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Abstract

Despite improvements in medical treatment for breast cancer, resulting in better prognoses, 

women diagnosed with the illness often experience psychosocial problems. As a result, many 

psychosocial intervention programs have been developed, usually with positive results. The 

aim of this study was to examine the effects of two 12-weeks psychosocial intervention 

programs for women with a primary, non-metastatic breast cancer diagnosis, compared to 

women who were on a waiting-list for these interventions for three months.

Sixty-nine women with primary, non-metastatic breast cancer, but otherwise without psycho-

social problems, were randomised into a group intervention program (group psychotherapy 

or social support group) or a waiting-list control group. Differences between both groups 

in psychosocial adjustment, social support and coping at short-term were described in this 

study.

Women who participated in the group intervention programs did not differ from women in 

the waiting-list control group on psychosocial adjustment at the end of the study. Women 

who participated in the social support groups, reported to receive more social support from 

others not very close to them. They also used more palliative coping than women from the 

group psychotherapy.

Apparently, at short-term, women who are being diagnosed with breast cancer, but other-

wise have no psychosocial adjustment problems after diagnosis, do not especially benefit 

from an intervention program at short-term, compared to women who were in a waiting-list 

control group.
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Introduction

Medical treatment of breast cancer has improved significantly in the past decades [1,2] and 

consequently patients with breast cancer live longer, especially when diagnosed at an early 

stage [3]. Yet, being diagnosed with breast cancer is still seen as a life-threatening event and 

is often accompanied with psychosocial problems, especially distress (anxiety, depression), 

sexual and body image problems, and difficulties in social relations [4-6]. Many psychosocial 

intervention programs have been developed and tested to help cancer patients cope with 

these problems [7-9]. Most studies have found that these psychosocial interventions lead 

to a reduction of distress and improvement in coping abilities [7-13]. However, when the 

study samples were divided into patients who were more at risk for developing psychological 

problems and patients who were not, it appeared that especially patients who were at risk 

contributed to the significant positive changes in psychological distress [10-13].

Since coping style has an important influence on well-being in women suffering from breast 

cancer, many intervention programs encompass at least some elements of coping skill train-

ing [14,15-20]. Two studies among women with breast cancer [17,20], in which coping skill 

training was an important element in the intervention, report positive effects on distress, 

social functioning [17,20], quality of life [17], and physical health [20]. Results were enhanced 

three [17] and six months [20] later. Another study in which a cognitive behavior therapy for 

women with metastatic breast cancer was compared to a no treatment condition, showed 

less convincing treatment effects: Although participants showed less depression and less 

total mood disturbance, and improved self-esteem shortly after the intervention, these dif-

ferences disappeared at three and six months follow-up [19].

In the abovementioned studies, it is, however, unclear whether coping abilities changed as 

well. Spiegel and colleagues [14] reported that women participating in psychological sup-

portive group psychotherapy reported positive changes with respect to vigour and fatigue. 

These women also used less maladaptive coping strategies compared to women of a non-

intervention control group. Another study among breast cancer patients [18] also found a 

positive intervention effect on maladaptive coping. These studies indicate that participating 

in a group intervention usually leads to the use of more effective coping, especially if the 

intervention includes a coping skill training.

Another important factor in adjustment to breast cancer is receiving social support. Patients, 

suffering from a serious disease such as breast cancer, who receive adequate social support, 

are better adjusted psychologically, experience a greater sense of well-being and are less 

depressed than patients who do not receive social support or when the social support they 

receive is perceived as inadequate [6,18,21-23]. Social support is also an important focus in 

group intervention programs [6,7,24]. Participating in a group intervention program gives 

patients the opportunity to share feelings with other patients who function as a social sup-

port source. Therefore, one may expect a positive effect on psychosocial adjustment. Results 
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of intervention studies on social support, however, are mixed. In a study of Samarel and col-

leagues [25] a significant improvement in the quality of relations with significant others was 

found just after the intervention. This effect was not maintained at eight weeks follow-up. 

Helgeson and co-workers [26] reported that women who participated in a peer-discussion 

intervention condition and were at the start of the intervention satisfied with the emotional 

support, deteriorated. However, those who at the start of the intervention lacked emotional 

support or had more negative interactions with their partners, benefited from the peer-

discussion group. Participants of the education groups reported a positive effect, which was 

strongest for women who reported lack of emotional and informational support at the start 

of the intervention. Other group intervention studies [6,27-29] did not find improvements in 

levels of social support, suggesting that participating in a group is not necessarily beneficial 

with respect to social support.

