
FACTORS AFFECTING PERCEIVED SOCIAL SUPPORT BY 
ADOLESCENTS WITH CANCER 

by 

Teresa Ely 

A Thesis Submitted to the Faculty of the 

COLLEGE OF NURSING 

In Partial Fulfillment of the Requirements 
For the Degree of 

MASTER OF SCIENCE 

In the Graduate College 

THE UNIVERSITY OF ARIZONA 

1996 



STATEMENT BY AUTHOR 

This thesis has been submitted in partial fulfillment of requirements for an 

advanced degree at The University of Arizona and is deposited in the University 

Library to be made available to borrowers under rules of the Library. 

Brief quotations from this thesis are allowable without special permission, 

provided that accurate acknowledgment of source is made. Requests for 

permission for extended quotation from or reproduction of this manuscript in 

whole or in part may be granted by the copyright holder. 

2 

/ ~ AO /hyJ Uy 
Signed: ___ ~------~---~---

APPROVAL BY THESIS DIRECTOR 

This thesis has been approved on the date shown below: 

J E. Haase, Ph.D., R.N. 

i-/ - I -<? (g 
Date 



DEDICATION 

I would like to dedicate this work to my husband. His love and support 

enabled me to succeed in completing this thesis, despite life's most difficult 

challenges. 

3 



ACKNOWLEDGMENTS 

I would like thank the members of my committee, Dr. Ki Moore, and Gale 

Manke for their support and inspiration. A special thanks to Dr. Joan Haase, 

chairperson of the thesis committee, for her endless patience and optimism in 

guiding me through this thesis. 

4 



5 

TABLE OF CONTENTS 

Page 

LIST OF ILLUSTRATIONS .. . ...................................... 7 
LIST OF TABLES .................................. . ............ 8 
ABSTRACT .............. . ..................................... 9 

CHAPTER 

I. INTRODUCTION ....................................... 10 

Research Question One . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12 
Research Question Two . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12 
Definition of Terms .................. . ................ 12 

Resources .................................... 12 
Family resources ............................... 13 
Health care resources . . . . . . . . . . . . . . . . . . . . . . . . . . . 13 
Social support . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 13 

Perceived social support . . . . . . . . . . . . . . . . . . . . 13 
Conceptual Framework . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 13 

Health care resources . . . . . . . . . . . . . . . . . . . . . . . . . . . 14 
Significance of Research ...... . ....................... 15 
Summary .......................................... 17 

II. LITERATURE REVIEW ................... . . . ........... 19 

The Concept of Social Support . . . . . . . . . . . . . . . . . . . . . . . . . 19 
Perceived Social Support .............................. 22 
Social Support in Adolescence ........................ . 23 
Perceived Social Support by Adolescents with Cancer ........ 24 
Perceived Social Support and Family .................... 25 
Social Support and Friends ............................ 28 
Perceived Social Support and Health Care Resources ........ 29 
Social Support and Health ......... . ................... 31 
Psychological Effects of Cancer Treatment on Adolescents .... 32 
Summary ........................................ . . 35 



6 

TABLE OF CONTENTS-Continued 
Page 

Ill. METHODOLOGY ...................................... 36 
Design ............................................ 36 
Sample ............................................ 36 
Protection of Human Subjects .......................... 37 
Data Collection ...................................... 37 

Setting ....................................... 37 
Data Collection Process .......................... 37 

Instruments ........................................ 38 
Perceived Social Support from Family .................... 39 
Perceived Social Support from Health Care Providers ........ 39 
Adolescent Support Program Participation and Satisfaction .... 40 
Data Analysis Plan ................................... 40 
Research Question One ............................... 40 
Research Question Two . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 41 
Summary .......................................... 42 

IV. RESULTS OF ANALYSIS OF DATA ......................... 43 
Demographic Characteristics of the Sample ................ 43 
Family Resources .................................... 44 
Health Care Resources ................................ 44 
Results By Research Question .......................... 48 

Research Question One .......................... 48 
Research Question Two .......................... 48 

Summary ........................................... 52 

V. DISCUSSION, CONCLUSIONS, RECOMMENDATIONS ....... 53 
Discussion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 54 

Limitations .................................... 54 
Conclusions ......................................... 56 

Discussion of Findings ........................... 56 
Recommendations ................................... 56 

Implications for Nursing Research .................. 56 
Implications for Nursing Practice ................... 57 

Summary ........................................... 58 

APPENDIX A: HUMAN SUBJECTS APPROVAL ...................... 59 
APPENDIX B: INSTRUMENTS .................................... 62 
REFERENCES ................................................. 69 



7 

LIST OF ILLUSTRATIONS 

Page 

FIGURE 

1. Conceptual Framework: Factors Affecting Perceived Social Support .. 16 



8 

LIST OF TABLES 

Page 

TABLE 

1. Cronbach Alpha Coefficients for Scales ........................ 39 

2. Family Resources ......................................... 45 

3. Health Care Resources ..................................... 47 

4. ANOVA for PSS-FA by Family Resources ....................... 49 

5. T-test for Parents Married to Each Other ........................ 50 

6. ANOVA for PSS-HCP by Health Care Resources ................. 50 

7. T-test for Type of Program Participation ........................ 51 



9 

ABSTRACT 

The purpose of this descriptive research study was to determine if there 

were differences in perceived social support based on family and health care 

resources. Family resources were measured by the parent's educational level, 

marital status and economic status. Health Care Resources were measured by 

program frequency, attendance, participation and satisfaction in the adolescent 

support program and the distance the adolescent lived from the health care 

facility. The study was a secondary data analysis. The participants were 130 

adolescents with a diagnosis of cancer. Significant differences were found in 

perceived social support based on the mothers' level of education, but not in 

other family resources or health care resources. Based on the findings, nursing 

intervention and nursing research should focus on further identification of factors 

that increase the adolescents perceived social support. 



CHAPTER I 

INTRODUCTION 
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Cancer is the second leading cause of death in children and teenagers 

from ages 1 to 15 years old (Overbaugh, Sawin, 1992). However, mortality rates 

for children and adolescents with cancer have decreased greatly over the past 

twenty years. The five year survival rate is 68% for children under the age of 15 

years (Wingo, Tong, Bolden, 1995). Childhood cancer is now perceived as a 

chronic life-threatening illness, not an inevitably fatal disease. With these 

advanced medical outcomes, questions have been raised about the impact of 

cancer on adolescent growth and development and the psychological functioning 

of survivors. The focus of research has now changed from death and dying 

issues to ways of managing long-term adjustment to chronic illness (Ritchie, 

1992). 

Adolescents with cancer (AWC), face a unique challenge in their fight for 

a cure. Not only do they have to deal with the pain and body mutilation of 

chemotherapy, procedures and radiation, they must also cope with the ongoing 

developmental tasks of adolescence (Koocher, 1986). The major developmental 

tasks of adolescence include a) establishing identity and self-image, b) 

developing a positive sexual role, c) becoming autonomous from parents, and d) 

making career plans. When these developmental tasks are combined with 
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stressors associated with the diagnosis and treatment of cancer, the adolescent 

is at risk for developing psychosocial problems (Heiney, Wells, Coleman, 

Swygert, & Ruffin, 1990). 

Social support is expected to have a direct impact on an adolescent's 

development and well-being and, along with family and peers, can buffer the 

impact of stressful life events (Aro, Hanninen, & Paronen, 1989). This research 

focuses on the adolescent with cancer and his or her perceived social support 

based on family resources and health care resources. 

