Blackwell Publishing LtdOxford, UKECCEuropean Journal of Cancer Care0961-5423© 2006 Blackwell Publishing Ltd2006154355361Original ArticleFamily communication and mental healthMALLINGER
et al.

Original article

Family communication and mental health after breast cancer
J.B. MALLINGER, mph, study co-ordinator, Department of Medicine, Hematology/Oncology, University of
Rochester, Rochester NY, J.J. GRIGGS, md, mph, associate professor, Department of Medicine, Hematology/
Oncology, University of Rochester, Rochester NY, & C.G. SHIELDS, phd, associate professor, Department of
Family Medicine, University of Rochester, Rochester NY, USA
MALLINGER J.B., GRIGGS J.J. & SHIELDS C.G. (2006) European Journal of Cancer Care 15, 355–361
Family communication and mental health after breast cancer
In the context of a traumatic event, such as a breast cancer diagnosis, talking with others about the event can
facilitate emotional adjustment and meaning-finding. Among women with a history of breast cancer, open
communication is likely to be of particular importance in the family setting, as the family is frequently a
primary source of support. The goal of this cross-sectional survey study was to determine the association
between open family communication about cancer and breast cancer survivors’ mental health. Responses
from 230 women at various stages post-treatment suggest that the majority of women are able to talk openly
with their family about breast cancer. Multivariate regression analysis further indicates that open family
communication is independently associated with better mental health outcomes. Given that many women
live long after a breast cancer diagnosis, maintaining mental health functioning is an important long-term
goal. Efforts to enhance productive communication between patients and their family members may help
women cope with and overcome the challenges of breast cancer survivorship.
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I NT RO D U C TIO N
Women who have completed treatment for breast cancer
and who have entered the subsequent period of survivorship continue to experience the long-term sequelae of
both the disease and its treatments. Women with a history
of breast cancer face a wide spectrum of stresses, including physical disruptions, such as initiation of premature
menopause and surgery-related lymphoedema, and emotional disruptions, such as those related to body image and
fears about recurrence. In coping with the aftermath of
breast cancer, as in coping with any stressful life experience, it is common for women to want to talk about their
experiences with others (Janoff-Bulman 1992; Rime et al.
1992; Rime 1995).
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Sharing and talking about one’s experiences, thoughts,
ideas and emotions is a positive adjustment behaviour,
and discussion of traumatic life events has been identified
as a key component of successful coping (Pennebaker
1993; Lepore et al. 2000). Talking about a traumatic event
may help the individual to make sense of the experience
(Clark 1993; Rime 1995; Lepore et al. 1996), find meaning
(Tait & Silver 1989; Lepore & Helgeson 1998; Manne et al.
1999; Cordova et al. 2001) and achieve emotional resolution (Rime 1995; Smyth 1998). Conversely, failure to
communicate about a stressful experience may hinder
adjustment and contribute to psychological distress
(Manne 1999). In the context of a personal health crisis,
such as a cancer diagnosis, individuals are most likely to
seek support from their family members (Peters-Golden
1982; Pistrang & Barker 1995; Slevin et al. 1996; Ben Zur
et al. 2001).
Family communication research with cancer patients
and cancer survivors has predominately examined the relationship between family emotional support (listening to,
responding to and validating emotions) and patients’ psy-
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chological adjustment. A number of studies have shown
that patients’ feelings of being emotionally supported by
the family are associated with lower levels of depression
and anxiety (Edwards & Clarke 2004), less mood disturbance (Spiegel et al. 1983; Manne et al. 1997; Giese-Davis
et al. 2000; Figueiredo et al. 2004) and better overall adjustment (Pistrang & Barker 1995; Manne et al. 1999; Baider
et al. 2003). Less is known, however, about the association
between other types of communication and patients’ psychological well-being. Simply talking about the cancer
experience, even in the absence of direct emotional support, may facilitate adjustment. For example, in a study of
cancer patients with mixed diagnoses undergoing active
treatment, patients who perceived that their spouses did
