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THESIS SUMMARY

Cancer is one of the leading causes of death in the UK. The Cancer Reform
Strategy (2007) highlighted the need for integration of psychological services into
routine cancer care. Previous research into psychosocial aspects of adjustment is,
however, inconsistent. This thesis opens with a background on cancer
epidemiology and policy; the psychological impact of cancer; and, the
shortcomings of previous intervention-based research. The Transactional Model is
introduced as a potential framework for modelling adjustment. The thesis aimed
to test this model for cancer patients in order to provide evidence to better inform
the provision of psychological services for cancer patients.

A systematic review summarised the literature exploring the extent to which
personality, appraisals and emotions were associated with psychosocial outcome.
68 studies were included. A number of small meta-analyses were performed using
the Hunter and Schmidt method. Findings demonstrated a lack of consistency, and
a number of research questions still unanswered. A methodological critique was
provided based on systematic quality assessment.

The empirical study had two purposes: prediction of clinical outcome and
theory development. 160 recently diagnosed colorectal, breast, lung and prostate
cancer patients were recruited. Measures of personality, appraisal, emotion,
coping and outcome (anxiety, depression and quality of life) were collected at
baseline, three- and six-month follow-up. Analyses demonstrated that the data
generally fitted the model but adaptations were proposed. Clinically, between 47
and 74% of variance in psychosocial outcome was explained by these predictor
variables, with cognitive appraisals most predictive of all Transactional Model
components. Statistical theory testing of cognition-emotion processes did not
confirm the Transactional Model (Lazarus, 1999). These findings question the
prescriptive nature of the theory and further testing is suggested, particularly in
response to chronic stressors.

Guidelines for methodological improvements are provided. The thesis

concludes with proposals for further research, including suggestions for theory-
informed interventions.
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CHAPTER 1
BACKGROUND LITERATURE REVIEW

1.1 CHAPTER OVERVIEW

This chapter will review some of the key theoretical and applied psychology
literature that underpins the rationale for this thesis. After a brief summary of the
relevant epidemiological literature (section 1.2) and a review of current cancer
policy (section 1.3), an overview of psychological issues commonly faced by cancer
patients will be presented (section 1.4). Together, these will help to delineate the
need for increased psychological input into the care of cancer patients.

Published psychosocial intervention trials have had varying success and few
have replicated the promising early effects on survival reported by Spiegel and his
colleagues (e.g. Speigel, Bloom, Kraemer & Gottheil, 1989). Nonetheless, there is
evidence that a variety of psychological variables are predictive of many short-
term outcomes including distress and quality of life. Few studies have approached
empirical investigation of cancer adjustment from a fully theoretical perspective.
An overview of the relevant intervention literature is presented in section 1.5
including a summary of some of the methodological problems with these studies.

The second half of the chapter (sections 1.6-1.11) introduces personality and
stress theory as potentially useful frameworks for understanding adjustment to
cancer. Although some evidence is published linking a limited number of
personality traits to outcome, there are many others which have simply not
featured in previous research. Additionally, though not yet empirically tested in
entirety, by incorporating cognitive, affective, and behavioural factors,
underpinned by personality and individual differences, the Transactional Model of
Stress holds promise for bringing together findings from the many disparate
studies already conducted in this field. Two primary issues remain. First, in
clinical application, it is not yet clear which aspects of the Transactional Model
(Lazarus, 1999) are most predictive of outcome, and therefore which should be
targeted in future research and clinical intervention. Second, theory-testing of the
latest version of this model has not been sufficiently comprehensive to justify
either the complexity of the model or the hypothesised nature of inter-variable

relationships.



Herein lie the multifaceted aims of this thesis:
* To systematically review the literature to date in line with this
theoretical framework
* To explore the utility of Transactional Model components in the
prediction of clinically-relevant psychosocial outcomes in cancer
patients
* To test the specific nature of Transactional Model with regards to
theoretically hypothesised associations between cognitions and
emotions.
The chapter concludes with a description of how each of these questions will

be approached (section 1.12).

1.2 CANCER INCIDENCE AND EPIDEMIOLOGY

Cancer remains the biggest threat to health in the UK accounting for 26% of
all deaths (Department of Health, 2007). A disease most prevalent in the elderly
(Geraci, Birch, Alston, Moran & Eden, 2007), of the 239,000 new diagnoses made in
2005, 26% were patients younger than 60 years of age (Office of National
Statistics, 2008). There were 152,491 cancer-related deaths in the UK in 2005, of
which, 47% resulted from a diagnosis of lung, colorectal, breast or prostate cancer.
These still remain the most common cancer diagnoses made. Although incidence-
proportional mortality rates remain higher in men than women, general trends of
decreasing mortality for both genders are evident (Cancer Research UK, 2008).
Despite this, five year survival rates for UK cancer patients remain significantly
lower than most comparable European healthcare systems where the UK ranks 9t
out of 28 for male survival and just 22 out of 28 for female survival (Department
of Health, 2007).

1.2.1 Cancer site-specific incidence and epidemiology

In the UK, cancer diagnoses are staged using both cancer-type specific
systems and generic tumour-node-metastases (TNM) systems. TNM staging
provides a score from 0-4 for each of the three aspects to give a specific
categorisation of the extent of disease. TNM scores are translated into a more

generic cancer stages ranging from 0 to IV with higher staging indicating worst



prognosis (at its simplest level, stage IV represents metastatic spread to other

parts of the body).

1.2.1.1 Breast cancer

Breast cancer is the most commonly diagnosed cancer in the UK and age-
standardised incidence is higher than in any other country worldwide (McPherson,
Steel & Dixon, 2000). Twenty percent of diagnoses are made in the under 50 age
group. Approximately 100 new diagnoses of female breast cancer are made every
day, but just 300 new diagnosis of male breast cancer are made each year (Cancer
Research UK, 2008). Fifty-five percent of breast cancer patients are diagnosed at
Stage 0 (non-invasive lobular or ductal carcinoma in situ) or with early stage (I or
II) invasive adenocarcinomas (85% ductal, 15% lobular) (Moorman, Jones,
Millikan, Hall & Newman, 2001). A number of rarer diagnoses also exist, for
example, Paget’s disease and inflammatory breast disease (each diagnosed at
incidence of 1-2%; Cancer Help UK, 2007). Due perhaps to increased symptom
awareness and more accurate and available screening, diagnosis rates of stage III
and IV (advanced) breast cancer have significantly decreased (Cancer Research
UK, 2008). Most breast cancer patients will undergo surgery and many will also
receive radiotherapy and/or hormone therapy. Chemotherapy is less commonly
used, but can particularly improve survival when combined with treatments like
Herceptin for some patient groups with advanced or aggressive breast cancer
(Cancer Research UK, 2008). Eighty percent of patients survive beyond five years
(Office for National Statistics, 2008), however, this varies significantly between
those diagnosed at early or advanced stage (Miller, Ellis, Sainsbury & Dixon, 1994).

1.2.1.2  Lung cancer

Lung cancer is the most commonly diagnosed type of cancer worldwide, and
remains second most common (after breast) in the UK (Office of National Statistics,
2008). Diagnosis is more common in men than women at a ratio of 7:5. The
majority of diagnoses are of adenocarcinoma or squamous cell carcinoma. An
additional 15-20% are diagnosed with small cell carcinoma which has a poorer
prognosis (Blows, 2005). Other rare diagnoses include mesothelioma and large
cell carcinoma (Cancer Help UK, 2007). Once again, cancer staging is based on

TNM staging; over two thirds of patients are diagnosed at a late stage (Yoder,



2006) and just 7% survive beyond five years after diagnosis (Cancer Research UK,
2008). This survival rate drops even further for small cell carcinoma which carries
a two year survival prognosis of just 2%. Surgical excision of the tumour is the
only curative treatment available to lung cancer patients but this is suitable for
fewer than 10% of diagnoses. Most patients without metastatic spread are offered
combination treatments including surgery, radiotherapy and chemotherapy, which
can increase five-year survival up to 20% (Cancer Help UK, 2007). Although the
prognosis following a lung cancer diagnosis remains poor, rates of diagnosis are
falling, and are expected to continue doing so with the recent significant decrease

in smoking related behaviour (Cancer Research UK, 2008).

1.2.1.3  Colorectal Cancer

Colorectal cancer has a higher incidence in the UK (third most common) in
comparison to many other countries (Boyle & Langman, 2000). Of all UK
diagnoses, two thirds originate in the colon, and one third in the rectum. Eighty
three percent of cases are diagnosed in those over 60 years of age (Office of
National Statistics, 2008). Ninety percent are diagnosed as adenocarcinomas, with
adenomas accounting for the remaining 10%. Staging is made using TNM
classification system or by using the colorectal-specific Dukes scale (Categories A -
D where A represents best prognosis and D refers to advanced or metastatic
cancer) (Midgley & Kerr, 2000). Just 10% of patients are diagnosed at an early
stage (Dukes A) but those who are have an 85% chance of five-year survival
(Cancer Research UK, 2008). Thirty percent are diagnosed with advanced (Dukes
D) colorectal cancer (Cancer Help UK, 2007), one of the highest UK rates of
advanced cancer at the point of diagnosis. Eighty percent of patients will be
offered surgery for colorectal cancer, although this is not always with curative
intent (Cancer Help UK, 2007). Chemotherapy is usually offered for all non-
metastatic cancers of the colon and has been shown to improve five-year survival
by 6-7%. (Midgley & Kerr, 2000). Radiotherapy is typically used for treatment of
rectal cancer, but can also be used as a form of palliative therapy and symptom
control for advanced colon cancer (Cancer Help UK, 2007). Colorectal cancer is the
second most common cause of cancer-related death in the UK (Office of National

Statistics, 2007) but this is expected to significantly decrease since the



introduction of routine screening with colonoscopy for the over 60’s in 2006
(Department of Health, 2005).