Social support is necessary for people with cancer dealing with the 

uncertainties and fears associated with the diagnosis and treatment (Wortman, 

1984). Social support is defined by Cobb (1976), as "information leading the 

subject to believe he is cared for and loved, esteemed, and a member of a 

network of mutual obligations" (p. 300). It is obtained through family resources, 

friends or health care resources. Currently, there is little data available on the 

factors that affect social support in adolescents with cancer. More research 

needs to be done to identify what factors positively or negatively influence social 

support. 

The purpose of this research is to describe the differences in perceived 

social support by adolescents with cancer based on family and health care 

resources. Demographic variables of parent education, marital status and 
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economic status, will be examined for their influence on adolescents' perceived 

social support. The frequency the program is offered and attended, the 

adolescents' participation and satisfaction with the support program and the 

distance traveled to the health care facility will also be studied in relation to the 

adolescent's perceived social support. Secondary analysis of data obtained from 

a study dealing with improving the quality of life among adolescents with cancer 

(Haase, 1992) was used to complete the study. The research questions to be 

addressed are: 

Research Question One 

What are the differences in perceived social support from family based on 

family resources? 

Research Question Two 

What are the differences in perceived social support from health care 

providers based on health care resources? 

Definition of Terms 

The following conceptual and operational definitions were used for the 

variables included in the conceptual framework. 

Resources: Areas of instrumental aid (material assistance), affective support 

and informational support (Lieberman, 1982). 
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Family resources: Materials and personal qualities which contribute to 

prevention or alleviation of stress within the family. Family qualities include 

financial, educational, health and psychological attributes of individual family 

members, especially parents (Mccubbin et al, 1980). The variables that indicate 

family resources in the study are: education, marital status and family income. 

Health care resources: The nature and extent of health care services used and 

the extent to which the AWC is able to and chooses to participate in support 

programs (Haase, 1992). The variables that indicate health care resources in 

the study are: program frequency, program attendance, program participation, 

program satisfaction and the distance from health care facility. 

Social support: Information leading the subject to believe he is cared for and 

loved, esteemed and a member of a network of mutual obligations (Cobb, 1976). 

Perceived social support: The extent to which an individual believes 

that his or her needs for support, information, and feedback are fulfilled 

(Procidano and Heller, 1983). 

Conceptual Framework 

The conceptual framework for this study is illustrated in 

Figure 1. There are two stages in the framework. Stage one includes the 

construct, resources, defined as the areas of instrumental aid(material 

assistance), affective support, and informational support (Lieberman, 1982). At 
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the conceptual level, family and health care resources comprise the source of 

the support, or resources. At the operational level, the family resources will be 

measured by the parent's educational level, marital status and economic status. 

Mccubbin et al (1980) defines Family Resources as the materials and personal 

qualities which contribute to prevention or alleviation of stress within the family. 

Family qualities include financial, educational, health and psychological attributes 

of individual family members, especially parents. 

Health care resources is defined as the nature and extent of health care 

services used and the extent to which the AWC participates in support programs 

(Haase, 1992). Health Care Resources will be measured by program frequency, 

attendance, participation and satisfaction in the adolescent support program and 

the distance the adolescent lives from the health care facility. 

In the second stage of the model, social support is the construct identified. 

Social support is defined by Cobb (1976) as information leading the subject to 

believe he is cared for and loved, esteemed and a member of a network of 

mutual obligations. The concept Perceived Social Support (PSS) will be the 

focus of this study. Perceived social support is defined as the extent to 



which an individual believes that his or her needs for support, information, and 

feedback are fulfilled (Procidano & Heller, 1983). Two scales will be used to 

measure PSS. The Perceived Social Support from Family Scale (PSS-FA) will 

be used to measure the perceived social support from family resources 

(Procidano & Heller, 1983). The Perceived Social Support Health Care 

Providers Scale (PSS-HCP) will be used to measure the perceived social 

support from health care resources (Haase, 1992). 

Significance of Research 

15 

Cancer is the second leading cause of death in children between the ages 

of 1 and 15 years. However, more of these young people are surviving cancer 

and over 60% can expect to live well into adulthood (Copeland & Eys, 1987, 

Greenberg, Kazak, & Meadows, 1989). By the year 2000, it is estimated that 

approximately 1 in every 1,000 young adults will be a childhood cancer survivor. 

These cancer survivors face a new group of stresses and issues that did not 

exist earlier when most of these children died. Cancer is now considered a 

chronic disease and reassessment of the long-range effects of the disease and 

its treatment is essential (Meadows & Hobbie, 1986). 
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Adolescents with cancer (AWC) are at risk for developing psychosocial 

problems when mastery of developmental tasks is overlaid by the stress of 

cancer. Self-concept and self-esteem are the most severely affected processes 

(Ritchie, 1992). Great progress has been made in the psychosocial care of 

AWC, but measures aimed at identifying those at risk for developing 

psychosocial problems need further development. Social support protects 

people from the harmful effects of stress and improves well-being and levels of 

adjustment to chronic illness (Primo, Yates, & Woods, 1990). Family, friends 

and health care providers can play a significant role in how the adolescent 

adapts to chronic illness. The nurse is the important element in identifying and 

enhancing the factors which have a positive influence on the adolescents' 

perceived social support. The nurse can use this information to assist the 

adolescent to improve the quality of his or her life and assist the adolescent in 

the mastery of developmental tasks. This can be accomplished by planning, 

implementing and evaluating nursing and family interventions throughout the 

long term experience of living with cancer. 

Summary 

Increasing numbers of adolescents with cancer are becoming long-term 

survivors due to advances in medical treatments. The stress of cancer can 

interfere with the growth and development processes of adolescence. Perceived 
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social support is thought to have a positive impact on dealing with the stress of 

cancer and can be provided through family, friends and health care resources 

This study examines the differences in the adolescent's perceived social support 

based on family and health care resources. 



CHAPTER II 

REVIEW OF THE LITERATURE 

This chapter presents a review of the literature on social support. The 

relationships between social support, health and adolescents with cancer will 

also be discussed. 

The Concept of Social Support 

19 

A great amount of knowledge about social support has been developed in 

the last 20 years. But despite these advances, there is still much debate in the 

literature about how social support should be defined and measured (Barrera, 

1986, Norbeck, 1988, Procidano, & Heller, 1983). The definitions and 

measurement of social support are often simplistic and not based on well

standardized instruments (Procidano & Heller, 1983). There is some consensus 

however, that social support concepts and their operationalizations can be 

organized into three categories: perceived social support, enacted support and 

social embeddedness.(Barrera, 1986, Heller, & Swindle, 1983, Gottlieb, 1983, 

Barrera, Sandler, & Ramsey, 1981). Perceived social support is the satisfaction 

with perceived availability and adequacy of social support. Enacted support is 

defined as the frequency of helping behaviors from others. Social 

embeddedness is the social support network size (Barrera, 1986). 
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The concept of social support first appeared in the Social Science 

literature in the 1970's. Since that time, numerous definitions have been 

proposed. One of the earliest and most widely used definitions of social support 

was advanced by Cobb (1976). Social support is defined by Cobb as information 

belonging to one or more of the following three categories: emotional support, 

esteem support, or network support. Information that one is cared for and loved 

is transmitted in intimate situations involving mutual trust and is categorized as 

"emotional support." "Esteem support" is information that one is esteemed and 

valued and is most often declared in public. Lastly, "network support" refers to 

the availability and accessibility of goods and services. 