not want to talk about cancer-related issues experienced
more psychological distress (Manne 1999). In the context
of cancer survivorship, similar results have been demonstrated. In a study of breast cancer survivors and their
spouses, women who reported more communication about
the cancer experience reported lower emotional distress
(Walker 1997). Similarly, among men with a history of prostate cancer, those who had difficulty talking about the cancer experience with friends and family experienced higher
levels of distress (Lepore & Helgeson 1998).
There have been two limitations to the work that has
been done in this field. First, most of the research has
focused solely on the spousal relationship. This not only
excludes women who do not have intimate partners, but
also may not identify the most important or supportive
relationship for all individuals. Second, the studies that
have been conducted to date rely on very broad definitions
of communication. They have attempted to measure
many aspects or facets of communication, and have therefore have given us limited insight into the extent to which
certain elements of communication may be more or less
important in the adjustment process. It is also important
to point out that only recently has much attention been
paid to the period after cancer treatment has concluded.
Assessment of family communication among cancer survivors is important in that these individuals may continue
to be positively or negatively affected by family communication style (Ben Zur et al. 2001).
The study described herein expands upon previous work
by investigating the relationship between avoidance, as a
specific family communication style, and breast cancer
survivors’ adjustment. The purposes of this study were
twofold: (1) to measure the frequency with which patients
perceive their family to avoid discussion about the cancer
experience; and (2) to explore the association between
breast cancer patients’ perception of family avoidance and
patients’ mental health status. We hypothesized that
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patients who reported a less avoidant family communication style would report higher mental health functioning.
MET HODS
Sample and procedure
Data for this analysis was collected as part of a larger study
examining breast cancer survivors’ satisfaction with information, the results of which have been published elsewhere
(Mallinger et al. 2004). Study hypotheses were generated a
priori in order to minimize chance findings. Before the initiation of data collection, approval for this study was
obtained from the University of Rochester Research Subjects Review Board. Eligible women were those who had
completed active treatment (surgery, radiation therapy and/
or chemotherapy) for stage I, II or III breast cancer at least
3 months prior to enrolment. From November 2002 to January 2004, consecutive eligible patients were recruited
from three medical oncology practices and one radiation
oncology practice at the James P. Wilmot Cancer Center at
the University of Rochester and from the Pluta Cancer Center, an independent cancer treatment centre in Rochester,
New York. Patients’ interest in the study was determined
by the treating physician or nurse practitioner at a regularly
scheduled follow-up visit. In order to reduce selection bias,
each recruiting oncologist was encouraged to inform each
consecutive eligible patient about the study.
The study coordinator, either in the office or by phone,
contacted patients who were interested in learning more
about the study. Informed consent was obtained from
interested patients and a questionnaire was either given to
the participant in person or mailed to the participant’s
home. Participants who did not return their questionnaire
were mailed a follow-up letter and another copy of the survey. A maximum of two follow-up attempts were made for
each participant, and participants who did not respond
after the second attempt were considered lost to follow up.
Of the 292 eligible patients who were identified, 281
(96%) patients signed consent. Lack of interest in the
study was the only reason cited by patients who declined
to enrol. Completed surveys were returned by 234 (83%)
subjects, while 36 (13%) patients did not return the survey
and 11 (4%) participants withdrew after signing consent.
The response and completion rate did not vary appreciably
between the study sites.
Measures
Demographics
Clinical (types of treatment received, time since the completion of treatment) and socio-demographic characteris-
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tics (age, race, marital status, number of people in the
home, education, employment status, income) were
assessed by self-report.