1.2.1.4  Prostate cancer

Prostate cancer is the most commonly diagnosed male cancer in the UK
accounting for 24% of all diagnoses, totalling around 35,000 diagnoses per year
and a male lifetime risk of 1 in 14 (Office of National Statistics, 2008).
Significantly increased diagnosis rates over the past 20 years have been concluded
not to represent increasing incidence, but better detection following introduction
of PSA (Prostate Specific Antigen) testing (Cancer Research UK, 2008). Sixty
percent of all men diagnosed with prostate cancer are over 70 years of age (Cancer
Research UK, 2008) but evidence shows that between 15 and 30% of all men over
50 show some symptoms of the disease (Cancer Help UK, 2007). This figure rises
to 66% in over 75’s (Dawson & Whitfield 1996) and continues to rise with
increasing age. Extent of prostate cancer can be indicated in three ways. Whilst
PSA levels are a good indicator of cancer presence, high levels do not always
equate with worst prognosis (Cancer Help UK, 2007). TNM staging is more
frequently used, as is the prostate specific Gleason classification. Where TNM
staging indicates overall extent and spread of illness, Gleason scores are an
indicator of tumour histology only. Scores range from 0-10, where scores above
eight indicate the fastest growing tumours (Cancer Help UK, 2007). Very few men
die from prostate cancer directly (approximately 4%; Cancer Research UK, 2008).
The most common treatment options are active surveillance (monitoring of those
who may, at a later date, benefit from curative radical treatment), watchful waiting
(treating symptoms of those who are unlikely to benefit from radical treatment on
an ad hoc basis) or hormone therapy, particularly where the illness is diagnosed in
more elderly patients (Cancer Help UK, 2007; Neal, 2008). Radical therapy
(radiotherapy or surgery) is also used for localised disease, with chemotherapy

generally only reserved for cases of advanced cancer (Dawson & Whitfield, 1996).

1.2.2 North Wales incidence
Six counties contribute to the geographical area of North Wales (Anglesey,
Conwy, Denbighshire, Flintshire, Gwynedd and Wrexham) comprising a population

of approximately 670,000 persons (Welsh Cancer Intelligence and Surveillance



Unit, 2006). Table 1.1 summarises total incidence, mortality, and survival
statistics for this region between 1995 and 2000. These statistics are highly
comparable with the summary data previously discussed for general UK trends,
but not the improved incidence-related trends observed in many other European

countries.



Table 1.1. Incidence, Absolute Survival and Mortality Statistics for breast, prostate, lung and colorectal cancers in North Wales (provided by the Welsh

Cancer Intelligence and Surveillance Unit).

Total Incidence 1 Year Absolute Survival * 5 Year Absolute Survival * Total Deaths
(1995-2004) Male Female Male Female (1995-2004)

Male Female  foVe o590y Relative 9506 1 selative 9596 ci Selative gsgp ci Male Female
Breast 5368 92.0%  90.5,93.3 793%  77.1,813 1838
Lung 3270 2039 163% 145,183 146% 124,169 41% 3.1,5.1 5.0% 3.7,65 2704 1630
Colon 1577 1603 629%  58.6,66.8 555%  51.1,59.6 462%  415,50.7 37.7%  33.3,42.1 753 894
Rectum 1137 810 709%  66.2,75.2 703% 645,753 481% 427,533 473% 409,535 450 347

Prostate 4156 855%  83.2,87.6 726%  69.0,75.8 1300

* Based on diagnoses made 1995-2000 and followed up until 2005.



1.3 CANCER GUIDANCE AND POLICY

Increasing incidence, high levels of mortality, and poor comparison in terms
of survival statistics have ensured that cancer remained at the forefront of NHS
policy during the last decade. The NHS Cancer Plan (Department of Health, 2000)
set cancer as a health services priority and laid out a number of key aims including
bettér co-ordination between primary and secondary care services, increased
participation in clinical trials, and better end of life care, amongst others. It also
stated the need for personalised support and individually tailored care for each
patient, with a requirement to address inequalities in care over different social
groups. The NHS Improvement Plan (Department of Health, 2004) also aimed to
build upon previous success by increasing the quality and speed of treatment, and
by proposing much more choice and decision-making responsibility for the
patient.

Despite a large body of literature stressing the importance of quality of life,
these latest two documents, in aiming for improvement of service delivery, tend to
focus on the practicalities of cancer care and medically based treatments rather
than psychosocial concerns. An earlier report by the Chief Medical Officers of
England and Wales (A Policy Framework for Commissioning Cancer Services;
Department of Health, 1995) gave more recognition to quality of life, and
psychological support and care of cancer patients claiming survival to be of “...no
means the only outcome of importance.” (p.27). It also stated the likelihood of
differing quality of life following different treatment programmes.

The Cancer Reform Strategy (Department of Health, 2007) builds upon
earlier strategic documents and aims to illustrate “how by 2012 [English] cancer
services can and should become among the best in the world.” (p. 7). In addition
to many suggestions regarding the organisation of medical care, the strategy lays
out a clear role for psychological services in achieving this aim, recognising as it
does, that support services are “as important as any other aspect of their
treatment” (p.76). Despite this objective, the practicalities of implementing this
are not clear; dedicated psychological services are not explicitly included under
treatment improvements, nor are staff listed in summaries of the expanded cancer
workforce since 2004 (also in the same report). Four levels of psychological

input are suggested:



* Level one: Information and communication issues

* Level two: Problem solving interventions

* Level three: Counselling and theoretically driven interventions

* Level four: Specialist psychological and psychiatric interventions.

Of these, the first two, and possibly even the third are suggested to become a key
component of the role of Clinical Nurse Specialist, thus requiring higher levels of
training and support for these individuals.

The latest strategic policy in Wales, Designed to Tackle Cancer in Wales
(Welsh Assembly Government, 2008), falls slightly short of the Cancer Reform
Strategy by failing to explicitly outline the role of psychological services in ongoing
cancer care improvement. Aims of the strategy do, however, include surveys of the
experiences and needs of cancer patients and survivors which seems an obvious

first step.

1.4 PSYCHOLOGICAL OUTCOMES AND INTERVENTIONS IN CANCER CARE.
1.4.1 Incidence of psychological co-morbidity

A large body of multi-disciplinary literature is available (psychology, liaison
psychiatry, nursing, social work, clinical oncology and so forth) demonstrating the
psychological impact of a cancer diagnosis. Indeed, cancer is not unique among the
chronic and terminal illnesses, with worsening physical health significantly
associated with higher risk of developing psychological co-morbidity (G. Smith,
2003). Within oncology, the need to tackle such problems is clear (Ramirez, 1989;
Pendlebury & Snars, 1996).

Following cancer diagnosis, and throughout treatment, few individuals are
able to maintain previous levels of psychological health and well-being without at
least some challenges. However, there are many inconsistencies in the literature
concerning incidence levels and prognosis of such co-morbidity. In short, the
process of, and long-term outcomes from, psychological adjustment to cancer are
unpredictable and unknown.

Distress, a term used within the literature to encompass a broad range of
negative psychological co-morbidity (Ridner, 2004), is reported to be problematic
for in excess of 30% of patients (Zabora, Brintzenhofezoc, Curbow, Hooker &
Piantadosi, 2001; Jacobsen, 2007; Mitchell, Kaar, Coggan & Herdman, 2008). In

some cases, distress levels are reported as high as 75% (Galway, Black, Cantwell,



Cardwell, Mills & Donnelly, 2008). As such there is a growing movement within the
field of psychosocial oncology for distress to be recognised as a sixth ‘vital sign’ in
cancer care, alongside the more traditional physiological assessments of body
temperature, pulse, blood pressure, respiratory rate, and pain (Bultz & Carlson,
2006).

| Maguire (2000) reports that around one third of all patients diagnosed with
cancer will develop one or more psychological co-morbidities, such as anxiety or
depression. Anxiety is perhaps the most common of these (Missiha, Solish & From,
2003), but incidence rates at diagnosis are variable ranging from 10% (Ratcliffe,
Dawson & Walker, 1995) to 41% (Glinder & Compas, 1999). Clinical depression
appears less common, but nevertheless incidence is still considerable ranging from
as low as 2% (Ratcliffe et. al,, 1995) to 34% (Epping-Jordan, Compas, Osoweicki,
Oppedisano, Gerardt, Primo et. al,, 1999; Glinder & Compas, 1999). Such wide
ranges of reported clinical psychological co-morbidity in cancer patients may be
reflective of clinical, demographic and psychosocial variation between studies
investigating such outcomes. There is relatively consistent evidence that post-
diagnosis levels of depression and anxiety are related to both pre-illness
psychological history and concurrent psychological factors (Robinson, Boshier,
Dansak & Peterson, 1985). Anxiety and depression are not only common at the
time of diagnosis: Sukantarat, Greer, Brett & Williamson (2007) claim that cancer
is one of many illnesses in which patients show evidence of such co-morbidity
many months—even years—after diagnosis.