Cobb (1976) stated social support begins in utero, is best recognized at 

the maternal breast and is communicated in a variety of ways, but especially in 

the way the baby is held or supported. As the child's life progresses, the 

perception of support is derived gradually from other members of the family, then 

from peers at work and in the community and sometimes because of special 

needs from a member of the helping profession. 

In 1980, Kahn and Antonucci defined social support as interpersonal 

transactions that include the expression of positive affect, the affirmation or 

endorsement of another person's beliefs or values and/or the provision of 

material aid or assistance to another. Kahn and Antonucci (1980) also define 
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the term convoy, to include social support. A convoy is defined as the group of 

persons one relies on for support and who conversely rely on the individual for 

support. Social support is viewed as a life-long ongoing set of relations that 

develop and change over time. People grow and mature and so do the 

members of the convoy. The social support convoy is responsive to the change 

and development in the individual and, at the same time provides an important 

element of stability and continuity over time (Antonucci & Akijama, 1991 ). 

Despite the variations in definitions, it is fairly well established that social 

support is conceptualized as a component of social interaction with family, 

friends, neighbors and others with whom one has personal contact (Frey, 1989). 

McGough's (1990) comprehensive review of the social support literature reported 

that social support requires at least six things: 

1. Mutual sharing and exchange by members of a social network; 

2. Perceptions that one is cared for, affirmation of esteem and worth, and 

information and guidance in problem solving; 

3. Interpersonal sharing of positive affect, or the sense that one is cared 

for, loved and important to another; 

4. Sharing of information; 

5. The component of belonging, being part of a group, of social 

integration; 
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6. The provision of material aid or tangible goods. 

Perceived Social Support 

The dimension of social support that is most frequently assessed is 

perceived social support. Procidano and Heller (1983) define perceived social 

support as the extent to which an individual believes that his or her needs for 

support, information, and feedback are fulfilled. A Perceived Social Support 

inventory was developed by Procidano and Heller (1983) to measure the extent 

to which an individual perceives that his or her needs for support are fulfilled by 

family (PSS-FA) or friends (PSS-FR). Measures of perceived social support 

incorporate two dimensions, perceived availability and adequacy of supportive 

ties. The authors do not quantify the number of supporters or the amount of 

social contact. They attempt to measure the individual's confidence that 

adequate support would be available if it was needed or to characterize an 

environment as helpful or cohesive. 

Perceived social support is linked to Lazarus' stress and coping model. In 

Lazarus' cognitive model, perceived social support refers to the cognitive 

appraisal by the individual that they are cared for and valued, that significant 

others are available to them if needed, and that they are satisfied with their 

interpersonal relationships (Heller & Swindle, 1986). 
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Social Support in Adolescence 

An individual's capability to give and receive social support is learned as 

the individual grows and develops. Social support is a continually changing 

process, which is modified by growth, the completion of developmental tasks and 

supportive environmental resources (Bruhn & Philips, 1987). 

Erikson's Theory of Psychosocial Development (1968) describes the 

developmental tasks the adolescent must achieve before reaching adulthood. 

The central task of the adolescent period is "identity versus role confusion." The 

adolescent either develops a stable identity or remains confused, complicating 

adulthood with old struggles or settling on a negative identity. The confusion 

during adolescence has several sources: a rapidly changing body and skeletal 

growth, development of secondary sex characteristics, and sexual urges. The 

realism of adulthood becomes more clear, causing the familiarity of childhood to 

become threatened. Perceived successes and failures of childhood with the loss 

of security of earlier years is a process that requires a great deal of time and 

emotional energy for adolescents. Adolescents use various ways of alleviating 

identity confusion and of discovering their own identities, which includes learning 

about their bodies and accepting the changes, experimenting with roles, seeking 

independence from families, identifying with a peer group, rebelling and arguing, 

and becoming idealistic. 
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Perceived Social Support in Adolescents With Cancer 

A number of studies have examined the relationship between perceived 

social support and adjustment in adult cancer patients, but this relationship has 

received little attention with adolescents with cancer. Cancer patients often 

experience a perceived loss of social support (Deasy-Spinetta & Spinetta, 1980, 

Kazak & Meadows, 1989, Noll, Bukowski, Rogosch, LeRoy, & Kulkarni, 1990). 

Stern, Norman, and Zevon (1993) found that adolescents with cancer and 

healthy adolescents were found to vary in their perceptions of social support as a 

function of the classes of stressors they identified as most difficult to manage. 

Adolescents with cancer managing primarily interpersonal stressors experienced 

higher levels of perceived social support than did their healthy peers. Healthy 

adolescents perceived greater levels of social support than did the adolescents 

with cancer when external stressors were identified as most difficult to manage. 

Most of the adolescents with cancer who did identify external stressors reported 

the greatest difficulty when dealing with the stressors related to their health. 

Therefore, many adolescents with cancer experienced less perceived social 

support than healthy adolescents when managing health-related stressors. 

These findings, along with another study by Stern and Zevon (1990), confirm 

that perceived social support varies as a function of identified stressors in 

healthy adolescents. 
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Perceived Social Support and Family 

The family is generally regarded as the primary source in the social 

environment to influence the health and development of children (Boyce, 1985). 

The family resources are materials and personal qualities which contribute to 

prevention or alleviation of stress within the family. Family qualities include 

financial, educational, health, and psychological attributes of individual family 

members, especially parents (Mccubbin et al, 1980). 

The following supportive characteristics of the family, when functioning 

effectively can act as moderators of stress: 1) collector and disseminator of 

information about the world; 2) a feedback guidance system; 3) source of 

ideology; 4) guides and mediator in problem-solving; 5) source of practical 

service and concrete aid; 6) a haven for rest and recuperation; 7) a reference 

and control group; 8) a source and validator of identity; and 9) a contributor to 

emotional mastery (Caplan, 1976). The support obtained from family does not 

disappear as children mature, leave the home and have children of their own. All 

three generations, older, middle and younger are involved in patterns of support 

and resource exchange, which increase their viability and protect them from the 

harmful effects of stress (Hill, 1970). 

Mccubbin et al, (1980) emphasized the role of social support in protecting 

against the effects of stressors and thereby contributing to a family's 
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invulnerability. Social support can make individuals and family units less 

vulnerable to crisis when they experience stressors such as termination of job 

(Gore, 1978), leukemia (Kaplan, Smith, Grobstein, & Fischman, 1973), and 

natural disasters such as floods (Erickson, 1976). Social support can also assist 

in the family's recovery from stress or crisis, which has been indicated in cases 

of myocardial infarction (Mather et al., 1971 ), death (Parkes, 1972), and divorce 

(Colletta, 1979). The recovery from the stress or crisis experienced in the family 

as a result of life changes contributes to the family's regenerative power. 

Procidano and Heller (1983) found perceived social support from family and 

friends to have an inverse relationship with symptoms of distress and 

psychopathology. This relationship was stronger for perceived social support 

from family than it was for friends. Inadequate family support was found to 

contribute to psychological problems in adolescence (Tyerman & Humphrey, 

1983). 

Spiegel, Bloom & Gottheil's (1983) work with metastatic breast cancer 

patients, found that the family is a crucial factor in patient adjustment. Families 

high in expressiveness facilitate the emotional adjustment of their members by 

providing an opportunity for the sharing of fear, anxiety and frustration and 

thereby make the problem-solving process mutual rather than one carried on in 



isolation. Better adjustment and less mood disturbance was found to be 

predicted by more expressiveness and less conflict in the family. 
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Perceived family support has been shown to be an important factor in the 

rehabilitation of chronic pain patients. Patients who come from supportive 

families have an increased ability to cope with their pain (Jamison & Virits, 1990). 