In the present study, women with primary, non-metastatic breast cancer were randomised 

into a group intervention condition (either a group psychotherapy condition or a social 

support group condition), or a waiting-list control group condition. This study is part of a 

long-term intervention study, and women who were in the waiting-list control group condi-

tion, were randomised in one of the intervention conditions after three months. In this part 

of the study, we describe the post-treatment differences between participators and non-

participators of the intervention at short-term, with respect to psychosocial adjustment (i.e. 

psychological, psychosexual and social adjustment), coping and social support. We expect 

that women who participated in a group intervention program will show some improve-

ment in psychosocial adjustment. We suggest that they have changed their way of coping in 

case it was maladaptive and are better able to get the social support they want compared to 

women in the waiting-list control group condition. Finally, we also studied whether effects on 

psychological, psychosexual and social adjustment were mediated by coping and perceived 

social support.

Methods

Subjects and procedures

Patients were recruited from several hospitals in the region of Rotterdam, The Netherlands. 

Eligible participants were women between 18 and 70 years of age, who had had surgery 

for primary breast cancer no longer than four months ago, no distant metastases, sufficient 

knowledge of the Dutch language, and no psychiatric illness. They were informed about 

the study by an oncology nurse, who also judged the absence of psychiatric illness. Women 

were told that they were not offered a choice, but were randomly allocated to one of four 

conditions after completion of the first questionnaire: Early start or after a waiting period of 

several months; psychotherapy group or social support group. If a woman was not motivated 
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to participate, she could indicate this by returning an answering-form. If not returned within 

three weeks, the investigator attempted to contact the women by telephone, asking patients 

to participate. If they consented, an appointment was made for the first interview, in which 

women were asked to sign a written informed consent and a set of questionnaires was handed 

over. Women were asked to complete these questionnaires at their earliest convenience and 

return them by mail. After receiving the questionnaires, patients were randomised into the 

waiting-list control group, the group psychotherapy or the social support group.

The second measurement (T2) was planned about three months later. For the women who 

participated in a group intervention, this was just after having completed the intervention, 

while for those in the waiting-list control group it was just before the start of the interven-

tion.

Measures

Medical and demographic data were obtained from a general questionnaire containing 

anamnestic questions (size of tumour, date of diagnosis and surgery, type of surgery, number 

of affected lymph nodes, adjuvant therapy) and demographic questions (age, education, 

marital status, work status). The referring oncology nurse checked the information in medical 

records for women who agreed to participate.

Coping was assessed with two questionnaires. Generic coping was measured with shortened 

19-item version of the Utrecht Coping List (UCL) [30]. It covers three dimensions of coping: 1) 

Active coping (α = 0.83), 2) Emotion Focused coping (α = 0.75), and 3) Palliative coping (α = 

0.70). Higher scores represent a more frequent use of that particular coping strategy [30].

Illness specific coping was measured with the Health and Diseases Inventories (HDI), designed 

especially for cancer patients [31]. It consists of three subscales: 1) Optimistic Attitudes (α = 

0.74): Persons who score high on this subscale have a self-confident and optimistic attitude 

toward life, they enjoy life and have confidence in the future, they also act as if nothing has 

happened; 2) Illness Orientated coping (α = 0.65): Indicating a preoccupation with what is 

happening in one’s body and fostering a negative, fatalistic idea about the disease. 3) Repres-

sive coping (α = 0.85): Non-expression of negative emotions, and asking for support and 

attention of others.

Social support was measured with the Social Network Questionnaire (SNQ) [32], concerning 

the following dimensions: 1) Significant others, such as partner, family and close friends (α = 

0.43), 2) Persons from the medical setting, such as doctors and other medical personnel (α = 

0.65), and 3) Others, such as psychosocial workers, colleagues and strangers (α = 0.14).

Psychosocial adjustment was covered by three scales:

Emotional adjustment was measured with the Dutch version of the Profile of Mood States 

(POMS) [33], which measures mood states in five areas: Depression (α = 0.89), Anger (α = 

0.91), Fatigue (α = 0.91), Tension (α = 0.89), and Vigour (α = 0.80). A higher score indicates that 

a particular mood is more often experienced [33].
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Psychosexual functioning was measured with the subscales Sexual Functioning (α = 0.81) 

and Body Image (α = 0.89) of the breast cancer specific module (QLQ-BR32) [34] of the EORTC 

QLQ-30 [35]. It includes questions about side effects of different treatment modalities, body 

image and sexuality. Higher scores on the subscales Sexual Functioning and Body Image 

represent a better level of functioning [34].