Lindley et al. 1998; Ashing-Giwa et al. 1999; Broeckel
et al. 2000; Hanson et al. 2000; Helgeson et al. 2000;
Northouse et al. 2002).

Family avoidance

Statistical analysis

The Family Avoidance of Communication about Cancer
(FACC) Scale was developed by the investigators (Table 1)
and was based on the investigators’ clinical experience
working with women who have a history of breast cancer
and their families. The items refer specifically to women’s
perceptions that they can openly discuss the cancer situation with their family members. The FACC Scale consists of five items that measure the patient’s perception of
the extent to which her family avoids talking about the
cancer experience. Each item was measured on a 5-point
Likert scale (1 = Less avoidance, 5 = More avoidance), and
the raw score was determined by calculating the mean for
the five items. The raw FACC Scale scores were then
transformed to range from 0 to 100, with higher scores
reflecting higher levels of avoidance. Factor analysis indicated the presence of a single construct. The scale demonstrates excellent internal consistency (Cronbach’s
alpha = 0.92).

Univariate statistics were generated for all of the variables
in the dataset. Non-parametric tests were used for bivariate analyses because data were non-normally distributed
and many variables were non-continuous. Spearman’s correlation coefficients were used to examine the relationship between mental health and the primary outcome
measure (family avoidance), as well as continuous covariates (age, number of people in the home, time since completion of treatment). The Wilcoxon rank sum test was
used to test for differences in mental health based on nominal and categorical covariates, including race, marital status, education, employment status and income.
Our research question was addressed using a generalized
linear model predicting mental health based on family
avoidance and adjusting for age, marital status (married vs.
not), number of people in the home, education (bachelor’s
degree vs. not), employment status (working outside home
vs. not) and length of time since the end of treatment.
Patient race and income variables were excluded from the
multivariate models because of the skewed distribution
(race) or frequency of missing data (income). Missing values were estimated for use in multivariate modelling,
using the mean value for continuous data or the mode
value for categorical data. Analyses were conducted using
sas version 8.02 (SAS Institute, Cary, NC, USA).

Mental health
Mental health was assessed using the mental health subscale of the Medical Outcomes Study Short Form 36 (SF36) health survey (McHorney et al. 1994). The mental
health subscale is a 5-item, 6-point Likert scale that measures four mental health dimensions: anxiety, depression,
loss of emotional control and psychological well-being
over the past 4 weeks (Ware, Jr & Sherbourne 1992). The
mental health score is transformed to a scale with a range
of 0–100, with higher scores reflecting better mental
health (Ware et al. 1993). The SF-36 has been validated in
numerous patient populations and has been used successfully with breast cancer patients (Grunfeld et al. 1996;

Table 1. Family Avoidance of Communication about Cancer
(FACC) Scale
The following questions are about your family. Please indicate
how often each of the following is true.
1
2
3
4
5

Family members discourage me from talking about the
cancer.
In my family, the motto about cancer is ‘don’t ask, don’t tell’.
If I start talking about cancer, family members change the
subject.
Almost no one in my family will talk with me about the
cancer.
Family members get upset with me if I talk about cancer.

R ESULT S
Subject characteristics
Table 2 describes the characteristics of the 230 eligible
participants. The average age of the women in the sample
was 57 years (mean age = 57.6 years, standard deviation =
11.0). The majority of women in the sample were Caucasian, married, lived with one other person and had at least
some college education. Approximately half of the participants were employed outside the home. Twelve per cent
of the participants did not report their income level. The
available responses suggest that most of the income clusters at the lowest and highest income levels; at least onefifth of the sample had an annual household income of less
than $30 000, and another fifth had an annual household
income of greater than $100 000. The range in time since
completion of treatment was wide, but most had completed treatment within 3 years prior to enrolment. Eighty
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Table 2. Characteristics of the sample
Variable
Age (year)
<50
50–59
60–69
≥70
Race
Asian
African American
White
Not reported
Marital status
Married/living with partner
Single/divorced/widowed
Number of people in home
Lives alone
One other person in home
More than other person in home
Employment status
Working outside home
Not working outside home
Not reported
Education
Less than high school
High school degree
Some college
College degree
Graduate degree
Not reported
Income
<$30 000
$30 000–$59 999
$60 000–$89 999
>$90 000
Not reported
Time since completion of treatment
1 year or less
2 years or less
3 years or less
4 years or less
5 years or less
More than 5 years
Unknown
Treatment received
Surgery
Radiation therapy
Chemotherapy
Tamoxifen
Total sample size