Patients who described their families as being supportive reported significantly 

less pain intensity, less reliance on medication and greater activity levels. 

Sherbourne and Hays (1990) examined the relationship of marital status, 

social support and health transitions in chronic disease patients. The findings 

suggested that well-being is enhanced by social support and is more readily 

available through the marital relationship. Health care providers need to 

increase the availability of social support to minimize adverse health outcomes in 

chronic disease patients. 

Mulhern, Fairclough, Smith and Douglas (1991) studied the effects of 

maternal depression in a sample of 99 children undergoing treatment for cancer. 

Results indicated that maternal depressive symptoms were the most consistent 

predictor of childhood depression across different methods of assessment and 

informants. Perceived lack of social support and current hospitalization of the 

child were the best predictors of levels of maternal depression. Lower 

socioeconomic status (Daniels, Moos, Billings, & Miller, 1987) and increased 
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duration of disease (Kovacs, et al., 1990) have also been associated with 

increased levels of depression among mothers of children with several different 

chronic illnesses. 

Social Support and Friends 

Social support from friends was not a variable in this study. However, 

while adolescents receive their greatest social support from family, studies 

indicate they also receive social support from friends. Aro, Hanninen, and 

Paronen, (1989) examined the effect of social relationships and the impact of 

adverse life events on psychosomatic symptoms in adolescents (n= 2013). The 

psychosomatic symptoms included: abdominal pains, loss of appetite, headache, 

difficulties in falling asleep or awakening during the night, nausea or vomiting, 

dizziness, tremor of hands, diarrhea, or irregular bowel function, excessive 

perspiration without physical effort, heartburn or acid troubles, breathlessness 

and palpitations. The findings indicated that adolescents who had experienced 

adverse life events and reported a poor relationship with one or both parents had 

the highest levels of symptoms and the greatest increase in symptoms during 

follow-up. Lack of friends was also associated with psychosomatic symptoms, 

especially among those who had experienced adverse life events. Another 

finding from this study showed that having a parent as a confidant was 

associated with lower levels of symptoms while having a friend as a confidant 
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was not. This suggests that at least in problem situations the role of parents is of 

greater importance for adolescent well-being. 

Perceived Social Support and Health Care Resources 

Health care resources, the nature and extent of health care services used 

and the extent to which the AWC participates in support programs comprise an 

additional source of social support. Because of increased survival rates of 

adolescents with cancer, the focus of support groups is no longer death, but 

rather the psychosocial aspects of living with the chronic illness and improving 

the quality of life. 

Children and adolescents with cancer seek information in relation to 

disease concerns. The major informational needs expressed by children and 

adolescents were those related to disease and social concerns (Chesler, 1990). 

Support programs for children and adolescents have been developed to 

overcome the problems patients may experience during diagnosis and treatment. 

These problems may include delayed mastery of developmental tasks, intimacy, 

and independence (Heiney et al., 1990). A monthly peer support group for 

adolescents with cancer was shown to help patients cope with social problems 

related to their illness, strengthen their understanding of themselves, and 

improve the quality of life (Clark, Ichinose, Bushey, Perez, Hall Gibertinit, & 

Crowe, 1992). 
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Unfortunately, little research has been done on the effects of social 

support groups for adolescents with cancer. The American Cancer Society and 

many hospitals offer programs to assist adult patients in managing with the 

overwhelming emotions they experience when diagnosed and being treated for 

cancer. Most cancer support groups are designed for outpatients. Inpatient 

support groups are an excellent way to provide greatly needed education and 

support to people at the onset of diagnosis and treatment, when services are 

particularly needed. A multi disciplinary program with classes in spiritual support, 

family support, patient support, symptom management , stress management and 

laughter therapy was initiated at VA Medical Center in Bay Pines, FL. Evaluation 

of the program revealed that related symptom management classes were most 

useful and that laughter therapy and emotional support were highly beneficial. 

Providing inpatient educational and support programs is an effective means of 

meeting the physical, mental, emotional and spiritual needs of patients with 

cancer and their families (Grassman, 1993). 

Transportation to a social support group may be an issue for adolescents. 

Attendance in outpatient support programs can be influenced by distance from 

the health care facility, program costs, and availability and skills of health care 

providers (Haase, 1992). 
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Social Support and Health 

The literature contains numerous studies on the effects of social support 

on physical illness and psychological disorders. Social support is associated 

with better health and lower mortality (House, J.S., Landis, K.R., & Umberson, D. 

1988; Cobb, 1976; Lin, Ensel, Simeone & Kuo, 1979). In general, social support 

is thought to serve as a buffer against stressful life events and symptomatology 

(Caplan, 1974; Cohen & Wills, 1988; Premium, Yates & Woods, 1990; Jamison 

& Virits, 1990). Norbeck (1981 ), supports the buffering effect of social support. 

She states that the more social support an individual perceives, the less 

psychological trauma that an individual will experience when exposed to stressful 

situations in life. The protective function of social support is determined by how 

the individual perceives and interprets his or her social network and not by the 

network size or the number of helping behaviors from others (Verne, Kate, 

Colegrove, & Dolgin, 1994). 

For adolescents with cancer, adaptation to illness is believed to be a 

continuous process through which adolescents attempt to cope in a positive way 

with the demands of the disease and its treatment (Hinds, Scholes, Gattuso, 

Riggins & Heffner, 1990). Social support not only acts as a buffer against 

stressful life events, but has also been shown to improve well-being and levels of 

adjustment to chronic illness (Premium, Yates, & Woods, 1990). 
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Cobb's (1976) review of early studies found that social support could 

protect people in crisis from a wide variety of pathological states: from low birth 

weight to death, from arthritis to tuberculosis to depression, alcoholism, and the 

social breakdown syndrome. Social support also was thought to reduce the 

amount of medication required, accelerate recovery, and facilitate compliance 

with prescribed medical regimens. 

Psychological Effects of Cancer Treatment on Adolescents 

Cancer treatment can interfere with the mastery of developmental tasks. 

At a time when adolescents are striving to become independent and identify with 

their peer group, cancer treatment isolates them from their friends and school 

environment. The chronically ill individual spends the major portion of time at 

home under the care of parents or other family members (Keller, & Nicolls, 

1990). Cancer treatments frequently require numerous hospitalizations, 

diagnostic tests, restrictions on diet, mobility and clothing, which all encourage 

dependence and regression. Treatment can also cause infection and frequent 

periods of nausea and fatigue. These factors cannot be controlled by the 

adolescent (Chambas, 1991 ). 

Body image and self-concept are also important issues during adolescent 

development. Rapid physical changes occur during this time and adolescents 

are very concerned with how they appear to others. Cancer treatment can 



cause unwanted hair loss, extreme fluctuations in weight, surgical scars and 

amputation. These changes can make adolescents with cancer appear very 

different to themselves and their friends and directly affect sexual self-concept 

and involvement in intimate relationships (Chambas, 1991 ). 
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The adolescent living with cancer must cope with the multiple demands 

associated with the psychosocial tasks of this developmental stage as well as 

the powerful stressors associated with the diagnosis and treatment of cancer 

(Zevon, Tebbi, & Stern, 1987). There is some controversy in the literature about 

the effects of cancer on an adolescent's psychosocial level of functioning. 