Social adjustment was measured with the subscales Social Interactions (α = 0.75) and Recre-

ation (α = 0.75) of the Sickness Impact Profile (SIP) [36]. This is a daily functioning question-

naire, which describes the impact of illness on behavior in twelve dimensions. Higher scores 

represent more impact of the illness.

Reliability and validity of all used questionnaires are adequate for the Dutch population.

All data were collected at T1 and T2, with the exception of coping measures. Coping ques-

tionnaires were only included in the T2 measurements of the intervention groups, not of the 

waiting-list control group.

Interventions

The psychotherapy group program has been tailored to the specific emotional, sexual and 

social needs of post-surgical breast cancer patients. It is based on Experiential-Existential (EE) 

premises [37] enriched with Cognitive Behavioral (CB) components and was developed for this 

study on the basis of long-term experience in group-interventions for patients with cancer 

at the Helen Dowling Institute. The existential approach means that the psychotherapeutic 

counseling focus on a stimulation of exploration of personal needs, problems and personal 

strength. From this point, solutions for personal problems are sought. In this process, the 

emphasis is on the potential personal growth and need to develop. The methods used in this 

counseling were taken from the CB approach. The program was semi-structured, in a sense 

that the topics and goals of the intervention were outlined in a manual [38], which served 

as a practical guide for the therapists. The timing of realisation of the basic goals of the ses-

sions was decided by the clinical judgement of the therapists. Topics for the 12 sessions were 

established in advance (see Box 1), but the group members themselves determined for each 

session which of these topics they wanted to discuss. The therapists had to make sure that all 

the topics were dealt with during the 12 sessions. The main aim of the psychotherapy group 

was that participants learnt how they felt about having breast cancer and the consequences 

of it and how to learn to express these feelings.

The social support groups were designed to let breast cancer patients share their mutual 

experiences with respect to the diagnosis and treatment for breast cancer. Patients were 

encouraged to use the group to obtain peer support and emotional encouragement. A treat-

ment manual was not developed for this type of intervention. There were, however, certain 

rules group members had to follow (rules about safety, speaking for oneself ) and the sessions 

were structured: All sessions started with a round in which members told about the past 

week. Next they discussed the subject they choose the previous week. This part was split 
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by a short coffee break. At the end of the session, members choose the subject for the next 

session. Although group members could choose themselves which topic they wanted to 

discuss in the next session, they had to choose it from a number of selected topics (see Box 

1). The main aim of this intervention was to learn to cope in a practical manner with problems 

women experience as a consequence of having breast cancer.

Both intervention conditions consisted of 12 weekly sessions of 2,5 hours. After the regular 

sessions, two additional sessions followed at respectively one and two months.

Statistical analyses

Because of the high ratio between dependent variables and the number of participants, we 

limited the number of variables in the analyses. Intercorrelation coefficients were estimated 

for the six subscales of the coping measures (UCL and HDI) and the subscales of the POMS. 

In case of sufficient intercorrelations, principal component analyses were performed on the 

subscales of the coping subscales and the POMS, respectively. This procedure was described 

in more detail elsewhere [39].

Differences between the groups with regard to demographic and medical variables and base-

line values of psychosocial adjustment, social support and coping were tested with univariate 

analyses of variance (ANOVA) for the continuous data and Χ2 analyses for ordinal data.

To discriminate between the intervention group condition and the waiting-list control group 

condition, the variable ‘Group’ was coded as 1 for participation in the intervention condition 

and 0 for being in the waiting-list control group condition. As we were also interested in the 

Box 1: Topics to be discussed in intervention

Topics which should be discussed in both group interventions

First session:
 - Introduction
 - Rules of the group
 - Feeling safe in the group
All other sessions:
 - Personal meaning of having (had) cancer
 - Fear of recurrence
 - Coping with feelings of uncertainty and control
 - Coping with emotions
 - Self image
 - Body image
 - Sexuality
 - Intimacy
 - Asking for social support
 - Giving social support
 - Coping with the partner
 - Coping with other relatives
 - Coping with the past
 - Saying goodbye/farewell
 - Holding on to changes
 - Going on without going to ‘the group’
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differences between type of interventions, the variables ‘Therapy’ was coded 1 for having 

participated in the group psychotherapy intervention and 0 for participating in the social 

support groups or being in the waiting-list control group. The variable ‘Support’ was coded 1 

for participating in the social support group condition and 0 for being allocated to the group 

psychotherapy program or being in the waiting-list control group.