Table 3. Univariate analysis of primary variables of interest
n (%)
Minimum

Maximum

Mean

Standard
deviation

0.00
8.00

100.00
100.00

13.17
72.75

23.41
19.16

55
76
68
31

(24)
(33)
(30)
(13)

Family avoidance
Mental health

3
15
209
3

(1)
(7)
(91)
(1)

Table 4. Regression modelling mental health
Variable

Beta

Standard
error

P-value

48 (21)
109 (47)
73 (32)

Family avoidance
Age
Married
Number of people in home
College-educated
Working outside home
Months since end of treatment

−0.28
0.36
−1.59
0.46
2.93
3.24
0.05

0.05
0.15
3.27
1.41
2.51
2.93
0.04

<0.0001
0.02
0.63
0.74
0.25
0.27
0.25

123 (53)
105 (46)
2 (1)

Bivariate analysis

168 (73)
62 (27)

7
57
57
47
60
2

(3)
(25)
(25)
(20)
(26)
(1)

46
52
47
57
28

(20)
(23)
(20)
(25)
(12)

39
59
38
30
20
28
16

(17)
(26)
(17)
(13)
(9)
(12)
(7)

228
183
153
170
230

(99)
(80)
(67)
(74)
(100)

per cent of the participants received radiation therapy,
67% had received chemotherapy, 53% had both chemotherapy and radiation and 74% had been prescribed
tamoxifen.
Most respondents reported that their families actively
communicated about the cancer situation, although the
data were widely dispersed (mean = 13.2, SD = 23.4).
Respondents in our sample reported high mental health
(mean = 72.8, SD = 19.1). Univariate results are reported
in Table 3.
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Variable

Family avoidance and mental health were moderately negatively correlated (r = −0.29, P < 0.0001). There was also a
weak association between mental health and both age
(r = 0.17, P = 0.01) and number of people in the home (r =
−0.13, P = 0.05). No association was demonstrated
between mental health and time since the end of treatment. Wilcoxon rank sum tests similarly failed to show
any difference in mental health scores based on marital
status, education or employment status (data not shown).

Multivariate analysis
The multivariate linear regression model was statistically significant (F-value = 5.70, P < 0.0001). As shown in
Table 4, the model demonstrates a strong negative association between family avoidance and mental health
(P < 0.0001). The parameter estimate for the family avoidance variable indicates that each 10-point increase on the
100-point FACC scale is associated with an approximately 3-point decrease in mental health score, independent of socio-demographic covariates. The only other
statistically significant variable was age (beta = 0.36,
P = 0.02).
To address the post hoc finding that the family avoidance variable was highly skewed towards non-avoidance,
we dichotomized family avoidance to reflect ‘no avoidance’ (n = 137) and ‘any avoidance’ (n = 91). The findings
from this post hoc analysis were consistent with the previously reported findings, and indicate that women who
report any family avoidance have mental health scores
that are approximately seven points lower than women
who report no family avoidance.
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DI SC U SSIO N
Our findings suggest that in the family relationship, as has
been previously demonstrated in the spousal relationship,
communication is related to cancer survivors’ psychological well-being. Further, our findings specifically suggest
that avoiding discussion of the cancer experience is a
family communication pattern that has negative consequences. Although the cross-sectional design of this study
precludes us from inferring a causal relationship between
family avoidance and mental health, it is likely that such
a complex relationship is bidirectional. That is, regardless
of whether family avoidance is a causal factor in poorer
psychological adjustment, decreases in avoidant behaviours are likely to have some effect on survivors’ mental
health.
Although this study is unique in that we surveyed longterm breast cancer survivors about a very specific element
of family communication (avoidance), our results are
not surprising in light of work that has been conducted
previously. In studies with cancer patients and cancer
survivors, increased emotional support and more open
communication have been associated with better psychological outcomes. Interestingly, the results of our multivariate analysis suggest that after controlling for family
avoidance, time since the end of treatment is not associated with mental health. While one might expect psychological adjustment to be associated with length of time
from the breast cancer diagnosis, family communication
appears to be a stronger explanatory factor in the variations in current mental health status.
One could argue that we have made the assumption that
family avoidance is at the negative end of a family communication spectrum, implying that open communication is a positive alternative to avoidance. Confounding
this issue, the literature suggests that open family communication may be detrimental, particularly if the family
responds negatively to the patient’s disclosures (Lepore
et al. 1996; Cordova et al. 2001). It appears that open communication works best in the context of positive communication skills such as validation of and empathy for the
cancer patient’s experience (Burleson 1994; Burleson &
Goldsmith 1998; Burleson 2003). Thus, in future studies,
it will be helpful to capture both the amount and the quality of family communication, in order to further clarify
these issues.
Several methodological limitations of this work must
be noted. First, our instruments measured perceived
family avoidance, which may or may not correlate with
actual family avoidance. Thus, we must be careful to
interpret our results as indicating the associations with

