ventions to address the negative reactions of the social net-
work and the way these are perceived and processed by
patients. Encouragement to strengthen links with ‘well-
meaning’ family members and friends could constitute
an avenue of approach that focuses on maintaining the
feeling of social integration. This study also shows that
it is valuable to work with patients in order to identify
and limit their use of repression strategies given their
detrimental long-term effect on the cognitive processing
of the experience of the disease. Finally, family members
and friends could be encouraged to make themselves
available for instrumental support.

Conclusion

This longitudinal study on the psychological adjustment
of BC patients revealed the beneficial role of instrumental
support and, on the other, the detrimental role of negative
social support and the avoidance of social sharing with
regard to the disease. Consequently, the effect of support
should be construed differently depending on the attitudes
of the friend or family member as well as the individual
resources of the patient. It may be possible to explain
the effects of negative support and the avoidance of social
sharing on psychological adjustment in terms of their neg-
ative effects on the processes involved in the cognitive
processing of cancer. This hypothesis should be tested in
future studies.

Acknowledgements

This research was funded by a project grant from The French
National Cancer Institute and the CIFRE Industrial Research Agree-
ments. The authors thank the breast cancer team at Gustave-Roussy
and the study participants.

Conflict of interest

There are no conflicts of interest to declare.

References

1. Baker F, Denniston M, Smith T, West MM.
Adult cancer survivors: how are they faring?
Cancer 2005;104(11 Suppl):2565–2576.

2. Mehnert A, Berg P, Henrich G, Herschbach P.
Fear of cancer progression and cancer-related
intrusive cognitions in breast cancer survivors.
Psycho-Oncology 2009;18(12):1273–1280.

3. Helms RL, O’Hea EL, Corso M. Body image
issues in women with breast cancer. Psychol
Health Med 2008;13(3):313–325.

4. Henselmans I, Helgeson VS, Seltman H, de
Vries J, Sanderman R, Ranchor AV. Identifi-
cation and prediction of distress trajectories
in the first year after a breast cancer diagnosis.
Health Psychol 2010;29(2):160–168.

5. Golden-Kreutz DM, Andersen BL. Depres-
sive symptoms after breast cancer surgery:

relationships with global, cancer-related, and
life event stress. Psycho-Oncology 2004;
13(3):211–220.

6. Mehnert A, Koch U. Prevalence of acute and
post-traumatic stress disorder and comorbid
mental disorders in breast cancer patients during
primary cancer care: a prospective study.
Psycho-Oncology 2007;16(3):181–188.

7. Deshields T, Tibbs T, Fan MY, Bayer L,
Taylor M, Fisher E. Ending treatment: the

297The predictive role of social sharing and social support

Copyright © 2013 John Wiley & Sons, Ltd. Psycho-Oncology 23: 291–298 (2014)
DOI: 10.1002/pon



course of emotional adjustment and quality of
life among breast cancer survivors immedi-
ately following radiation therapy. Support
Care Cancer 2005;13(12):1018–1026.

8. Burgess C, Cornelius V, Love S, Graham J,
Richards M, Ramirez A. Depression and
anxiety in women with early breast cancer:
five year observational cohort study. BMJ
2005;330(7493):702.

9. Bloom JR, Stewart SL, Johnston M, Banks P,
Fobair P. Sources of support and the physical
and mental well-being of young women with
breast cancer. Soc Sci Med 2001;
53(11):1513–1524.

10. Kornblith AB, Herndon JE, 2nd, Zuckerman
E et al. Social support as a buffer to the psy-
chological impact of stressful life events in
women with breast cancer. Cancer 2001;
91(2):443–454.

11. Nosarti C, Roberts JV, Crayford T, McKenzie
K, David AS. Early psychological adjustment
in breast cancer patients: a prospective study.
J Psychosom Res 2002;53(6):1123–1130.

12. Talley A, Molix L, Schlegel RJ, Bettencourt
A. The influence of breast cancer survivors’
perceived partner social support and need
satisfaction on depressive symptoms: a longi-
tudinal analysis. Psychol Health 2010;
25(4):433–449.