Multiple regression analysis was used to test for the effects of the psychosocial interventions 

compared to being on the waiting-list on post intervention outcome measures (psychoso-

cial adjustment, social support and coping), taking into account the baseline values (T1) 

thereof [40]. To gain insight into the relative importance of each predictor, the standardized 

regression coefficient (β) was used. The statistical level of significance was fixed at p ≤ 0.05, 

two-tailed. The variance inflation factor (VIF) values (an index of multicollinearity) had to be 

smaller than 4 [41]. Moreover, a regression model was considered plausible if the predictor 

variables and the interaction terms were statistically significant, provided that the VIF-values 

were within acceptable limits.

The sequence of regression analyses was as follows. In the first series of regression analyses, 

the model consisted of the baseline values, corresponding to the outcome variable, and the 

variable ‘Group’. In the second step social support and coping variables, measured at baseline 

(T1), and demographic variables (i.e. Age, Stage of disease and Type of surgery) were added 

in the regression analyses.

In case of a significant difference between women participating in any of the intervention 

group programs and women in the waiting-list control group condition, the regression analy-

ses were performed again, replacing ‘Group’ by ‘Therapy’ and ‘Support’. This way we were able 

to determine whether the effect was due to participating in one group especially.

The same steps were applied to test the effects of the intervention on coping. However, since 

coping was only assessed at T2 among women who participated in any of the intervention 

groups, the variable ‘Group’ was replaced by the variable ‘Type of intervention’.

Results

Sample description

Two hundred and fifty one eligible women were contacted by the investigators by telephone. 

The reasons for not participating of 164 women were: 1) not interested (15.9%), 2) having 

enough support (15.9%), 3) being too emotionally distressed (8.5%), 4) could not be reached 

by telephone (11.6%), 5) other reasons such as distance and time (16.5%), and 6) unknown 

(32.5%). Of the remaining 87 women (34.7%), 69 completed this part of the study at T2. Of 

the 18 women who dropped out, one women had died, for one women going to a group be-

came too emotional, three women were too ill to attend group meetings, for one woman the 

group meetings were not what she had expected, twelve women stopped their participation 
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without giving a reason. Women who stopped participating, did not differ on medical and 

demographic variables from the participants who stayed in the study. However, at baseline 

they reported receiving significantly less social support from Others, such as colleagues and 

neighbours (p = 0.05) than women who participated.

Of the 69 participants, no woman had distant metastases, but 20 women had affected lymph 

nodes (N
1
). Most participating women had had a mastectomy (66.7%). Only three of them 

had had a reconstruction at the time of interview. The mean age was 49.2 years (range 29-68; 

SD 7.90). Most women had finished secondary school as their highest education (68.1%), 

and had a partner (73.9%). Seven of them were not living with their partner. Of the 16 single 

women, 3 were never married, 11 women were divorced and 2 women were widowed. Medi-

cal and demographic data are summarized in Table 1. The women in our study did not differ 

on mental health status from the general healthy population.

Of the 69 women 34 women were assigned to the group intervention programs --15 of them 

participated in the group psychotherapy condition and 19 in the social support group condi-

Table 1: Medical and demographic characteristics

No. %

Total patients 69 100

Time since surgery (weeks)

 Mean (range) 9.25 (3-16)

Stage

 0 3 4.3

 I 24 34.8

 II 33 47.8

 III 3 4.3

 Missing 6 8.7

Number of affected lymph nodes

 0 48 69.6

 1-4 15 21.7

 >4 5 7.2

 Missing 1 1.5

Type of surgery

 Breast conserving therapy 23 33.3

 Mastectomy 46 66.7

Age (years)

 Mean (range) 49.2 (29-68)

Highest education

 Primary school 5 7.2

 Secondary school 47 68.1

 Higher education 14 20.3

 Missing 3 4.3

Marital status

 Partner 51 73.9

 Single 16 23.2

 Missing 2 2.9
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tion -- while the other 35 participants were in the waiting-list control group condition. For 

those who were in the group intervention, the mean time between T1 and T2 was 21 weeks, 

while for those who were in the waiting-list control group this was 16 weeks. This difference 

was not significant. Women who took part in the group psychotherapy condition did not 

differ on medical and demographic variables or on the baseline measures of psychosocial 

adjustment, social support and coping from those who participated in the social support 

group condition. Participants of the intervention group conditions did neither differ from 

women in the waiting-list control group condition on any of the abovementioned variables.