Children with chronic physical disorders have been shown to be at increased risk 

for psychologic and social adjustment problems in some studies (Carr-Gregg, 

1986; Cadman, Boyle, Szatmari, & Offord, 1987; Wallander, Verne, Babani, 

Banis & Wilcox, 1988). Early research from the 1970's, suggests that the 

diagnosis of cancer causes a major disruption of these developmental tasks 

leading to serious emotional problems (Mattson, 1972; Pless & Roghmann, 

1971 ). In 1980, Koocher et al. investigated 115 adolescents with cancer who 

had been in remission for at least one year. The researchers found that 59% of 

adolescent patients with cancer demonstrated at least mild psychiatric symptom 

formation, and 12% were markedly or severely impaired. The most common 

outcomes were poor self-esteem, depression, and anxiety. More recent 



research has found that despite the disruption of developmental tasks by an 

illness such as cancer, adolescents are able to adjust to chronic illness without 

showing significant psychopathology and are generally well-adjusted (Fritz, 

Williams, & Amylon, 1988; Kellerman, Zeltzer, Ellenberg, Dash, & Rigler, 1980; 

Tebbi, Stern, Boyle, Mettlin, & Mindell, 1985; Zevon, et al, 1987; Jamison, 

Lewis, & Burish, 1986). When healthy adolescents were compared to 

adolescents with chronic or serious diseases, no differences in anxiety or self

esteem were found (Kellerman, et al., 1980). 
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Study findings indicate that only 10%-20% of survivors exhibit signs of 

psychological problems (Fritz, Williams, & Amylon, 1988; Koocher & O'Malley, 

1981; Koocher, O'Malley, Grogan & Foster, 1980; Lansky, Zwatges, & Cairns, 

1986). Stern, Norman, and Zevon (1993) compared 48 adolescents with cancer 

and 40 healthy adolescents on indexes of adjustment, self-image and perceived 

social support. The findings indicated that adolescents with cancer were 

relatively well-adjusted although they exhibited, in comparison to health 

adolescents, a less positive self-image in terms of their social functioning (i.e., 

sexual and social self). 

Zeltzer (1992) found survivors of childhood cancer to have adjustment 

difficulties, such as increased health concerns, worries about the development of 

a second neoplasm, increased somatic complaints, and academic problems (in 
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large part related to multiple school absences during the period of treatment). 

Survivors also tended to have slightly lower marriage rates and often delayed 

marriage to a later age. Women as a group sought information and evaluation of 

their fertility status and were worried about the potential effect of their cancer on 

the health of their future offspring. Men rarely sought testing, even when they 

were encouraged to do so by virtue of their diagnosis and treatment and after a 

fertility evaluation was offered to them. 

Summary 

Adolescents experience a major disruption in completing their 

developmental tasks when diagnosed with cancer. Early research reported 

adolescents with cancer suffered from emotional disturbances in self-esteem and 

anxiety, but more recent studies have shown that adolescents with cancer are 

relatively well-adjusted. Social support has been shown to have a buffering effect 

on stressful life events and is available from family, friends and health care 

resources. 



CHAPTER Ill 

METHODOLOGY 
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This chapter includes the sample, research design, protection of human 

subjects, and setting. The instruments and data collection used in the study are 

presented along with the data analysis process. 

Design 

A descriptive comparative research design was used to describe the 

differences in perceived social support by adolescents with cancer based on and 

family and health care resources. This study was a secondary data analysis of 

previously cpllected data (Haase, 1992). 

Sample 

Inclusion criteria for the sample were: 1) non-hospitalized, 2) English 

speaking, 3) adolescents with a diagnosis of cancer, 4) age 13 to 18 years. The 

initial age criteria for inclusion was expanded to include subjects to 21 years of 

age. The subjects were all diagnosed with cancer prior to 21 years of age and 

all were receiving treatment and follow-up in a pediatric oncology clinic. Neither 

time since diagnosis or time off treatment were controlled. Patients with brain 

tumors or other neurological incapacities were excluded from the study to ensure 

reliable respondents. 
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Protection of Human Subjects 

Human Subjects Committee of Approval was obtained before data 

collection began from the College of Nursing Human Subjects Review 

Committee and the University Human Subjects Review Committee (Appendix A). 

Each questionnaire was coded to maintain the confidentiality of the participants. 

Only the principal investigator and the collaborative investigators had access to 

the list of participants. Approval for secondary analysis was obtained from the 

Human Subjects Committee. 

Data Collection 

Setting 

Data were collected from 4 sites: University Medical Center in Tucson, 

Arizona, Children's Hospital in Los Angeles, California, British Columbia 

Children's Hospital in Vancouver and Children's Hospital of Richland Memorial, 

Columbia, South Carolina. All the institutions were tertiary care facilities. The 

appropriate approval for patient access was obtained from authorities at each 

site. 

Data Collection Process 

Adolescents who met the criteria were identified by the investigators at 

their respective sites. Four collaborative investigators, all with experience in 

adolescent oncology, introduced the adolescent to the study either in person via 
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a clinic or support group meeting or through a personalized letter. Those who 

met criteria and were not contacted in person, were invited to participate via a 

return postcard or phone call. After receiving consent, a questionnaire booklet 

was mailed out with a postage-paid return envelope and $5.00 for participating in 

the study. A reminder card was sent out one week later to thank the adolescent 

for participating or to prompt others to complete their questionnaire. The data 

were collected from June, 1992 to February 1993. 

Instruments 

The instruments used in the primary study to measure factors in the 

Adolescent Resilience Model were selected based on content, predictive and 

construct validity, developmental appropriateness, internal consistency, reliability 

coefficients > .80, and degree of practicality in terms of length and 

administration. 

The secondary analysis of the original data use three of the instruments 

(Appendix B) to measure perceived social support from family and health care 

providers. The Cronbach Alpha Coefficient indicates internal consistency 

reliability for each of the instruments in this secondary analysis. The reliability 

analysis for each instrument are listed in Table 1. 
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Perceived Social Support from Family 

Perceived Social Support from Family (PSS-FA) (Procidano & Heller, 

1983) is a 20 item, self report, 3-point response scale with options of yes, no, 

don't know, designed to measure the extent to which individuals perceive their 

needs for support, information, and feedback are fulfilled by family. Alpha 

reliability of this scale was .92 (Haase, 1992). 

Perceived Social Support from Health Care Providers 

Perceived Social Support from Health Care Providers (PSS-HCP) is a 20-

item, self report, 3-point scale with options yes, no, or don't know. It was 

adapted by Haase (1992), from items from Procidano's PSS-FA and PSS-FR 

scales to correspond to HCP relationships. Items signify the extent to which 

individuals perceive their needs for support, information and feedback are 

fulfilled by the HCP. Alpha reliability of this scale was .94 (Haase, 1992). 

Table 1. Cronbach Alpha Coefficients of Scales 

Scale # of Items Alpha 

PSS- FA 20 .92 

PSS-HCP 20 .94 

ASP-PS 
Part 3: Satisfaction 10 .88 
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Adolescent Support Program Participation and Satisfaction 

Adolescent Support Program Participation and Satisfaction (APS-PS) is a 

3 part self-report questionnaire to identify: 1) how important AWC rate selected 

support program topics (18 item, 4 point Likert scale); 2) the kinds of support 

programs the adolescents actually participate in (5 yes/no items); and , 3) 

identify how satisfied AWC are with the amount, kinds and availability of support 

programs (10 items, 4 point Likert scale). The satisfaction scale had a maximum 

score of 40, a range of 2-38, with a mean of 23.102 (SD 4.883). A higher score 

indicated less satisfaction. The instrument was developed from a focus group of 

pediatric oncology specialists. The reliability coefficient alpha for Part 1 (kinds of 

support) and Part 3 (program satisfaction) were .89 and .88 (Haase, 1992). 