Cancer can also have exceptional effects on an individual’s quality of life,
resulting in psychosocial, sexual and physical challenges and dysfunction
(Fallowfield, 1995; Boini, Briangon, Guillemin, Galan & Hercberg, 2004). Alhama,
Extremera, Mesa, Martin, Vizoso & Vico (1996) report that around 50% of newly
diagnosed patients are dissatisfied with their quality of life, yet a study of breast
cancer patients by Kessler (2002) suggests that patients reported better quality of
life than they perceived the general population to have. A review by de Haes & van
Knippenberg (1983) concluded that there was insufficient evidence to suggest that
quality of life differences could be fully accounted for by differences in clinical
presentation and treatment modalities and that, as in the case of anxiety and

depression, psychological mechanisms are likely to be implicated. Although a
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relatively old review paper, no empirical evidence has yet been published to the

contrary.
1.4.2 The process of adjustment

In the case of illness, the term adjustment can be used to refer to the process
of adaptation or return to ‘normality’ that ensues after a diagnosis. Many studies
in the field of psychosocial oncology suggest that this process of adjustment
commences very quickly after diagnosis for both distress (Trask, Paterson, Fardig
& Smith, 2003; Deshields, Tibbs, Fan, Bayer, Taylor & Fisher, 2005) and quality of
life outcomes (Felder-Puig, Formann, Mildner, Bretschneider, Bucher, Windhager
et al, 1998; Chan, Ngan, Li, Yip, Ng, Lee et. al,, 2001; Yan & Sellick, 2004). However,
there is also a substantial literature which suggests that adjustment is far more
complicated and that each different psychosocial outcome may follow different
adjustment trajectories. Indeed, some studies seem to imply that over the course
of illness, quality of life and distress are relatively stable (although differing in
quantity between patient groups), and that it is not until after treatment has
finished that they begin to improve (Bleiker, van der Ploeg, Ader, van Daal &
Henriks, 1995; Nordin & Glimelius, 1998; Butow, Coates & Dunn,1999). The linear
relationship between high quality of life and low distress seem an obvious
observation to make given the supportive literature, but this is important to note

(D'Antonio, Long, Zimmerman, Peterman, Petti & Chonkich, 1998).

1.43 Psychological interventions to aid adjustment

Given the potential for poor psychological adjustment, and therefore, poorer
long-term psychological well-being, it is no surprise that the need for psychological
support for cancer patients is well documented (Spiegel, 1994). Attempts have
previously been made to introduce psychological interventions to compliment
physical therapies for cancer patients (e.g. Mermelstein & Holland, 1991; Spiegel,
Morrow, Classen, Raubertas, Stott, Mudalier et al., 1999; Donelley, Kornblith,
Fleishman, Zuckerman, Raptis, Hudis, et al, 2000). These have enjoyed varying
success but few have replicated the promising early findings of Speigel and
colleagues that such interventions may directly impact upon survival in cancer
patients (e.g. Speigel, Bloom, Kraemer & Gottheil, 1989; Richardson, Shelter, Krailo
& Levine, 1990); whilst both clinical and demographic factors are found to

contribute to long-term disease-free survival, evidence for the role of psychological
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variables is weak, if present at all (Cassileth, Walsh & Lusk, 1988; Smedslund &
Ringdal, 2004).

Whilst Walker, Hayes & Eremin (1999) suggest that there is theoretical
potential for improved survival from psychosocial interventions, the mounting
criticism, predominately from Coyne and his colleagues, suggests otherwise. In
the first of two commentary articles in response to publications of
psychotherapeutic interventions, Palmer and Coyne (2004) suggest that
methodological weaknesses are often apparent; namely sampling weaknesses and
unclear justification for the intervention components. More so, they go on to
suggest that in published reviews of interventions, publication biases and
inappropriate comparison analyses between included studies falls below
appropriate standards and so not even these conclusions can be trusted. In the
second commentary (Coyne, Hanisch & Palmer, 2007) and two further review
articles (Lepore & Coyne, 2006; Coyne, Stefanek & Palmer, 2007), the overall
conclusion is that the lack of evidence to date is sufficient to abandon all claims of
survival effects from psychological interventions, in favour of more subtle
hypothesis testing of intervention effects on behavioural aspects of illness;
experiences of and coping with side effects of treatment, treatment adherence, and
follow-up care delivery, for example (Coyne, Hanisch et al., 2007).

Whilst Coyne et al’s methodological critique is sound and has been echoed
elsewhere in the literature (e.g. Edwards, Hulbert-Williams & Neal, 2008), their
conclusion that interventions should not be aimed at survival, or indeed the many
other important psychosocial outcomes, seems premature. Indeed, putting
survival outcomes aside, there is evidence that intervention may have beneficial
impacts upon psychosocial outcomes such as anxiety, depression, distress,
perceived pain, information needs and so forth (Fallowfield, Ratcliffe, Jenkins &
Saul, 2001).

Two recently published Cochrane reviews of psychological interventions
within oncology samples further question the findings of individual studies; the
first (Edwards et al., 2008) explored of the impact of two types of psychological
intervention (Cognitive Behavioural Therapy and Supportive-Expressive Group
Therapy) on a variety of outcomes within metastatic breast cancer patients and

the other (Akechi, Okuyama, Onishi, Morita, & Furukawa, 2008) focuses
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specifically on psychotherapeutic interventions targeted at depression but in a
range of palliative diagnoses. Edwards et al. (2008) concluded that whilst
interventions can improve short-term psychological comorbidity, the small corpus
of established literature offers little in terms of conclusive evidence for benefits on
long term psychological or physical outcome. Akechi et al. (2008) conducted
numerous meta-analyses which demonstrate that where effects on anxiety were
non-significant, some ameliorating effect on depression was observed.

Whilst these two reviews focus upon those with metastatic illness, the
findings are not just limited to these patient populations and similar findings are
reported for those with less advanced illness (Trijsburg, can Knippenburg &
Rijpna,1992; Jacobsen & Hann, 1998; Uitterhoeve, Vernooy, Litiens, Potting,
Bensing & deMulder, 2004; Owen, Klapow, Hicken &Tucker, 2001; Schofield,
Carey, Bonevski & Sanson-Fisher, 2006). As yet, no up-to-date systematic reviews
of the effects of intervention for early cancer diagnosis has been published,
although one is currently underway for quality of life outcomes (Galway et al.,
2008). Given the ongoing debate on the efficacy of psychosocial intervention, the
scope for a similar review for interventions aimed at psychological outcomes in
patients with early stage diagnosis patients is clear. Despite the, albeit
controversial, evidence from intervention studies for improvements in distress
and quality of life, the practicality and cost-effectiveness of offering these to all
patients is questioned given the reported benefits (Owen et al., 2001; Rehse &
Pukrop, 2003). Bloom (2007, 2008) promotes the view that whilst intervention
research has failed to establish a clear benefit for recurrence or survival, the
shorter-term psychological benefits could result from an indirect effect of
increased social support, a conclusion also drawn earlier by Llewelyn, Murray,
Johnston, johnston, Preece and Dewar (1999).

Other indirect benefits of psychosocial interventions have been reported,
including the fostering of an environment conducive to emotional expression
(Shrock, Palmer & Taylor, 1999), and the enhancement of psychophysiological
immune functioning (Compass & Leuken, 2002). This latter finding has also been
supported by growing research into the effects of mindfulness-based psychological
therapies. Although it is perhaps too early to make any substantive claims from

such research regarding disease progression and survival, promising results, both
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in terms of short-term distress levels and psycho-neuroimmunological functioning,
have been published (Mackenzie, Carlson & Speca, 2005).

Coyne et al.’s (2007) conclusion that the trialling of interventions should be
tailored entirely to medical and behavioural outcome is neither universally
accepted nor promoted in this thesis. What is clear, however, is that should
psychological intervention ever be intended to impact upon clinical oncology in a
significant way, more methodologically sound, theoretically based empirical
research is needed (Ross, Boesen, Dalton & Johansen, 2002; Schofield et al., 2006).
Furthermore, the methodology of the non-intervention based psychosocial
oncology literature is also questionable and may well account for the inconsistency
of findings. The use of randomised controlled trials and longitudinal designs over
cross sectional surveys is becoming more important as a marker of good quality
research (Yardley & Moss-Morris, 2007) and yet this remains a critical problem in
psychosocial oncology. Furthermore, the effects of clinical variables and within
sample bio-medical differences (Andersen, 1992; Edwards et. al., 2008) need to be
considered with more methodological rigour.

Particular attention is also due to the many reviews (e.g. Cull,1990;
Andersen, 1994) which suggest that the greatest weakness in the field arises from
a lack of sound theoretical rationale (this critique of the literature is not new
within health and clinical psychology; see Marteau & Johnston, 1987 for an early
commentary on the potential of health psychology theory application). Basing
future research on established and validated theory may improve the credibility of
the findings.