perceived, and not actual, family avoidance. It may be of
interest to investigators in the future to measure both
patient and family perceptions of avoidance, in order to
determine the optimal focus for interventions. For
example, if both the patient and family members perceive high avoidance, interventions to facilitate open
communication may be useful. On the other hand, if
only the patient perceives high avoidance, then interventions to help the patient evaluate his or her expectations may be more appropriate. Along the same lines,
we asked about only a very limited spectrum of
avoidant behaviours, specifically, verbal communication
about the cancer experience. Additional work is needed
to clarify the effects of other types of avoidant behaviours, including avoidance of emotional expression. Consideration should also be given to patient perceptions of
the reasons behind family members’ avoidant behaviours, as these assumptions may affect or be related to
the quality of family relationships.
The second methodological limitation of this study is
that we did not define the term ‘family’ in our questionnaire. As such, patients may have interpreted this term
differently, and may have responded based on different
interpretations of what constitutes ‘family’. On one
hand, this may provide us with a unique perspective, as
patients responded based on their interactions with persons they considered to be family. As some important
relationships are likely to exist outside of the framework
of the immediate – or nuclear – family, allowing patients
to define ‘family’ allows us to comment on the more general effects of avoidant communication. On the other
hand, it is difficult to compare patients’ experiences with
their families when a consistent definition is lacking. It
is also difficult to compare across studies in the absence
of a specific definition. Therefore, it would be useful for
future studies to provide a clear definition of the term
‘family’ so as to allow determination of the unique
effects of different types of relationships on patient wellbeing. Another important question to answer in future
work will be whether avoidant communication has a
more or less significant impact on patient well-being
depending on which family member is involved. This
may require that investigators query about each relationship separately.
A third limitation of this study is that we did not collect
information about stage of disease, which may be related
both to the family communication behaviours and to
mental health. Finally, our sample, while representative of
the population from which it was drawn, is fairly homogeneous, and generalizations to other populations may not
be valid.
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Implications
Findings from our study have several implications for clinical practice. We have identified a subgroup of women
with a history of breast cancer who perceive greater family
avoidance and who are also more likely to experience
mental health disturbance. By becoming aware that such a
problem exists, healthcare professionals may become
more vigilant in screening for negative family communication styles. Healthcare providers may be able to counter
these family behaviours through informal family counselling, or may find it useful to refer families who are having
difficulties to a specialist who is more experienced in family therapy techniques. In addition, by asking breast cancer patients and survivors about their perceived level of
family support, healthcare providers may also be able to
identify women who want to talk about their cancer experience and who will benefit from other resources, such as
support groups or community support organizations, that
are external to the family.

ACK N O W L E D G EM E NT
This work was supported in part by Gilda’s Club/Cancer
Action of Rochester, NY. Portions of this work were presented in December 2004 at the 27th Annual San Antonio
Breast Cancer Symposium in San Antonio, TX.