Alpha reliability was not appropriate for Part 2 (kinds of support programs). Part 

3 (program satisfaction) was used in the secondary analysis, and had a 

Cronbach Alpha reliability of .87. 

Data Analysis Plan 

Descriptive statistics were used to answer the two research questions. An 

Analysis of Variance (ANOVA) and a t-test were used for data analysis. 

Research Question One 

What are the differences in perceived social support based on family 

resources, was answered using analysis of variance (ANOVA). Family 
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resources were measured by parental level of education, marital status and 

income. Parental education was categorized into 3 groups: less than high 

school education, high school education, and greater than high school 

education. Marital status had 4 groups: single, married, divorced or separated, 

and widowed. Income was categorized into 3 groups; less than $10,000-

$19,000/year, $20,000-$49,000/year, and $50,000 or greater/year. 

Research Question Two 

What are the differences in perceived social support based on health care 

resources, was answered using analysis of variance (ANOVA) and t-test. The 

health care resources:, program frequency, program attendance, program 

satisfaction and distance from health care facility were analyzed with ANOVA. 

The program participation was analyzed using a t-test. 

The health care resources that were analyzed using ANOVA were 

categorized for data analysis. The program frequency (frequency the programs 

are offered) and program attendance (how frequently the programs are 

attended) were categorized by weekly, monthly, yearly or never. The program 

satisfaction was categorized into 2 groups: score of less than 26, and score of 

greater than 26. The distance from the health care facility was grouped into 5 

categories: less than 10 miles, 10-20 miles, 20-50 miles, 50-100 miles, and 

greater than 100 miles. 



Summary 

A descriptive comparative research design was used to study the 

differences in perceived social support based on family and health care 

resources. The instruments used in the study have established reliability and 

validity. The data were analyzed using ANOVA and t-tests. 
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CHAPTER IV 

RESULTS OF ANALYSIS OF DATA 

The purpose of this research was to describe the differences in perceived 

social support by adolescents with cancer based on family and health care 

resources. Family Resources of marital status, parental education and income 

were examined for differences in the adolescents perceived social support. The 

Health Care Resources of program frequency, attendance, participation and 

satisfaction and distance from the health care facility, were also examined for 

differences in the adolescents perceived social support. 

This chapter represents the results of data analysis. Analysis of Variance 

(ANOVA) and at-test were used for data analysis. The level of significance was 

set at p =/<.05 for all of the research questions. 

Demographic Characteristics of the Sample 

The primary sample of 130 adolescents ranged in age from 11 to 26 years 

old. The mean age was 16.43 years (N = 130, SD = 2.872). The distribution 

between male and female subjects was: 52% males and 48% females (N = 

130). The majority of the subjects identified themselves as White (N = 63), 

Hispanic (N=35), and Black (N =12). 
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Family Resources 

The family resources, measured by the parent's demographic data, are 

listed in Table 2. The mothers level of education was as follows: 24% had less 

than high school education, 32.5% had a high school education, and 43% had 

greater than high school education. The father's level of education was as follows: 

27% had less than high school education, 30% had a high school education, and 

42% had greater than high school education. In terms of marital status, 67% of 

the parents were married to each other, 68% of the mothers were married, and 

75% of the fathers were married. The income varied widely: 35% earned less than 

$10,000 - $19,999/year, 36% earned $20,000-$49,000/year and 26% earned 

$50,000 or more/year. 

Health Care Resources 

The health care resources were measured by program frequency, 

attendance, participation and satisfaction and by the distance from the health care 

facility. Program frequency, attendance and satisfaction, and distance from the 

health care facility are listed in Table 3. 
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Table 2. Family Resources 

Characteristic n % 

Educational level (mother) 
1-11 years 30 24.4 
High school 40 32.5 
Greater than high school 53 43.1 

Educational Level (father) 
1-11 years 30 27.3 
High school 33 30.0 
Greater than high school 47 42.7 

Parents married to each other 
Yes 86 67.2 
No 42 32.8 

Marital status (mother) 
Single 4 3.1 
Married 87 68.5 
Divorced or separated 21 16.5 
Widowed 5 3.9 

Marital status (father) 
Single 3 2.5 
Married 90 75.6 
Divorced or separated 16 13.4 
Widowed 1 .8 

Yearly Income 
< $10,000 - $19,000 39 35.5 

$20,000 - $49,000 40 36.4 
$50,000 or more 29 26.4 
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Sixteen percent of the support programs were offered weekly, 39.5% were 

offered monthly and 12.6% were offered yearly. The adolescents attended the 

support programs once a week (9.9%), once a month (36.4%) or once a year 

(19.8%). The Types of Support Programs attended varied. Cancer camps had 

the greatest number of participants (N=82), followed by support/discussion groups 

(N=61), adolescent retreats (N=57) and educational programs (N=31). The 

distance from the health care facility, varied widely; 26.4% lived less than 10 miles 

away, 25.5% lived 10-20 miles away, 20.9% lived 20-50 miles away, 15.5% lived 

50-100 miles away, and 11 % lived greater than 100 miles away from the health 

care facility. 
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Table 3. Health Care Resources 

Characteristic n % 

Program Frequency 
Weekly 19 16.0 
Monthly 47 39.5 
Yearly 15 12.6 
Never 38 31.9 

Program Attendance 
Once a Week 12 9.9 
Once a Month 44 36.4 
Once a Year 24 19.8 
Never 41 33.9 

Program Participation 
Support Group 61 47.6 
Educational Program 31 24.2 
Cancer Camp 82 64.1 
Adolescent Retreat 57 44.5 

Distance from Health Care Facility 
Less than 10 miles 29 26.4 
10-20 miles 28 25.5 
20-50 miles 23 20.9 
50-100 miles 17 15.5 
Greater than 100 miles 13 11.8 

Characteristic Mean Range S.D 

Program Satisfaction 23.102 2-38 4.883 



Results By Research Question 

Research Question One 
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The first research question asked what are the differences in perceived 

social support based on family resources. The data were analyzed using ANOVA 

and a t-test. See Tables 4 and 5. A significant difference was found in perceived 

social support based on mothers' level of education. The one-way ANOVA 

independent variable was education with three levels; less than high school, high 

school education, and greater than high school education. Using Post hoc 

comparisons, adolescents whose mothers had less than a high school education, 

had significantly less perceived social support from family (F=4.38, p=.015) than 

those who had a high school education or greater than high school education. No 

significant differences were found in perceived social support based on father's 

education (F=2.76, p=.068), marital status (mother: F=1.22, p=.304, father; 

F=1.81, p=.131) or parental income (F=.430, p=.652). At-test was run to see if 

there were any differences in PSS from family based on if the parents were 

married to each other, but again it showed no differences (t=-1.11, p=.269) 

Research Question Two 

The second research question asked what are the differences in perceived 

social support based on health care resources. The data were analyzed using 

ANOVA and a t-test. No significant differences were found in perceived social 
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support based on program frequency, attendance, participation, satisfaction or by 

the distance from the health care facility. The results are listed in Tables 6 and 7. 