It has long been suggested that research with a multidimensional focus is
required (Baltrusch & Waltz, 1985). Rather than continued study of behavioural
processes, a focus on the additional effects of individual differences, cognitive
processes and emotional (or affective) reactions on patient outcome should be
investigated as these may act to facilitate or impede psychosocial interventions
(Folkman & Greer, 2000; Compas & Lueken, 2002). One attempt to model these
complex variable interactions was proposed by Brennan (2001) in his Social-
Cognitive Theory of adjustment. This process model of adjustment encompasses a
broader range of psychosocial components primarily centred around the notion

that distress results when the diagnosis (and its sequalae) require greatest re-
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organisation of the patient’s mental map (Brennan & Moynihan, 2004), a term
used to refer to individual cognitive schema and experience of the world.
Interventions encompassing such components (e.g. self-efficacy, self-regulation
and outcome expectancies) have previously been reported to be efficacious in
improving psychosocial outcome (Graves, 2003). However, the model requires
further development and empirical support; specifically, its research and multi-
disciplinary application beyond clinical psychology services is unclear.

Whilst Brennan'’s model is rooted in clinical psychology, the discipline of
health psychology may offer useful alternatives. Self-Regulation Theory—based
upon the work of Leventhal and his colleagues (e.g. Leventhal, Leventhal &
Schaefer, 1989) and Carver & Scheier (e.g. Carver & Scheier, 1999)—has to date
dominated research into cognitive aspects of illness adjustment, both within
cancer and other illness groups. Self-regulation theory was in part developed from
more generic stress and coping theory (Schroevers, Kraaij & Garnefski, 2008) in
order to expand such theories to encompass goal-related cognitions. However,
even this popular model has weaknesses, primarily that the longitudinal aspect of
how the different components of self-regulation change over time and interact is
under-developed and un-clear (Marks, Murray, Evans, Willig, Woodall & Sykes,
2005). As an alternative approach, recently expanded socio-cognitive-
motivational models of stress (i.e. Lazarus’s Transactional Model) may be
considered well positioned to provide a theoretically developed and empirically
supported model which could (but haven’t yet in their fullness) be applied to
oncology. The remainder of this chapter will focus on reviewing this theory and

some of the relevant research.

1.5 THE TRANSACTIONAL MODEL OF STRESS

Psychologists define stress as a fundamentally subjective transactional
process involving appraisal of the potential stressor (the circumstance initiating
the stress reaction) and perceived resources (the individual’s ability to cope with,
and deal with the stressor) (Lazarus & Folkman, 1987). Individual differences in
response to similar stressors reflect cognitive appraisal variations (Lazarus, 1984).
It is these variations in event and resource appraisal that make some individuals

particularly vulnerable to stress. Appraisal occurs at both conscious and
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unconscious levels and is influenced by situational, temporal, and personal factors.
For example, an individual receiving a diagnosis may appraise it as a threat (e.g. to
future goals), as a challenge (to overcome) or as a loss (e.g. loss of role). In turn
these appraisals will vary depending upon the diagnosis made, the past experience
of the patient, and even the age of the patient.

Coping represents the cognitive and behavioural efforts made by an
individual to make the situation more manageable and less demanding or
threatening, or what a person will do or think in order to meet the perceived
challenge. Although numerous dichotomies of coping have been proposed within
the literature—for example Folkman and Lazarus’s (1988) Problem versus
Emotion focussed coping, or Carver’s Adaptive versus Maladaptive coping
(1997)—it is perhaps the process and flexibility of the constructs which should be
of importance, rather than the specific label assigned, which may (as in Carver’s
case) be misleading: a strategy perceived by one to be adaptive, may be perceived
by another, or indeed that same person in a different situation, to be maladaptive.
What is generally accepted within the coping literature is that coping is complex,
flexible, dynamic, and more crucially, primarily dependent on cognitive appraisals.
Furthermore, within a given stressful situation, individuals will often report using
many different types of coping approach to handle the different demands
associated with that stressor (Lazarus, 1993).

There is a significant body of empirical evidence concluding that coping is
linked with event outcome. However, it has recently been suggested that it may be
individual differences in the cognitive appraisals and affective processes which lie
behind the coping effort that have most predictive value (Schneider, 2008).
Lazarus’s revised stress theory (1993, 1999), the Transactional Model, proposes
that under threat of potential stress, the individual will not only appraise the
situation/event, but will also make an assessment or appraisal of how one will
cope with stressor and how the stressful experience will interfere with attainment
of one’s personal goals. It was also in these latter developments of the theory that
appraisals were split into macro and micro components (see table 1.2). Lazarus
refers to this former group as the core-relational themes, a summary perception of
harms or benefits from the situation. Within a given situation, a specific core-

relational theme is referred to as a relational meaning, and each is paired with one
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of 12 core emotions (Smith & Ellsworth, 1985; Lazarus, 1999). It is interesting to
note that where ten of these pairings are unique, there are two independent
emotions (sadness and resignation) which, according to the literature, can result
from the same core-relational theme (loss/helplessness). It is differing
combinations of the individual appraisal components which produce varying
perceptions of relational meaning (at the micro processing level). At this point,
appraisal theory had moved away from a simple assessment of harm, loss and
challenge, to a more complex interaction of motivational (relevance of the
situation and how congruent this is to one’s goals), situational (locus of
accountability and coping expectations), and future-oriented (expected length of
disruption due to the stressor and perceived long-term impact) appraisals
(Lazarus, 1993).

Although the one-to-one relationships between emotions and relational
meaning are well documented, the unique appraisal component contributions to
each core-relational theme are less clear. For six so-called ‘hot’ cognitions (which
underlie the emotions of anger, guilt, fear/anxiety, sadness, hope/challenge, and
happiness), the entire process (an emotion-specific cognition model) is fully
proposed. The remainder (these haven’t yet been assigned a grouped sub-title
within the literature), are less defined and a description of which appraisal
components are (or aren’t) involved has not been established. Indeed, there are
some emotions, for example regret, for which even the unique relational meaning
is not fixed due to the neutrality of the emotional state to which they are
associated (Smith, 2006). Table 1.2 summarises which components are implicated
for each emotional reaction according to the latest academic opinion (Smith and
Lazarus, 1993; Lazarus, 1999; Smith, 2006).
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Table 1.2. Hypothesised relationships between Transactional Model components.

Emotion Core-Relational Theme Appraisal Components

Anger Other-blame Motivational relevance
Motivational incongruence
Other accountability

Guilt Self-blame Motivational relevance
Self accountability

Fear/Anxiety Danger/threat Motivational relevance
Motivational incongruence
Low Emotion focussed coping potential

Sadness Loss/ helplessness Motivational relevance
Motivational incongruence
Low Problem focussed coping potential
Low Future expectancy

Hope/Challenge Optimism Motivational relevance
Motivational incongruence
Problem focussed coping potential

Happiness Success Motivational congruence

Other Cogniti

Surprise Unexpectedness Not specified

Resignation Loss/helplessness Not specified

Tranquility Lack of concern Not specified

Shame/Humiliation Self consciousness Not specified

Interest Relevance Not specified

Boredom Irrelevance Not specified

Relief Threat removal

Frustration Not specified Not specified

Self-Directed Anger Not specified Not specified

Regret Not specified Not specified
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Over the course of the late 1980s and 1990s, the order of the linear process
between components in this model changed numerous times. Some papers (e.g.
Lazarus, 1991) placed both emotion and coping as concurrent outcomes from the
appraisal process while others placed emotion before coping (e.g. Lazarus, 1999).
In his 1999 text, Lazarus also comments that coping can even shape emotion,
presumably by changing situational appraisals. Despite such inconsistencies,
assessment of the interdependent role of each component—appraisal, emotion,
and coping—has been concluded as imperative to best outcome prediction
(Folkman, Lazarus, Dunkel-Schetter, DeLongis & Gruen, 1986; Lazarus, 1999;
Storbeck & Clore, 2007). Figure 1.1 presents a diagrammatic summary of the
model encompassing feedback loops between outcome and re-appraisal, and
between coping and re-appraisal, to emphasise the ongoing and cyclical nature of

the stress process.

Appraisal

Stressor Emotion Coping |———a= Outcome

Relational
Meaning

Figure 1.1. The Transactional Model of stress (adapted from Lazarus, 1999).
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1.6 EMPIRICAL EVIDENCE FOR THE TRANSACTIONAL MODEL

Only a few published studies test the full complexity of the Transactional
Model in sample of physically ill individuals (though there are some, for example
Lowe, Vedhara, Bennet, Brookes, Gale, Munnoch et al. 2003; Bennet, Lowe &
Honey, 2003). The majority of empirical support comes from laboratory-based,
experimental studies by Lazarus and colleagues (Lazarus, 1993) and their
published theoretically-based hypotheses, position papers, and textbooks. A
distinction must be drawn here between the two categorisations of stress often
made in health psychology; that between chronic stressors (high impact, ongoing
stressors) and acute stressors (low impact, short lived stressors). In summarising
previous methodological approachs to this subject, Lazarus (1999) suggests that
most experimental studies have focussed primarily on short-term acute stressors
(e.g. exam stress), vicarious stressors (e.g. responses to viewing stressful
situations on film), or retrospective reflections on heterogenous stressors within
the same sample (e.g. requiring participants to respond based on a recent stressful
event of their choice). Few, if any, have successfully tested the Transactional
Model within the context of chronic stressors (e.g. diagnosis of a life-threatening
illness). Whilst the effect on the individual of each stressor type is thought to be
quantitative rather than qualitative—in other words, that the same psychological
and psycho-biological process may result, but at differing levels, with the potential
for resultant outcomes to differ in both quantity and time-extent (Lazarus,
1999)—it is imperative that future empirical tests of this model focus on the
homogenous experience of chronic stressors in addition to the lesser impacting

acute stressors.