R EFE RE N C E S
Ashing-Giwa K., Ganz P.A. & Petersen L. (1999) Quality of life
of African-American and white long term breast carcinoma
survivors. Cancer 85, 418–426.
Baider L., Ever-Hadani P., Goldzweig G., Wygoda M.R. & Peretz
T. (2003) Is perceived family support a relevant variable in
psychological distress? A sample of prostate and breast cancer
couples. Journal of Psychosomatic Research 55, 453–460.
Ben Zur H., Gilbar O. & Lev S. (2001) Coping with breast cancer:
patient, spouse, and dyad models. Psychosomatic Medicine 63,
32–39.
Broeckel J.A., Jacobsen P.B., Balducci L., Horton J. & Lyman G.H.
(2000) Quality of life after adjuvant chemotherapy for breast
cancer. Breast Cancer Research and Treatment 62, 141–150.
Burleson B.R. (1994) Friendship and similarities in socialcognitive and communication abilities: social skill bases of
interpersonal attraction in childhood. Personal Relationships
1, 371–389.
Burleson B.R. (2003) Emotional support skills. In: Handbook of
Communication and Social Interaction Skills (eds Greene J.O.
& Burleson B.R.), pp. 551–594. Lawrence Erlbaum Associates,
Mahwah, NJ, USA.
Burleson B.R. & Goldsmith D.J. (1998) How the comforting
process works: alleviating emotional distress through conversationally induced reappraisals. In: Handbook of Communication and Emotion: Research, Theory, Applications, and
Contexts (eds Andersen P.A. & Guerrero L.K.), pp. 245–280.
Academic Press, San Diego, CA, USA.

360

Clark L.F. (1993) Stress and the cognitive-conversational benefits
of social interaction. Journal of Social and Clinical Psychology
12, 25–55.
Cordova M.J., Cunningham L.L., Carlson C.R. & Andrykowski
M.A. (2001) Social constraints, cognitive processing, and
adjustment to breast cancer. Journal of Consulting and Clinical Psychology 69, 706–711.
Edwards B. & Clarke V. (2004) The psychological impact of a
cancer diagnosis on families: the influence of family functioning and patients’ illness characteristics on depression and anxiety. Psychooncology 13, 562–576.
Figueiredo M.I., Fries E. & Ingram K.M. (2004) The role of disclosure patterns and unsupportive social interactions in the wellbeing of breast cancer patients. Psychooncology 13, 96–105.
Giese-Davis J., Hermanson K., Koopman C., Weibel D. & Spiegel
D. (2000) Quality of couples’ relationship and adjustment to
metastatic breast cancer. Journal of Family Psychology 14,
251–266.
Grunfeld E., Mant D., Yudkin P., Adewuyi-Dalton R., Cole D.,
Stewart J., Fitzpatrick R. & Vessey M. (1996) Routine follow
up of breast cancer in primary care: randomised trial. British
Medical Journal 313, 665–669.
Hanson F.M., Suman V.J., Rummans T.A., Dose A.M., Taylor M.,
Novotny P., Johnson R. & Evans R.E. (2000) Physical, psychological and social well-being of women with breast cancer: the
influence of disease phase. Psychooncology 9, 221–231.
Helgeson V.S., Cohen S., Schulz R. & Yasko J. (2000) Group
support interventions for women with breast cancer: who benefits from what? Health Psychology 19, 107–114.
Janoff-Bulman R. (1992) Shattered Assumptions: Towards A New
Psychology of Trauma. Free Press, New York, NY, USA.
Lepore S.J. & Helgeson V.S. (1998) Social constraints, intrusive
thoughts, and mental health after prostate cancer. Journal of
Social and Clinical Psychology 17, 89–106.
Lepore S.J., Silver R.C., Wortman C.B. & Wayment H.A. (1996)
Social constraints, intrusive thoughts, and depressive symptoms among bereaved mothers. Journal of Personality and
Social Psychology 70, 271–282.
Lepore S.J., Ragan J.D. & Jones S. (2000) Talking facilitates cognitive-emotional processes of adaptation to an acute stressor.
Journal of Personality and Social Psychology 78, 499–508.
Lindley C., Vasa S., Sawyer W.T. & Winer E.P. (1998) Quality of
life and preferences for treatment following systemic adjuvant
therapy for early-stage breast cancer. Journal of Clinical Oncology 16, 1380–1387.
McHorney C.A., Ware J.E., Jr, Lu J.F. & Sherbourne C.D. (1994)
The MOS 36-item Short-Form Health Survey (SF-36). III. Tests
of data quality, scaling assumptions, and reliability across
diverse patient groups. Medical Care 32, 40–66.
Mallinger J.B., Griggs J.J. & Shields C.G. (2004) Patient-centered
care and breast cancer survivors’ satisfaction with information.
Patient Education and Counseling 57, 342–349.
Manne S.L. (1999) Intrusive thoughts and psychological distress
among cancer patients: the role of spouse avoidance and criticism. Journal of Consulting and Clinical Psychology 67, 539–
546.
Manne S.L., Taylor K.L., Dougherty J. & Kemeny N. (1997) Supportive and negative responses in the partner relationship:
their association with psychological adjustment among individuals with cancer. Journal of Behavioral Medicine 20, 101–
125.
Manne S.L., Pape S.J., Taylor K.L. & Dougherty J. (1999) Spouse
support, coping, and mood among individuals with cancer.
Annals of Behavioral Medicine 21, 111–121.
Northouse L.L., Mood D., Kershaw T., Schafenacker A., Mellon
S., Walker J., Galvin E. & Decker V. (2002) Quality of life of