Table 4: ANOVA for Perceived Social Support-Family by Family 
Resources 

S.S df F p 

Education 
Mother 279.166 2 4.381 .015* 
N=123 

Father 179.402 2 2.763 .068 
N=120 

Marital Status 
Mother 167.099 4 1.225 .304 
N=127 

Father 242.355 4 1.811 .131 
N=119 

Income 30.957 2 .430 .652 
N=108 

* Indicates significance @ P < .05 level. 



Table 5. T-test for Perceived Social Support - Family by Parents 
Married to Each Other 

df t p 

Parents Married to Each Other 
N=128 

126 -1.11 .269 

Table 6. 

Frequency 
N=119 

Attendance 
N=121 

Satisfaction 
N=128 

ANOVA for Perceived Social Support-Health Care Provider 
by Health Care Resources 

S.S df F p 

74.543 3. .784 .505 

133.955 3 1.478 .224 

71.559 1 2.372 .126 

Distance from 156.840 4 1.294 .277 
Facility 
N=120 

50 
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Table 7. T-test for Perceived Social Support - Health Care Provider 
by Type of Program Participation 

df t p 

Support Group 126 -1.21 .228 
N=61 

Educational Program 126 -.55 .586 
N=31 

Cancer Camp 126 -.50 .615 
N=82 

Adolescent Retreats 126 -.12 .905 
N=57 
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Summary 

In summary, a significant difference was found in perceived social 

support. based on mother's level of education. No significant differences 

were found in perceived social support based on father's level of education, 

parental marital status or parental income. No significant differences were 

found in perceived social support based on program frequency, attendance, 

participation, satisfaction, or distance from the health care facility. 



CHAPTERV 

DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS 

The purpose of this research was to describe the differences in 

perceived social support by adolescents with cancer based on family and 

health care resources. In this chapter, the results relevant to the research 

questions are discussed. Limitations related to methodology, discussion of 

the findings are presented. Significance to nursing practice are addressed 

and recommendations for further nursing research are suggested. 

53 

A descriptive comparative design was used in this study to determine if 

there were differences in perceived social support by adolescents with cancer 

based on family resources : marital status, parental educational level and 

income. The differences in perceived social support based on health care 

resources: program frequency, attendance, participation, satisfaction and 

distance from health care facility, were also examined. This study was a 

secondary data analysis of previously collected data (Haase, 1992). The 

research questions were analyzed using Analysis of Variance (ANOVA) and 

at-test. The level of significance was set at</= .05 for the research 

questions. 
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Discussion 

Limitations 

The findings of the study have several methodological limitations 

related to sample and measurement. Inclusion criteria for the sample for age 

was AWC 13-21 years old. All of the subjects from the primary sample were 

used in the study (N=130). The age range was 11-26 years old. The 

subjects in this age range are in a variety of developmental stages, not just 

the adolescent stage. 

Another limitation with the sample was related to the sites of data 

collection. The study was conducted with adolescents from three very 

different geographical and cultural areas. Data were collected from 

University Medical Center in Tucson, Arizona, Children's Hospital in Los 

Angeles, California, British Columbia Children's Hospital in Vancouver and 

Children's Hospital of Richland Memorial, Columbia, South Carolina. There 

may be differences in perceived social support based on family and health 

care resources based on site, but these differences were not explored. 

There were two issues of measurement in the study. An error was 

made in printing of the instrument regarding the family income. The missing 

category; $30,000-$39,000, forced the adolescent to choose the financial 

category below ($20,000-$29,000) or above ($40,000-$49,000). There is no 



way of knowing how the respondents decided to answer. This could have 

altered the accuracy of the parental income in this study. 
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In addition, no modifications in the instrument were made for 

international differences in currency and units of measurement. It is unclear 

whether the data reflects the international differences in currency exchange 

rate, which could have altered the family income variable. The data on 

distance from the health care facility variable is unclear as well, because 

Canada utilizes a metric system. Adolescents would have had to perform a 

conversion of kilometers to miles to answer the questionnaire. 

There are also theoretical limitations for this study. Although social 

support from friends was not a variable in this study, it is considered to be 

one of the major sources of social support for adolescents. The family is an 

important source of support but as a child enters adolescence, peer 

relationships become more and more important (Fasick, 1984). Procidano 

and Heller (1983) found perceived social support from family and friends to 

have an inverse relationship with symptoms of distress and psychopathology. 

This relationship was stronger for perceived social support from family than it 

was for friends. If friends had been included in the model along with family, 

more differences might have been identified in perceived social support. 
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Conclusions 

Discussion of Findings 

The conceptual model was partially supported in this study. A 

significant difference was found in perceived social support based on 

mothers' level of education, but no significant differences were found in 

perceived social support based on father's education, marital status, parental 

income or any of the health care resources (program frequency, attendance, 

participation, satisfaction or distance from the health care facility). The lack 

of expected differences may be due to lack of sensitivity of the instrument, or 

they may be due to problems with the measures of resources. 

The lack of differences in perceived social support could also be due 

to internal factors of the child, which were not investigated in this study. 

Childhood depression and the quality of the relationship the child had with the 

parents before the diagnosis of cancer could have altered the level of 

perceived social support from family. 

Recommendations 

Implications for Research 

The focus of research in adolescents with cancer has changed from 

death and dying issues to ways of managing long-term adjustment to chronic 

illness (Ritchie, 1992). Adolescents with cancer are at risk for developing 
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psychosocial problems when mastery of developmental tasks is overlaid by 

the stress of cancer. Self-concept and self-esteem are the most severely 

affected processes (Ritchie, 1992). Great progress has been made in the 

psychosocial care of AWC, but measures aimed at identifying those at risk for 

developing psychosocial problems need further development. There is little 

data available on the factors that affect social support in adolescents with 

cancer. More research needs to be done to identify what factors positively or 

negatively influence social support. 

Implications for Nursing Practice 

Increasing numbers of adolescents with cancer are becoming long

term survivors due to advances in medical treatments. Because adolescents 

with cancer are at risk for developing psychosocial problems, nursing 

interventions should focus on identifying and enhancing the factors which 

have a positive influence on the adolescents' perceived social support. This 

can be accomplished by planning, implementing and evaluating nursing and 

family interventions throughout the long term experience of living with cancer 

to improve the adolescents quality of life. 

Social support is expected to have a direct impact on an adolescent's 

development and well-being and, along with family and peers, can buffer the 

impact of stressful life events (Aro, Hanninen, & Paronen, 1989). Family, 
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friends and health care providers are all potential sources of social support 

and can play a significant role in how the adolescent adapts to chronic illness. 

This study identified mothers education as a significant factor in 

influencing perceived social support. The greater the educational level of the 

mother, the greater the adolescents perceived social support. The 

adolescents with mothers who have a lower level of education should be 

evaluated for adequate social support. The mothers with a lower level of 

education may have been pregnant at an early age and were unable to 

complete their education. Or the mother might not have had effective role 

models for providing social support. These areas need further study in order 

to provide effective nursing interventions. 

Summary 

The purpose of this study was to describe the differences in perceived 

social support by adolescents with cancer based on family and health care 

resources. The results indicated that the higher the level of the mothers 

education, the greater the adolescents perceived social support. Based on 

this finding, nursing intervention and nursing research should focus on 

identifying and enhancing factors that increase the adolescents perceived 

social support. 
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APPENDIX A 

HUMAN SUBJECTS APPROVAL 



College of Nursing 

February 7, 1996 

Ms. Teresa Ely 
2733 East 4th Street 
Tucson , AZ 85716 

Dear Ms. Ely: 

THE UNIVERSITY OF 

ARIZONA~ 
HEALTH SclENCES CENTER 
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Tucson. Arizona 8Snl 
(602) 626-6154 

Your request to complete a secondary analysis of the data collected by Dr. Joan Haase 
has been approved by the Office of Nursing Research . 