1.7 APPRAISAL, EMOTIONS, COPING AND ADJUSTMENT TO CANCER
Cancer diagnosis could theoretically operate at many levels of Lazarus’s
model (Jenkins & Paragament, 1988). For example, illness adjustment and
outcome rely not only on personal coping, but also on personal appraisal and
external intervention (e.g. treatment) which can pose a challenge to personal
control of the situation. Additionally, illness frequently has major emotional
implications and often challenges personal goals (Brennan, 2001). And yet,

research testing specific components of the model in the adjustment process is

20



sparse. Chapter Two of this thesis will provide a systematic review of such
evidence, however, an overview of some of the key research in psychosocial

oncology is provided here to form the rationale for this research thesis.

1.7.1 Appraisals

In terms of cognitive appraisal, a variety of components have been studied,
though few repeatedly enough to form sound conclusions. Costanzo, Lutgendorf,
Bradley, Rose and Anderson (2005) found that strong internal attributions were
associated with greater distress, as did Faller, Schilling and Lang (1995) and Gotay
(1995). Where Jenkins and Paragament (1988) found only moderate predictive
ability for appraisals on outcome, other studies report that primary appraisals
relate to outcome more strongly than do secondary appraisals (Burgess and Haaga,
1998). In-keeping with the Transactional Model, Krietler, Chaitchik, Kreitler,
Rapoport and Algor (1996) report findings which highlight the importance of
motivation-related cognitions (assessment of how much impact the stressor will
have on the achievement of current goals and activities) in adjustment to cancer, a
factor virtually absent from current empirical literature and models of cancer-

specific adjustment.

1.7.2 Coping

Research relating coping to illness outcome is abundant compared with
research into cognitions or affective responses. The majority of these papers
however, demonstrate such relationships with only modest effect sizes (Felton &
Revenson, 1984; de Ridder & Schreurs, 1996). Regardless of strength of effect,
most replicate the transactional and fluid nature of coping demonstrated in the
general health psychology literature (Gammon, 1993). For long-term illness
adjustment, it is a general principle that escape or avoidant coping, excess denial,
or emotion-focussed coping tend to be more strongly associated with higher
distress than do active or problem-focussed coping (Zabalegui, 1999; McCaul,
Sandgren, King, O'Donnell, Branstetter & Foreman, 1999). The latter should,
according to Cohen (2002), be the focus of psychosocial interventions within this
patient group. However, as defined earlier, coping responses are subjective and
should not always be exclusively considered in this simplistic way. Some authors,

for example, have compared coping responses between patient sub-groups
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implying that these may be indirectly responsible for cultural, age, and gender
differences in adjustment and outcome (e.g. Culver, Arena, Antoni & Carver, 2002).
Furthermore, religious-specific coping is becoming an area of increasing research
interest with preliminary results seeming to show some benefits (with regard to
psychosocial outcome) for those using religious coping and reporting deeper

spirituality (Gall, de Renart & Boonstra, 2000; Nairn & Merluzzi, 2003; Gall, 2004).

1.7.3 Emotions

Varying levels of experienced emotion—sadness, fear, or hope, for example—
have also been reported to influence psychosocial outcome in cancer patients
(Grassi & Molinari, 1988; Watson, Greer, Rowden, Gorman, Robertson, Bliss et al.,
1991; Longman, Braden & Mischel, 1999). Although published data on a wide
range of specific emotional components is infrequent with most papers tending to
focus on more generic affective disorders such as anxiety, depression or distress as
primary outcome measures.

The concept of emotional control has been researched more often within
cancer samples, primarily using Watson and Greer’s Courtauld Emotional Control
Scale (CECS; 1983) which assesses the extent to which an individual supresses to
their anger, anxiety and depressive emotions. Numerous studies have
demonstrated how in cancer patients, higher emotional repression correlates with
anxiety (Pettingale, Watson & Greer, 1984), and more general adjustment (Classen,
Koopman, Angell & Speigel, 1996; Sanderman & Ranchor, 1997; and Denollet,
1999).

1.7.4 The Mental Adjustment to Cancer Scale

Much of the work of Watson, Greer and their various colleagues since the
early 1980s has focussed on processes involved with cancer adjustment. This
resulted in the creation of the Mental Adjustment to Cancer (MAC) Scale (Watson,
Greer, Young, Inayat, Burgess, & Robertson, 1988). With a somewhat ambiguous
title, the measure was originally created to assess coping strategies in people with
cancer. However, there are features of this scale which not only relate to the
construct of coping. When viewed in the context of stress models, the scale also
seems to assess (whether purposely or not is unclear) cognitive appraisal and

emotions. As such the scale seems suited to the development of social-cognitive-
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motivational models of adjustment, if perhaps still requiring of further
modification and clarification. Of the four main factor components of this scale,
three are repeatedly found to be correlated with psychosocial outcome:
helplessness/hopelessness (e.g. Greer, 1991), fatalism (e.g. Watson et al, 1991;
Kugaya, Akechi, Okamura, Mikami & Uchitomi,1999) and fighting spirit (Classen et
al.,, 1996; Gilbar, Or-Han & Plivazky, 2005; Watson, Homewood, Haviland & Bliss,
2005). Additionally, the role of hopelessness/helplessness has been shown to be
implicated in disease-free survival (Watson, et al. 2005) but the wider impact of
fighting spirit on such physical outcomes remains unclear (Coyne et al., 2007).
Nevertheless, Greer (2008) continues to promote the use of cognitive-behavioural
therapy to enhance fighting spirit to reduced the risk of recurrence and improve
survival chances.

In a relatively recent review, Ranchor & Sanderman (2006) further add to the
confusion as to what is measured by the Mental Adjustment to Cancer Scale by
referring to the concept of fighting spirit as a personality variable, going on to
suggest that there is potential for research to explore how Five-Factor models of
personality relate to this charcteristic. The Mental Adjustment to Cancer Scale,
and particularly the notion of fighting spirit will be addressed at numerous points
during this thesis. However, a discussion of the role of personality in cancer

adjustment follows.

1.8 PERSONALITY THEORY

Carver & Scheier (2000) define personality as “a dynamic organization,
inside the person, of psychophysical systems that create the person’s characteristic
patterns of behaviour, thoughts, and feelings” (p.5). The overlap here with the
Transactional Model is clear and numerous researchers including Lazarus and
Folkman (1987) and O’Brien and DeLongis (1996) make a sound case for the
hypothesis that person-related variables (e.g. locus of control) may act as causal
antecedents to stress appraisals, emotions, and coping (the thoughts, feelings, and
behaviours referred to by Carver & Scheier). Lazarus further clarified his position

on this issue by writing that:
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“...psychology has long been ambivalent about individual
differences, opting for the view that its scientific task is to
note invariances and develop general laws. Variations
around such laws are apt to be considered errors of
measurement, though they must be understood if
reasonably accurate prediction is to be possible.” (1993, p.3)

Related more explicitly to illness, Eysenck (1991; 1993) claimed personality and
individual differences to be as equally important as the stressor and coping
responses in determining final stress outcomes.

Personality is generally considered to consist of two distinct parts. ‘State’
attributes are those which are changeable: unstable and situation specific (e.g. Self-
Efficacy). In addition, exists the concept of ‘trait’ personality characteristic—a
label first coined by Cattell to replace the previously used term ‘predisposition’
(Pervin & John, 2001)—of which there are many different academic perspectives,
including the psychoanalytic, behaviourist, and cognitive perspectives, for
example. The dispositional perspective has become one of the most commonly
researched and holds that individuals display long-term consistency and
continuity in their cognitive and behavioural actions (Carver & Scheier, 2000).

One popular model from this perspective is the Five-Factor Model (Costa &
McCrae, 1992). This proposes that personality consists of five independent
factors; extroversion, agreeableness, conscientiousness, neuroticism, and
openness (note that other theorists within the dispositional perspective also
propose five-factor models, the factor content of which being relatively equivalent,
but with different labels attributed to each component. Out of all, Costa &
McCrae's is perhaps the best known, and most cited in empirical research in health
related fields).