Data reduction

Pearson correlation-coefficients were determined for the six coping subscales and the 

subscales of the POMS. The coping subscales appeared relatively independent and, conse-

quently, data-reduction would yield too much loss of information. Intercorrelations of the 

POMS-subscales were all statistically significant, with the lowest correlation being r = 0.35 

for the subscales Vigour and Tension. A principal component analysis with Varimax rotation 

was performed on the subscales of the POMS, which resulted in two separate factors. The 

first component represents ‘Distress’ and is formed by the subscales Depression, Anger and 

Tension. The second component is formed by the subscales Vigour and (reverse of ) Fatigue 

and represents ‘Vitality’. For both components, the means of the composing subscales were 

summarized and used in the analyses.

Intervention effects on psychosocial adjustment

Of the regression models that have been tested, several models appeared to be multicollinear 

and, as a result, were eliminated. Of the models left, only models that included the highest 

number of predicting variables for each outcome variable, are presented in Table 2.

As can be concluded from Table 2, all outcome variables were predicted by the baseline 

levels of the corresponding variables: A higher level at T1 predicted a higher level of the 

same variable at T2. The variable ‘Group’ was not predictive for any of the outcome variables. 

Apparently, participating in a group intervention or being in a waiting-list control group did 

not influence the outcome at T2.

Distress at T2 was predicted by Illness Orientated coping. Women, who had a high level of 

Illness Orientated coping at the start of the study, reported more Distress at T2 (p=0.03). 

Age was predictive for Sexual Functioning (p=0.03). Older women had fewer problems with 

sexual functioning at T2 than their younger counterparts. Finally, Social Interactions were 

also predicted by coping. Women who reported a more emotion focused way of coping at 

baseline, were less limited in their social interactions at T2 (p=0.05), while women who had 

a palliative coping style, reported more restrictions in their social interactions at that time 

(p=0.02).
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Intervention effects on social support

As for psychosocial adjustment, several models appeared to be multicollinear and were thus 

eliminated. Models with the most predictive value are presented in Table 3.

For all social support outcome variables, their baseline levels predicted outcome at T2: The 

higher the levels were at baseline, the more support was perceived at follow-up. Women 

who participated in the intervention groups perceived at the end of treatment more support 

from Others than women on the waiting list (p=0.01). Stage of disease was predictive for 

Table 2: Results of regression analyses of psychosocial adjustment

Distress Vitality Body Image Sexual 
Functioning

Social 
Interactions

Corresponding value at T1 β 0.36* 0.59** 0.80** 0.65** 0.84**

Group β -0.13 -0.13 -0.05 -0.17 0.08

Age β -0.13 -0.11 -0.00 0.28* 0.16

Stage of disease β -0.04 0.07 0.07 0.08 0.11

Type of surgery β -0.09 0.07 -0.05 0.07 -0.14

Active coping β -0.13 0.23 -0.06 -0.22 -0.03

Emotion focused coping β -0.08 0.10 0.05 0.17 -0.29*

Palliative coping β 0.05 -0.06 0.07 -0.10 0.24*

Optimisitc coping β 0.04 0.13 -0.15 -0.08 0.17

Illness Orientated coping β 0.42* -0.24 -0.17 -0.08 0.24

Repressive coping β -0.05 0.24 0.04 0.04 -0.06

Support sig. Others β -0.02 -0.16 0.05 0.01 0.02

Support Med. Services β -0.01 -0.14 0.15 0.06 -0.15

Support Others β -0.16 0.07 0.04 0.01 -0.03

R2 0.51 0.45 0.73 0.57 0.64

* p< 0.05
** p < 0.01

Table 3: Results of regression analyses on social support

Support
Sig. Others

Support
Med. Services

Support
Others

Corresponding value at T1 β 0.63** 0.47* 0.55**

Group β 0.03 -0.18 -0.31**

Age β 0.02 -0.09 0.15

Stage of disease β 0.31** -0.02 0.35*

Type of surgery β -0.19 -0.03 -0.17

Active coping β 0.01 0.12 -0.06

Emotion focused coping β -0.20 0.11 -0.01

Palliative coping β 0.04 -0.23 0.15

Optimistic coping β 0.33** 0.01 0.12

Illness Orientated coping β 0.13 -0.22 0.24

Repressive coping β -0.24 0.08 -0.09

R2 0.64 0.29 0.48

* p< 0.05
** p < 0.01
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support gained from Others (p≤0.01) and from Significant Others (p≤0.01). Women with a 

more advanced stage of disease perceived more support from both groups. Women with an 

optimistic attitude, also reported to gain more support from significant others than women 

with a less optimistic attitude.