13. Lepore SJ. A social–cognitive processing
model of emotional adjustment to cancer. In
Psychosocial Interventions for Cancer, Baum
A, Andersen BL (eds). American Psychological
Association: Washington, 2001; 99–116.

14. Arora NK, Finney Rutten LJ, Gustafson DH,
Moser R, Hawkins RP. Perceived helpfulness
and impact of social support provided by
family, friends, and health care providers to
women newly diagnosed with breast cancer.
Psycho-Oncology 2007;16(5):474–486.

15. Maly RC, Umezawa Y, Leake B, Silliman
RA. Mental health outcomes in older women
with breast cancer: impact of perceived family
support and adjustment. Psycho-Oncology
2005;14(7):535–545.

16. Helgeson VS, Cohen S. Social support and
adjustment to cancer: reconciling descriptive,
correlational, and intervention research.
Health Psychol 1996;15(2):135–148.

17. Lepore SJ, Revenson TA. Social constraints on
disclosure and adjustment to cancer. Soc
Personal Psychol Compass 2007;1(1):313–333.

18. Figueiredo MI, Fries E, Ingram KM. The role
of disclosure patterns and unsupportive social
interactions in the well-being of breast cancer
patients. Psycho-Oncology 2004;13(2):96–105.

19. Cordova MJ, Cunningham LL, Carlson CR,
Andrykowski MA. Social constraints, cognitive
processing, and adjustment to breast cancer.
J Consult Clin Psychol 2001;69(4):706–711.

20. Manne SL, Ostroff J, Winkel G, Grana G,
Fox K. Partner unsupportive responses,
avoidant coping, and distress among women
with early stage breast cancer: patient and
partner perspectives. Health Psychol 2005;
24(6):635–641.

21. Manne S, Sherman M, Ross S, Ostroff J,
Heyman RE, Fox K. Couples’ support-related
communication, psychological distress, and
relationship satisfaction among women with
early stage breast cancer. J Consult Clin
Psychol 2004;72(4):660–670.

22. Beck AT, Beck RW. Screening depressed
patients in family practice. A rapid technic.
Postgrad Med 1972;52(6):81–85.

23. Beck AT, Ward CH, Mendelson M, Mock JE,
Erbaugh JK. Reliability of psychiatric
diagnosis. 2. A study of consistency of clini-
cal judgments and ratings. Am J Psychiatry
1962;119:351–357.

24. Sultan S, Luminet O, Hartemann A. Cogni-
tive and anxiety symptoms in screening for
clinical depression in diabetes: a systematic
examination of diagnostic performances of
the HADS and BDI-SF. J Affect Disord
2010;123(1-3):332–336.

25. Horowitz MJ, Wilner N, Alvarez W. Impact
of event scale: a measure of subjective stress.
Psychosom Med 1979;41(3):209–218.

26. E Zech, Rimé B. Is talking about an emotional
experience helpful? Effects on emotional
recovery and perceived benefits. Clin Psychol
Psychother 2005;12:270–287.

27. Rimé B, Finkenauer C, Luminet O, Zech E,
Philippot P. Social sharing of emotion: new
evidence and new questions. Eur Rev Soc
Psychol 1998;9(1):145–189.

28. Luminet O, Zech E, Rimé B, Wagner H.
Predicting cognitive and social consequences
of emotional episodes: the contribution of
emotional intensity, the five factor model,
and alexithymia. J Res Pers 2000;34(4):
471–497.

29. Pennebaker JW, Zech E, Rimé B. Disclosing
and sharing emotion: psychological, social,
and health consequences. In Handbook of
Bereavement Research: Consequences,
Coping, and Care, Stroebe MS, Hansson
RO, Stroebe W, Schut H (eds). American
Psychological Association: Washington, 2001;
517–543.

30. Sarason BR, Shearin EN, Pierce GR, Sarason
IG. Interrelations of social support measures:
theoretical and practical implications. J Pers
Soc Psychol 1987;52(4):813–832.