1.9 PERSONALITY AND ADJUSTMENT TO CANCER

A substantive proportion of the literature relating personality to health and
illness has a very different focus to the proposal here outlined, in that personality
was researched as a risk factor for onset of illness (Suls & Rittenhouse, 1990): the
disease-prone personality (Friedman, 1990). However, the current focus is in the
role that personality may play in prediction of illness outcome (Levy & Heiden,
1990; Levenson & Bemis, 1991; Vollrath, 2006).
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No conclusive evidence is yet published for an association between
personality and clinical outcomes such as cancer recurrence or survival (Canada,
Fawzy and Fawzy, 2005; Nakaya, Tsubono, Nishino, Hosokawa, Fukudo, Shibuya, et
al, 2005; Ranchor & Sanderman, 2006); these outcomes are assumed to be
primarily biologically driven (Richardson, Zarnegar, Bisno & Levine, 1990). There
is, however, some evidence for the influence of personality on some psychosocial
outcomes, including for example, quality of life (Boini et al., 2004; Llewellyn,
McGurk & Weinman, 2005), anxiety (Skarstein, Aass, Fossa, Skovlund, & Dahl,
2000; Montazeri, Jarvandi, Haghighat, Vahdani, Sajadian & Ebrahimi et al., 2001),
and depression (White and Macleod, 2003). The process by which personality may
influence these outcomes lacks substantive empirical support (Goldberg & Cullen,
1985); what evidence there is focuses almost exclusively on neuroticism,
optimism, self-efficacy and locus of control.

Neuroticism in particular has been found to influence distress levels
throughout, and after treatment (Millar, Purushotham, McLatchie, George &
Murray, 2005). Temoshock (1987) and Sanderman and Ranchor (1997) also
report strong evidence for a role of both neuroticism and introversion in illness
adjustment when measured within the taxonomy of the so-called cancer-prone
‘Type C’ personality; a factor construction of personality variables also
characterised by a tendency to suppress emotion, and to respond to stress with
depressive or hopeless reactions, which is associated with not only adjustment,
but also (tentatively) with cancer onset (Temoshock, 1987; Friedman, 1990;
Eysenck, 1994).

The boundaries of what constitutes situational specific ‘state’ attributes are
unclear and often overlap with concepts of health cognitions. Nonetheless, a
review by Denollet (1999) suggests that there is clear evidence to support the
inclusion of both state and trait measures in psychosocial oncology research. In
making this statement, Denollet is drawing on the large body of literature which
demonstrates outcome moderating effects of self-efficacy (Lev, 1997; Kreitler,
Peleg & Ehrenfeld, 2007); health related locus of control (Andrykowski & Brady
1994); and, optimism (Carver, Pozo, Harris, Noriega, Scheier, Robinson et al, 1993;

Allison, Guichard, & Laurent, 2000; Carver, Smith, Antoni, Petronic, Weiss &
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Derhagopian, 2005) in addition to trait-related findings. Some caveats to this are
necessary.

Regarding control, distinction is often drawn between generic control, often
referred to as Locus of Control, and situation-specific control, such as self-efficacy
(Lyons & Chamberlain, 2008). Although support for the role of self-efficacy is
virtually unanimous, findings related to generic, and even health-specific, locus of
control are less consistent (Osoweicki & Compass, 1998). In those studies that
have found significant effects, it is suggested that these could act by indirect
mechansims of promoting health behaviours (Newsom, Knapp & Schulz, 1996), or
by fostering a fighting spirit attitude (Watson, Greer, Pruyn & Van den Borne,
1990). The inconsistency in these results has been suggested, among other
reasons, to be primarily a by-product of methodological differences, particularly in
how the concept is operationalised and measured in research (DeBoer, Ryckman,
Pruyn & Van den Borne, 1999).

The concept of optimism—a tendency to always expect positive outcomes
(Pitts & Phillips, 1998)—also requires expansion. Although here listed as a state
variable, there are some (e.g. Carver et al, 1993) whose measures claim to assess
dispositional optimism, a more longitudinally stable, trait-like form of optimism.
Pessimism is usually defined as a diametric opposite state to optimism. Whilst
both have been found to influence illness outcome, there is ongoing debate about
whether the two constructs exist at opposite ends of the same continuum, or
indeed, whether they are separate factors requiring different measurement tools
(Marshall, Wortman, Kusulas, Hervig & Vickers, 1992; Carver et al,, 1994). lItis, of
course, feasible for individuals to have unrealistically optimistic beliefs. Whilst
such unrealistic beliefs are not found to compromise psychological well-being
(Taylor & Brown, 1994), Spiegel (2001) claims that within cancer samples,
optimism is only beneficial if the future that is optimistically referred to is

realistically achievable.

1.10 INTEGRATING PERSONALITY AND THE TRANSACTIONAL MODEL
INTO CANCER ADJUSTMENT THEORY
Within the context of the Transactional Model, it was previously thought that

the personality-outcome relationship operated via a mediating effect of coping,
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and there is a good deal of supportive literature for this hypothesis (David & Suls,
1999; Aarstad, Aarstad, Bru & Olofsson, 2005; Semmer 2006). A recent review by
Petticrew, Bell and Hunter (2002), however, concluded that coping may not be
significant as an influencing factor over physical illness outcomes for cancer
patients. These findings are in contradiction to the basic Transactional Model and
thus further work is required to clarify the process by which the many factors
interact to predict outcome.

There is limited empirical evidence explaining how personality may influence
cognitive appraisals of a health threat. A recent study by Tong, Bishop, Enkelmann,
Why, Diong, Ang et al. (2006), provided evidence that within non-clinical samples
personality traits according to the Five Factor theory can explain variability in
appraisals and emotions. Research also demonstrates that personality can affect
symptom perception, illness self report, and outcome expectancies (Scheier &
Carver, 1985; Deary & Frier, 1995; Millar et al,, 2005). It seems, therefore, a
reasonable assumption that these same effects could extend to cognitive appraisals
in line with the Transactional Model.

In their recent meta-analysis, Franks and Roesch (2006) reported that
coping is clearly related to appraisal: threat appraisal associated with problem-
focused coping; harm/loss appraisal with avoidance coping; and, challenge
appraisal with problem-focused and approach coping. In light of this, it is possible
that it is not coping directly, but the appraisals themselves which form the coping

response, which acts as the primary link between personality and illness outcome.

1.11  SUMMARY AND THESIS RATIONALE

When considered as a whole, the individual studies contained in this
overview may lead to a better understanding of how the Transactional Model can
be applied to the study of cancer outcomes. Although many features are covered
in other cancer specific adjustment models (particularly Brennan'’s Social-
Cognitive Theory, 2001), many lack the in-depth motivation-related appraisals of
Lazarus's later theory. Empirical findings demonstrate that both personality and
each component of the Transactional Model are implicated in outcome prediction
and some studies seem to show that the mechanism by which personality affects

outcome may not be direct but rather through the effects of coping. This was not,
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however, supported by Petticrew et al.’s (2002) review. Far less research has
considered the possible role of cognition as the mediating variable, but the high
correlation between cognition and coping may go some way to explaining the mis-
placed assumption that coping acts as a moderator. Therefore personality-
cognition-outcome relationships are worthy of further research attention. If these
are confirmed, a refined theory of adjustment may be possible which will enable
development of both an improved understanding of the adjustment process and
clinically applicable systems by which those most at risk of psychological distress

or quality of life difficulties can be highlighted and treated at earlier illness stages.

1.12 THESIS QUESTIONS

In applying health psychology theory to cancer adjustment, this thesis has
three aims: to systematically review the literature to date according to this
theoretical framework; to explore the clinical applicability of the model ina
pragmatic, empirical way; and to test the micro-level theoretical assumptions
inherent in the Transactional Model.

The first of these aims has two important components: a review of findings,
and areview of methodology. Therefore, a systematic review and meta-analysis
will be performed on the psychosocial oncology literature to answer the following

two questions.

Question 1: What evidence is there currently in the literature demonstrating
associations between personality, cognitive appraisal, emotion, and

psychosocial outcome for cancer patients?

Question 2: Since early reviews, has research methodology in this field

improved? If not, what further steps need to be taken?

This review will address the need to consider findings within a fully theoretical
context and improve on previous reviews which instead either focus on just part of
the model or else stick to the method of a traditional non-systematic review
without statistical meta-analysis. The review will summarise relevant findings of

individual studies in a coherent way in order to understand the full application of

28



the model and identify potential gaps in the literature which could stimulate future
research endeavour. Additionally, each study will be rigorously quality assessed
and the overall methodological approach critiqued. This will allow analysis of the
overall validity of previous claims that the literature has poor methodological
quality, and whether this can be justifiably cited as a reason for inconsistent
findings. Second, and perhaps more important, previous methodological reviews
have merely claimed that methodology needs to be improved. By taking such a
rigorous approach to quality assessment, this review will move one step further by
specifying methodological problems and providing guidelines for precisely how
quality can be improved in future studies.

A pragmatic approach will be taken to clinical application of this model to
meet the second aim. An empirical study will follow the adjustment of newly
diagnosed cancer patients and analyses will be conducted to attempt to identify
which potentially modifiable variables are most predictive of short-term
psychosocial outcomes. The purpose is not to thoroughly test the transactional
model, nor is it to attempt to change components included in the model, but to
explore correlation between components within it and clinically relevant
psychosocial outcomes. This data can then be used to inform future empirical
investigation (including theory-led interventions), and to demonstrate the extent

to which such variables may prove indicative and predictive in clinical settings.