We wish you success with your research. 

Sincerely, 

Ow/r1~dd« I'-/ 
Carolyn Murdaugh, PhD, RN, FAAN 
Director of Clinical Research 

CM/sl 
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Joan Haas e, Ph.D . 
College o f Nurs i ng 
Arizona Health Sc i ences Center 

RE: HBC .A9 2. 31 FACTORS AFFECTI NG QUALITY OF LIFE OUTCOMES FOR 
ADOLESCE NTS WITH CANCER BASED ON THE RESILIENCE HODEL FOR 
CHRONIC ILLNESS (ARM) 

Dear Dr. Haase: 

We received your revised consent forms for your above referenced 
project. The procedures to be followed in this study pose no more 
than minimal risk to participating subjects. Regulations issued by 
the U.S. Department of Heal th and Human Services [ 4 5 CFR Part 
46.110 (b)) authorize approval of this type project through the 
expedited review procedures, with the condition(s) that subjects' 
anonymity be maintained. Although full Committee review is not 
required, a brief summary of the project procedures is submitted to 
the Committee for their endorsement and/or comment, if any, after 
administrative approval is granted. This project is approved 
effective 15 April 1992 for a period of one year. 

The Human Subjects Committee (Institutional Review Board) of the 
University of Arizona has a current assurance of compliance, number 
M-1233, which is on file with the Department of Health and Human 
Services and covers this activity. 

Approval is granted with the understanding that no further changes 
or additions will be made either to the procedures followed or to 
the consent form(s) used (copies of which we have on file) without 
the knowledge and approval of the Human subjects Committee and your 
College or Departmental Review Committee. Any research related 
physical or psychological hann to any subject must also be reported 
to each committee. 

A university policy requires that all signed subject consent forms 
be kept in a permanent file in an area designated for that purpose 
by the Department Head or comparable authority. ~his will assure 
their accessibility in the event that university officials require 
the information and the principal investigator is unavailable for 
some reason. 

Sincerely yours, 

~f-~ 
William F. Denny, M. D. 
Chairman 
Human Subjects Committee 

WFD:rs 
cc : Departme ntal/College Review Committee 
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PERCEIVED SOCIAL SUPPORT- FAMILY 

Circle the answer you choose for each item. 

1. My family gives me the moral support Yes No Don't 
I need. Know 

2. I get good ideas from my family about Yes No Don't 
how to do things or make things. Know 

3. Most other people are closer to their Yes No Don't 
family than I am. Know 

4. When I confide in the members of my Yes No Don't 
family who are close to me, I get the idea Know 
that it makes them uncomfortable. 

5. My family enjoy hearing about what I Yes No Don't 
think. Know 

6. Members of my family share many of Yes No Don't 
my interests. Know 

7. Certain members of my family come to Yes No Don't 
me when they have problems or need Know 
advice. 

8. I rely on my family for emotional Yes No Don't 
support. Know 

9. There is a member of my family I could Yes No Don't 
go to if I were just feeling down, without Know 
feeling funny about it later. 

10. My family and I are very open about Yes No Don't 
what we think about things. Know 

11. My family is sensitive to my personal Yes No Don't 
needs. Know 
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12. Members of my family come to me for Yes No Don't 
emotional support. Know 

13. Members of my family are good at Yes No Don't 
helping me solve problems. Know 

14. I have a deep sharing relationship Yes No Don't 
with a number of my family. Know 

15. Members of my family get good Yes No Don't 
ideas from me about how to do or Know 
make things. 

16. When I confide in members of my Yes No Don't 
family, it makes me uncomfortable. Know 

17. Members of my family seek me out for Yes No Don't 
companionship. Know 

18. I think that my family feels that I'm Yes No Don't 
good at helping them solve problems. Know 

19. I don't have a relationship with a Yes No Don't 
member of my family that is as close as Know 
other people's relationship with family 
members. 

20. I wish my family were much different. Yes No Don't 
Know 
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PERCEIVED SOCIAL SUPPORT - HEAL TH CARE PROVIDER 

Please circle the answer you choose for each item. 

1. My health care providers give me the Yes No Don't 
moral support I need. Know 

2. Most other people are closer to their Yes No Don't 
health care providers than I am. Know 

3. My health care providers want to hear Yes No Don't 
about what I think. Know 

4. I have certain health care providers Yes No Don't 
I can go to when I have problems or Know 
need advice. 

5. I rely on my health care providers for Yes No Don't 
emotional support. Know 

6. If I felt that one or more of my health Yes No Don't 
care providers were upset with me, I'd Know 
just keep it to myself. 

7. I feel that my health care providers are Yes No Don't 
interested in me. Know 

8. There is a health care provider I could go Yes No Don't 
to if I were just feeling down, without Know 
feeling funny about it later. 

9. My health care providers and I are very Yes No Don't 
open about what we think about things. Know 

10. My health care providers are sensitive Yes No Don't 
to my personal needs. Know 

11. Health care providers share things about Yes No Don't 
themselves to me. Know 
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12. My health care providers are good at Yes No Don't 
helping me solve problems. Know 

13. I have a deep sharing relationship Yes No Don't 
with a number of health care providers. Know 

14. My health care providers use my Yes No Don't 
ideas about how to do things. Know 

15. When I confide in my health care Yes No Don't 
providers, it makes me feel uncomfortable. Know 

16. I have fun with my health care Yes No Don't 
providers. Know 

17. I think that my health care providers Yes No Don't 
feel that I'm good at helping them solve Know 
problems. 

18. I don't have a relationship with a Yes No Don't 
health care provider that is as intimate Know 
as other people's relationship with their 
health care providers. 

19. I've recently gotten a good idea about Yes No Don't 
how to do something from a health care Know 
provider. 

20. I wish my health care providers were Yes No Don't 
much different. Know 



ADOLESCENT SUPPORT PROGRAM PARTICIPATION AND 

SATISFACTION 

Part 2. 

Place an "X" next to EACH type of support program you participate in 
(or have participated in). 

I participate ( or have participated) in the following: 

___ Adolescent Support/Discussion Group that meets regularly. 
__ Educational programs on topics related to cancer 
__ Cancer Camps 
__ .Adolescent Retreats 
__ Peer Counseling Programs as a Counselor 
__ Peer Counseling Programs to have someone to talk to 
__ Other Programs (please specify) 

Part 3. 
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For the next questions, please indicate how much you agree or disagree with 
the statement by placing an "X" in the space. 

6. I take an active part in 
cancer programs for 
adolescents. 

Strongly 
Agree 

7. The programs I attend meet 
my needs. 

8. I am satisfied with the number 
of programs offered to help 
me deal with my cancer. 

Agree Disagree Disagree 
Strongly 



Strongly 
Agree 

9. I wish there were more 
chances to talk over my 
concerns with other teenagers 
with cancer. 

10. I am too busy to attend 
support programs for 
adolescents with cancer. 

11. There are a lot of support 
services available to me. 

12. I live too far away to take 
advantage of adolescent 
support programs. 

13. I feel the health care 
providers should develop 
more opportunities for me 
to discuss my concerns. 

14. I am satisfied with the 
amount of social and 
emotional support I receive 
from the institution where 
I am (was) treated for cancer. 

15. I'd rather not spend my time 
with other adolescents who 
have cancer. 

Agree Disagree 
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Disagree 
Strongly 
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