31. Segrestan C, Rascle N, Cousson-Gélie F,
Trouette R. A cancer specific scale of social
support for patients and relatives. Abstract of
poster presentation, 8th World Congress of
Psycho-Oncology, Venice, 16–21 October
2006. Psycho-Oncology 2006;15(S2):403.

32. Segrestan-Crouzet C. Evolution et differences
dans l’ajustement des couples au cancer du
sein. Rôle des facteurs psychosociaux et
influence réciproque des deux membres de la
dyade. Thèse de Doctorat en Psychologie,
Université Victor Segalen Bordeaux II, 2010.

33. Boinon D, Sultan S, Charles C, Rosberger Z,
Delaloge S, Dauchy S. How social sharing
and social support explain distress in breast
cancer after surgery: the role of alexithymia.
J Psychosoc Oncol 2012;30(5):573–592.

34. Chantler M, Podbilewicz-Schuller Y, Mortimer
J. Change in need for psychosocial support for
women with early stage breast cancer. J
Psychosoc Oncol 2005;23(2-3):65–77.

35. Servaes P, Vingerhoets AJJM, Vreugdenhil
G, Keuning JJ, Broekhuijsen AM. Inhibition
of emotional expression in breast cancer
patients. Behav Med 1999;25(1):23–27.

36. Alferi SM, Carver CS, Antoni MH, Weiss S,
Duran RE. An exploratory study of social
support, distress, and life disruption among
low-income Hispanic women under treatment
for early stage breast cancer. Health Psychol
2001;20(1):41–46.

37. Vahdaninia M, Omidvari S, Montazeri A.
What do predict anxiety and depression in
breast cancer patients? A follow-up study.
Soc Psychiatry Psychiatr Epidemiol 2010;
45(3):355–361.

38. Cutrona CE, Russell DW. Type of social
support and specific stress: toward a theory
of optimal matching. In Social Support: An
Interactional View, Sarason BR, Sarason IG,
Pierce GR (eds). John Wiley & Sons: Oxford
England, 1990; 319–366.

39. Greenberg MA. Cognitive processing of
traumas: the role of intrusive thoughts and
reappraisals. J Appl Soc Psychol 1995;
25(14):1262–1296.

40. Iwamitsu Y, Shimoda K, Abe H, Tani T,
Kodama M, Okawa M. Differences in emo-
tional distress between breast tumor patients
with emotional inhibition and those with emo-
tional expression. Psychiatry Clin Neurosci
2003;57(3):289–294.

41. Iwamitsu Y, Shimoda K, Abe H, Tani T,
Okawa M, Buck R. Anxiety, emotional sup-
pression, and psychological distress before
and after breast cancer diagnosis. Psychoso-
matics 2005;46(1):19–24.

42. Iwamitsu Y, Shimoda K, Abe H, Tani T,
Okawa M, Buck R. The relation between neg-
ative emotional suppression and emotional
distress in breast cancer diagnosis and treat-
ment. Health Commun 2005;18(3):201–215.

43. Rodrigue JR, Park TL. General and illness-
specific adjustment to cancer: relationship to
marital status and marital quality. J
Psychosom Res 1996;40(1):29–36.

44. Rottmann N, Dalton SO, Christensen J,
Frederiksen K, Johansen C. Self-efficacy, ad-
justment style and well-being in breast cancer
patients: a longitudinal study. Qual Life Res
2010;19(6):827–836.

45. Millar K, Purushotham AD, McLatchie E,
George WD, Murray GD. A 1-year prospective
study of individual variation in distress, and
illness perceptions, after treatment for breast
cancer. J Psychosom Res 2005;58(4):335–342.

46. Fann JR, Thomas-Rich AM, Katon WJ et al.
Major depression after breast cancer: a review
of epidemiology and treatment. Gen Hosp
Psychiatry 2008;30(2):112–126.

47. Cohen J. Statistical Power Analysis for the
Behavioral Sciences (rev. edn). Lawrence
Erlbaum Associates: Hillsdale, 1977.

298 D. Boinon et al.

Copyright © 2013 John Wiley & Sons, Ltd. Psycho-Oncology 23: 291–298 (2014)
DOI: 10.1002/pon