Question 3: What are the most important predictors of psychosocial
outcome in newly diagnosed cancer patients, and leading from this, at what
time point (baseline or three month follow-up) are these most predictive of

longitudinal (three or six month) follow up?

Studies into psychological aspects of breast and prostate cancer in this field are
numerous and this is reflected by the improved prognosis and availability of
psychosocial support for these patient groups seen in recent years (Department of
Health, 2007). However, a recent meta-analysis of psychosocial interventions has
been highly critical of research in the field for over reliance on studies based solely
on breast cancer samples (Rehse & Pukrop, 2003). Cancer patients are not a

homogenous group in terms of either physiology and psychology and each type of
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cancer presents particular challenges, varying levels of threat and different
stressors to each individual patient.

Although there have been similar medical advances across all cancer
diagnostic sites, expansion of research attention into these areas is vital. The field
needs to establish if knowledge about breast and prostate disease is generalisable
to other cancers and to gain understanding of site-specific problems, and how
these impact upon each patient’s individual psychosocial needs. In particular, the
collective research focus must widen to also include, for example, colorectal cancer
where incidence remains high, but wide variability in outcome and adjustment is
observed, and lung cancer where the psychosocial wellbeing through the course of
illness, and survival expectancy, remain poor.

The proposed study will recruit a sample of patients with cancer of various
types, collecting both self-report data (psychosocial predictor and outcome
variables), and secondary care clinical and histology data to attempt to control for
such differences in the underlying physiological nature of the illness. This theory-
driven study will test the rationale introduced within this chapter that adjustment
could potentially be modelled using personality and stress theory. In keeping with
methodological recommendations, this will be a longitudinal study. Patients will
be recruited soon after diagnosis and followed up at three and six month time
points. The theory in which this research is based lays emphasis on the
transactional nature of appraisal over time, therefore, an ability to explore
temporal changes in these variable relationships is paramount to provide the most
informative evidence (Somerfield & Curbow 1992).

Clinically oriented findings will improve understanding of the psychological
processes occurring following cancer diagnosis which could have important
implications for non-medicine based treatments. And by using a sound theoretical
basis, it should be evident how, and to what extent, clinical factors, personality,
cognition and emotions interact to enable prediction of short-term psychosocial
outcome.

The final aim, that of theory testing, directly matches the fourth thesis
question. Using baseline data from the empirical study (see question three),
theory testing will focus on the relationships between cognitive and affective

components of the Transactional Model.
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Question 4: Are the hypothesised associations between cognitive appraisals,
core-relational themes, and emotions in Lazarus’s Transactional Model

supported in a sample of newly diagnosed cancer patients.

As previously outlined, this model has potential to explain the process of
adjustment to cancer diagnosis. However, the theoretical basis of this model needs
empirical development; namely, the complex associations between cognition and
emotion variables needs testing in a homogenous sample of participants
undergoing chronic, high impact stress. This will be used to evaluate the wider
validity of findings reported from previous lab-based investigations, and those of
heterogenous samples undergoing acute stress. Furthermore, these tests will
expand beyond the ‘hot’ cognitions (to which most previous empirical
investigations have been limited), to test the full range of affective outcomes

outlined by Lazarus in the latest version (1999) of the theory.
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PERSONALITY, COGNITIONS AND EMOTIONS AS CORRELATES OF ANXIETY.
DEPRESSION AND QUALITY OF LIFE: A SYSTEMATIC REVIEW OF THE CANCER

LITERATURE,

2.1 CHAPTER OVERVIEW

Following the narrative theoretical review in Chapter One, this chapter
presents a systematic review of a more focussed area of the literature. Few
systematic reviews have been conducted in psychosocial oncology, and at present,
no up to date review exists examining the application of the Transactional Model
to adjustment in cancer patients. This theory encompasses a wide range of
different psychological components (cognitions, emotions, and personality as an
overall influencing factor). Whilst no studies have been conducted within the
entire theoretical framework, many studies are expected to have relevance to one
or other part of the theory. The review is important, therefore, not only to
synthesise findings, but to attempt to contextualise each of these studies within a
larger theoretical framework. The need for this type of review became apparent
early on as scoping searches revealed a vast literature to be synthesised. This
study was, therefore, planned in addition to a generic background review, to
feature as a prominent part of the thesis as equally important as the later empirical
work.

Three primary questions were asked of the data:

1) What is the association between personality and illness
cognitions and emotions following cancer diagnosis?

2) What is the association between personality on psychosocial
outcome for cancer patients?

3) What is the association between illness cognitions and emotions
on psychosocial outcome for cancer patients?

Many studies highlighted in the review do not always use explicitly
equivalent terminology, for example, illness appraisals and illness perceptions are
both accepted terms for iliness-related cognitions. Therefore, it was necessary to
group different variables together such that the review could discuss findingsina

more coherent way. Grouping of these studies was mainly theory-led, but also had
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to be guided by the individual hypotheses being tested in each study. In line with
theory, groupings used included personality (either state or trait), health control
beliefs, illness cognitions (appraisals), emotional reaction to illness, and coping.
Although the predictive effects of coping were not a primary focus of this review,
data on this construct were essential in order to assess the full model. Therefore,
coping studies were included if they related to interactions between any of the
other predictor variables and an outcome variable.

Psychosocial outcome variables were categorised as either psychological
comorbidity (anxiety, depression) or quality of life. A protocol amendment was
made during data extraction to also include well-being and general distress as two
separate but closely related outcome measures. For a number of reasons,
primarily the lack of specifically relevant literature, question one (the association
betweem personality on cognitions) was removed from the review after literature
searches had been completed. The reasons and implications for this are discussed
more fully in section 2.5.7. Therefore, although the methods section of this chapter
will include reference to this research question, extraction and analysis were not
conducted.

The review protocol was written in accordance with standard guidelines
produced by the NHS Centre for Reviews and Dissemination (NHS CRD: Khan, Reit,
Glanville, Sowden & Kleinjnen, 2001) and the Cochrane Collaboration (Higgins &
Green, 2005), in addition to several methodological papers (e.g. Rosenthal, 1995;
Egger, Smith & Altman, 2001; Papworth & Milne, 2001; and, Rosenthal & DiMatteo,
2001). Additionally, the protocol, and in particular the search strategy, were peer
reviewed by the Cardiff University Support Unit for Reviews of Evidence (SURE).
As recommended, and as a further check against bias and subjectivity, two
reviewers worked independently at all stages of inclusion and quality assessment.
For this purpose, Helen Dudley, a psychology graduate with some research
experience in psychosocial oncology, was employed on a casual basis. Throughout
this review Miss Dudley will be referred to as reviewer one and the candidate as

reviewer two.
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2.2 BACKGROUND
2.2.1 Systematic reviewing

Traditional non-systematic reviews, although informative, are subjective and
often prone to error and bias, both in selection of included studies and in data
extraction (Egger et al., 2001). A systematic review, on the other hand, aims to
take an objective, scientific approach to make the process and, therefore,
conclusions, transparent and replicable (Egger et al., 2001). Not only can the
process of non-systematic reviewing be prone to study selection bias, but also,
descriptive summaries may not always make adjustments for within study bias;
systematic reviews and meta analyses are better placed to take these biases into

consideration when synthesising results (Petticrew & Gilbody, 2004).

2.2.2 Meta-analysis of effect sizes

The most complex and reliable method of data synthesis is a statistical meta-
analysis. Meta-analysis combines the results of a number of related studies in
order to “...impose order on chaos...” (Rosenthal & DiMatteo, 2001, p.80) and
provide a weighted overall mean effect size (7). To avoid giving too much weight
to small studies, study effect sizes are usually weighted by sample size in order
that more adequately powered studies are given higher influence in determining
the mean effect size than their similar under-powered equivalents (Field, 2001).
Meta-analysis also attempts to overcome the limits of the size or scope of smaller
studies by combining their findings together (Berman & Parker, 2002) for greater
applicability. Despite superiority to the non-systematic review, Overton (1998)
cautions against over-stating the findings of a systematic review; it is not an exact
science. Despite aims of objectivity, each stage of the systematic review process is
prone to the effects of subjective bias (albeit less than in an non-systematic
review), for example in selection of relevant papers and thoroughness of data
extraction. Furthermore, the size and significance of the findings will be different
depending on the type of meta-analysis model selected (to be further explained
later in this section).

The term ‘effect-size’ is sometimes misunderstood to mean only the
calculation of a standardized mean difference between groups or condition in an

experimental design. In fact, the term includes any measure of the magnitude of
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relationship between two variables, for example, correlation coefficients,
proportions, odds ratios, and so forth (Glass, 2000; Field, 2001; Field, 2003a).
Type of effect size presented often differs, not only between study, but also
between model of meta-analysis selected.

Meta-analysis assumes that the data are both substantially homogenous (in
terms of sample, population and design) and follow a normal distribution (Egger et
al, 2001). Although it is ideal to perform meta-analysis by using individual
participant data from each study, this is rarely feasible and most statistical
procedures allow for calculation of mean effect sizes from more commonly
published summary statistics (Egger et al., 2001).