To determine whether the influence of participating in a group on support from non-signif-

icant others was due to participation in the group psychotherapy, the social support group 

or both, a regression analysis was performed in which ‘Group’ was replaced by the variables 

‘Therapy’ and ‘Support’. It appeared that women who participated in the social support 

groups, perceived at the end of treatment more support from Others than their counterparts, 

who had participated in the group psychotherapy program or were in the waiting-list control 

group (p≤0.01).

Intervention effects on coping

Also for coping, several models were multicollinear and were eliminated. Models with most 

predictive value are summarized in Table 4.

Levels at baseline were predictive for level of Active coping, Emotion Focused coping, Op-

timistic Attitude and Illness Orientated Coping at T2: More use of these kinds of coping at 

baseline, meant that these coping types also were more used at T2. For Palliative coping 

and Repressive coping, the predictions were not statistically significant. For Palliative coping, 

it appeared that participating in the social support group, predicted more use of Palliative 

coping at T2 (p = 0.05). Social support from significant others at baseline, appeared to be 

predictive for Emotion focused coping at T2 (p = 0.04). Women who received more support 

from significant others, use more often an emotion focused way of coping at T2. Social sup-

port from Others seem to lead to more Repressive coping (p = 0.02).

Table 4: Results of regression analyses on coping

Active 
coping

Emotion 
focused 
coping

Palliative 
coping

Optimistic 
Attitude

Illness 
Orientated 

coping

Repressive 
coping

Corresponding value at T1 β 0.67** 0.37* 0.39 0.67* 0.81** 0.29

Group β 0.03 -0.18 -0.45* -0.06 -0.20 0.06

Age β 0.03 0.07 -0.11 -0.05 0.08 0.15

Stage of disease β 0.24 0.33 0.04 0.34* -0.15 -0.12

Type of surgery β -0.16 -0.21 -0.35 -0.17 -0.07 0.13

Support sig. Others β -0.22 0.36* -0.32 0.09 -0.15 -0.01

Support Med. Services β -0.11 -0.32 0.28 0.07 -0.16 0.03

Support Others β 0.11 0.08 0.20 -0.04 0.03 0.55*

R2 0.52 0.58 0.43 0.71 0.69 0.56

* p< 0.05
** p < 0.01
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Discussion

The aim of the present study was to test whether participating in a group intervention 

program was effective in psychosocial adjustment and social support by comparing the 

intervention condition by a waiting list condition, in a randomised study. A second aim was 

to test whether coping would change after participating in a group intervention program.

Several conclusions can be drawn from this study. First of all, no differences in psychosocial 

adjustment were found at T2 between the women who participated in the group interven-

tions and women who were in the waiting-list control group. A second finding was that 

women in the intervention group condition experienced more support from Others than 

women in the waiting-list control group condition. No differences were found for Support 

from significant others and Support from medical services. It appeared that especially those 

women who participated in the social support groups report more support from Others. A 

final result concerns coping: The kind of intervention women participated in did not predict 

coping patterns at the end of treatment, with exception of Palliative coping. Women in the 

social support groups used more palliative coping than women in the group psychotherapy 

condition.

These findings are in line with those of Tarrier and Maguire [42], who did neither find a re-

duction in psychosocial adjustment at the end of psychosocial treatment, and findings of 

Berglund and colleagues [43], who even report a negative effect on coping after participating 

in a group intervention. However, our findings seem to be in contradiction with most other 

studies [10-17,27,44,45]. These studies show positive effects of an intervention program on 

psychosocial adjustment and coping compared to no psychosocial treatment, although in 

some studies the positive changes were mainly contributed to at-risk patients [10-13].