© 2006 Blackwell Publishing Ltd, European Journal of Cancer Care, 15, 355–361

Family communication and mental health

women with recurrent breast cancer and their family members.
Journal of Clinical Oncology 20, 4050–4064.
Pennebaker J.W. (1993) Putting stress into words: health, linguistic, and therapeutic implications. Behaviour Research and
Therapy 31, 539–548.
Peters-Golden H. (1982) Breast cancer: varied perceptions of
social support in the illness experience. Social Science and
Medicine 16, 483–491.
Pistrang N. & Barker C. (1995) The partner relationship in psychological response to breast cancer. Social Science and Medicine 40, 789–797.
Rime B. (1995) Mental rumination, social sharing, and the recovery from emotional exposure. In: Emotion, Disclosure, and
Health (ed. Pennebaker J.W.), pp. 271–292. American Psychological Association, Washington DC, USA.
Rime B., Philippot P., Boca S. & Mesquita B. (1992) Long-lasting
cognitive and social consequences of emotion: social sharing
and rumination. European Review of Social Psychology 3, 225–
258.
Slevin M.L., Nichols S.E., Downer S.M., Wilson P., Lister T.A.,
Arnott S., Maher J., Souhami R.L., Tobias J.S., Goldstone A.H.

& Cody M. (1996) Emotional support for cancer patients: what
do patients really want? British Journal of Cancer 74, 1275–
1279.
Smyth J.M. (1998) Written emotional expression: effect sizes,
outcome types, and moderating variables. Journal of Consulting and Clinical Psychology 66, 174–184.
Spiegel D., Bloom J.R. & Gottheil E. (1983) Family environment
as a predictor of adjustment to metastatic breast carcinoma.
Journal of Psychosocial Oncology 1, 33–44.
Tait R. & Silver R.C. (1989) Coming to terms with major negative
life events. In: Unintended Thought (eds Uleman J.S. & Bargh
J.A.), pp. 351–382. Guilford, New York, NY, USA.
Walker B.L. (1997) Adjustment of husbands and wives to breast
cancer. Cancer Practice 5, 92–98.
Ware J.E., Jr & Sherbourne C.D. (1992) The MOS 36-item shortform health survey (SF-36). I. Conceptual framework and item
selection. Medical Care 30, 473–483.
Ware J.E., Snow K.K., Kosinski M. & Gandek B. (1993) SF-36
Health Survey: Manual and Interpretation Guide. The Health
Institute, Boston, MA, USA.

© 2006 Blackwell Publishing Ltd, European Journal of Cancer Care, 15, 355–361

361