A closer look at these studies reveals, however, that our findings may not be uncommon, 

especially with respect to social support groups. For instance, in several studies [15,27,46,47] 

the participants of the social support groups did not differ on psychosocial adjustment from 

the patients in the control group. In these studies, only the participants of the Cognitive 

Behavioral Therapy group [27], the Coping Skills Group [15] and the educational groups 

[46,47], reported significant improvements just after completion of the intervention. We, on 

the other hand, did not only find no treatment effect in the social support groups, but neither 

in the group psychotherapy, which was a rather unexpected result.

In our study, we only concentrated on short-term effects. It was not possible to study long-

term effects, while after being on the waiting list for about three months, women in this 

condition also started with one of the two group intervention programs. It may very well be 

that findings at follow-up would be different. Some studies did find positive effects of par-

ticipating in an intervention just after completion, but these effects disappeared at follow-up 

some months later [27]. In other studies, however, the effects just after completion of the 

intervention were absent [42] or rather small [16,44], while at follow-up some months later, 
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those participating in a group intervention program were significantly better adjusted than 

patients of the non-intervention control group.

An explanation for these discrepancies in findings could be the type of patients who were 

studied. Our study sample consisted of women who were approached actively to participate 

in this study. Most of these women were mentally healthy, which was not always the case in 

other intervention studies [27,42,45]. Most of the women in our study would not have sought 

psychosocial counseling in case it was not offered. However, about one third of the women 

stated that they participated to help themselves. Apparently, the other women were at the 

start of the intervention not as motivated as participants of self referred intervention studies. 

Finally, we were only able to study the short-term effects of intervention for ethical reasons. 

It was thought unethical to withhold women from psychosocial counseling for longer than 

three months.

The coping style at the start of the study appeared to be predictive for some psychosocial 

adjustment. Using emotion focused coping leads in this sample to more social interactions at 

the end of treatment, while a palliative coping style predicts a reduction in social interactions. 

Illness specific coping was predictive for both psychosocial adjustment and social support. 

Having an illness orientated coping style leads to more distress at T2, but also to more sup-

port from people less close to the patients. Women who expressed an optimistic attitude 

about their illness, experiences more support from more significant others.

Finally, some of the demographic variables were predictive for psychosocial adjustment, 

social support and coping variables. Being younger predicted more problems with sexual 

functioning. We could, however not support conclusions from other studies [48-50] that 

younger women were less psychologically adapted than their older counterparts. In our 

study, older patients tend to use more repressive coping, meaning that they did not express 

their feelings as much as younger patients did, which is in line with findings of Schnoll and 

colleagues [51].

Stage of the disease was predictive of the amount of support one receives: Being diagnosed 

with a more advanced stage of disease leads to more support from both significant others 

and from persons who are less close to the patients. Although not confirmed in our study, 

this could be the result of having somewhat better coping strategies when having a more 

advanced stage of disease, as was reported by Schnoll and co-workers [51].

Generally, we may conclude that in this study participating in a group intervention is no 

more effective than being in a waiting-list control group condition, at least not at short-term. 

Only the women who participated in a social support group report more social support from 

persons at some distance compared to women who were in the waiting-list control group or 

who participated in a group psychotherapy. Women in the social support groups, also used 

a more palliative way of coping at the end of their treatment than did women in the group 

psychotherapy.
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A limitation of this study could be the number of participating women, the mental state of 

the participating women and the motivation for participation. In this study, only 27.5% of all 

approached women participated. Although this is not a large number, it confirms what is re-

ported in other randomised intervention studies, which fully describe the number of eligible 

patients and the number of patients who completed the study [28,52,53]. Randomised stud-

ies with higher numbers usually not describe how many eligible patients were sent a letter 

for participation or how many eligible patients were reached by other means [11,14,17,25]. 

These studies give, in our opinion, an underscore of the real number of eligible patients. We 

stress, therefore, that the women of our study are representive for women who are diagnosed 

with breast cancer and are willing to participate in a psychological intervention program.

Women in the present study were mentally just as healthy as persons from the general 

population. This could be considered as a drawback, but as the aim of the entire study was 

to prevent women from becoming psychosocially maladjusted, we stress that it is not. We 

expected women who did not participate in the intervention programs to deteriorate at least 

a little, which did not happen. Finally, as stated before, the women in this study sample might 

have been less motivated at the start of the study than participants who are self referred and 

are highly motivated to participate in a psychosocial intervention program. However, at the 

end, more than 90% of the women stated that the intervention was helpful to them; with 

over more than half of them saying that it had helped them a great deal.
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