Within the meta-analysis methodology literature, it is often suggested that
study designs should be ordered hierarchically, based primarily on the level of
experimental control and manipulation researchers inherently have in the design.
Randomised controlled trials (RCTs) are considered the best choice of design at
the upper end of the hierarchy and observational studies and surveys at the lower
end. There is some argument (see Egger et al., 2001) that meta-analysis should
only be conducted on high quality studies. However, particularly within health and
clinical psychological research where many research questions cannot be
addressed using experimental designs, meta analysis of observational or
prognostic (non-experimental) studies is becoming commonplace (Egger,
Schneider & Smith, 1998; Stroup, Berlin, Morton, Olkin, Williamson, Ronnie et. al,
2005).

Meta-analysis of studies at the lower end of the evidence hierarchy remains
highly controversial and problematic (Berman & Parker, 2002). Altman (2001)
and Egger et al. (2001) list a number of potential hazards including: greater
potential for publication bias; variation in designs, measures, and methods of data
handling; inadequate methodological and outcome variable reporting; biased
inclusion criteria; inappropriate timing of outcome data collection; retrospective
data collection; and, last but not least, a lack of recognised quality assessment tools
(see section 2.6.2).

Glasziou, Vandenbroucke and Chalmers (2004) provide a useful review of the
application of design hierarchies concluding that their oversimplification leads to

misconceptions and misuse rather than benefit. They further propose that the
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current conceptualizations of such hierarchies should not be used without further
development, or alternatively that they be abandoned altogether. In a further
methodological paper, Gene Glass (the founder of the modern concept of meta-
analysis) remains committed to his original intention for meta-analysis; that it
should “...deal with all studies, good bad and indifferent, and that their results are
only properly understood in the context of each other, not after having been
censored by some a priori set of prejudices.” (Glass, 2000, p.10). The most suitable
design for answering the questions relevant to this review is that of correlation
design; explorations of association between two observed variables. Thus, this
review predominantly identifies survey based research studies.

Two dominant models of meta-analysis exist: fixed effect and random effect
models (Field, 2001). A third model (mixed or conditionally-random effects) has
been proposed, however, this is rarely used in preference of a more clearly defined
fixed or random approach (Hedges & Vivea, 1998). Fixed effect statistical models
assume homogeneity of effects across the studies being combined (assumed
constancy of (unknown) effect sizes), that is, the true effect size has a common true
value. In the summary effect sizes, therefore, only the variance of particular
studies are taken into account (Hedges & Vivea, 1998). Random effect models,
however, assume that all effect sizes are variable to some extent and that those
being analysed are a sample of many possible effect sizes true to the population.
This model, therefore, is often favoured where levels of between study
heterogeneity are expected to be high; although they sometimes give more weight
to smaller samples, they calculate error according to, not only within-study
variance, but also between-study variance (Hedges & Vivea, 1998; Egger et al.,
2001).

Hedges and Vivea (1998) state that choice between fixed or random effects
models should not be based on study homogeneity (or lack of) alone; the proposed
inference of the analysis is perhaps more important. To clarify, where the aim of a
meta-analysis is to make conclusions limited only to its specific constituent studies
only (conditional inferences), fixed effect methods are more than adequate.
However, where the aim is to make inferences from the analysis which explicitly
attempt to generalise to wider populations, random effects models should be used
(Hedges & Vivea, 1998; Field 2001).
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Hunter and Schmidt (2000) further point out that fixed effect models are
substantially more likely to result in Type | error bias: wrongly rejecting the null
hypothesis in favour of deeming an association significant. Furthermore, due to
the calculation of narrower confidence intervals, they imply much greater degrees
of precision than should be inferred given meta-analytical calculations.

Three main methods are proposed to compute meta-analyses. Whereas both
the Hedges and Vivea (1998) and Rosenthal and colleagues approaches calculate
the mean effect sizes via transformation of study effect sizes into a standard
normalised value (Cohen’s d) prior to study weighting, Hunter and Schmidt (also
cited in Field, 2001) propose calculation of weighted mean effect sizes without
prior data transformation. Proponents of transformation methods claim that such
transformations (based on Fisher’s transformation) are essential to eliminate
within study bias occuring as a function of higher correlation coefficients (Field
2001). However, Hunter and Schmidt propose that in reality, the actual
transformation eliminates comparatively little bias to justify the extra error that
further data manipulation may introduce (cited in Field, 2001). Hedges’s and
Rosenthal’s meta-analytic methodologies can be used in either fixed or random
effect models as they claim that choice of model will be dependent on the purpose
of meta-analysis and type of data relationships being synthesised. Conversely,
Hunter and Schmidt propose only a random effects model in order to ensure that
findings obtained using their method are always grounded in population
generalisability principles.

Controversy exists about which method of meta-analysis should be used. In
essence, both Hedges’s and Rosenthal’s methodologies are very similar and high
convergence is reported between the results of the two (Johnson, Mullen & Salas,
1995). The method of Hunter and Schmidt is very different and findings can often
be substantially different. So much so, according to Johnson et al., (1995), that it
violates conventional statistical frameworks and should be used with great
caution. Schmidt and Hunter (1999) replied to this criticism by stating that in their
calculations, Johnson et al. had used incorrect calculations of the standard error
estimate of the mean effect size; when this was corrected for, the findings were

comparable to both Hedges’s and Rosenthal’s. Field (2001) also reanalysed the
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Johnson et al.’s (1995) methodological review and highlighted further criticisms of
this paper.

In his own comparison of the methods, Field (2001) stated two important
considerations. First, with regard to effect size calculations, he found that where
studies were homogenous, Hedges’s and Rosenthal’s methods tended to
overestimate the mean effect size. Conversely, the Hunter and Schmidt method
tended to underestimate the effect size, and although this bias increased with
larger mean effect sizes (particularly above r=.5), the bias was less severe than
either Hedges's or Rosenthal’s overestimation effect. Second, regarding the mean
effect size significance estimates, Hedges’s method best controlled for Type I error
and the Hunter and Schmidt method was judged to be too liberal, claiming
significance for far too many null results.

Field's more recent paper (2005) further compares the two methods and
raises two additional important issues. First, he explored the interaction between
inaccuracy in estimation of the mean effect size and the study effect sizes. Results
showed that where effect sizes are above r=.30 and standard deviations are large
(above .16) no difference was found between either Hedges's or Hunter and
Schmidts method. However, with effect sizes lower than r=.30, Hedges’s method
resulted in far more inaccuracy of mean effect size calculation. Second, confidence
interval estimates were reported to be far more accurate using Hedges’s method.
Neither Hedges's, Rosenthal’s or the Hunter and Schmidt method were found to
adequately predict the confidence intervals when only a small number of studies

were meta-analysed.

2.2.3 Advanced and alternative meta-analytical techniques.

In addition to statistical weighted mean effect sizes, meta-analyses often
present more sophisticated inferential statistics. Funnel plots are a way of
identifying bias; where a normal distribution is not observed, the results of the
meta-analysis must be treated with caution as they may be indicative of
publication bias. Homogeneity analysis tests the assumption that all effect sizes
are estimating the same population mean. This is calculated using variance
estimates based on both the raw data (weighted mean) and inferred population
variance estimates. Using sensitivity analysis, one can assess the robustness of the

overall findings by conducting smaller meta-analyses comparing sub-groups of the
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studies based between different study features, for example, study designs or
between high versus low quality studies (Egger et al., 2001).

To conduct these advanced statistics on a meta analysis based on few studies
is of little practical and scientific value; the utility of graphical or statistical
demonstrations of between study similarity are meaningless, for example, when
only two or three studies are being compared. Similarly, to attempt to break down
a meta-analysis into smaller analyses which are then compared is simply
impossible when few studies are being meta-analysed in the first place.

Rosenthal’s fail safe n statistic can be calculated to give an indication of how
many studies with a negative result (i.e. one in which the direction of relationship
is opposite to the weighted mean, or which are found to be non-significant) would
be required to negate any overall effect size and to increase the p value beyond the
alpha level (cited in Egger et al., 2001). Where the fail safe n is high, one can have
much more confidence in the findings of the meta-analysis than if the n was low.
Once again, to attempt calculation of a fail safe n, when the original number of
studies entered in a meta-analysis is low has little meaning; statistics are simply
not necessary. It seems logically apparent that when weighted mean effect sizes
are based on just two or three studies, even where sample sizes are large, that
confidence in the findings should be low and that the introduction of just one small
piece of empirical research could significantly change the significant, or even
directional effect of the result.

Where the number of studies to be entered into a meta-analysis is low, a
descriptive, or qualitative, data synthesis is recommended (Papworth & Milne,
2001). The minimum number of studies required before meta-analytical
techniques become of dubious scientific validity is open to controversy. Rosenthal
(1995) claims that although the techniques can be applied on as few as two
individual studies, the results are very unstable and should be treated with
caution. Papworth and Milne (2001) claim that within the social sciences,
statistical meta-analysis is not suitable where “...approximately under 50..."
studies are to be synthesised (p. 195). A comparative study of Hedges's, and the
Hunter and Schmidt’s method, demonstrated that the most accurate estimates of
population means effect size are yielded using the Hunter and Schmidt method

(Field, 2001), but that below a minimum of 20 studies, neither method can be
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relied upon as estimates of population variances become more biased and
inaccurate. Field (2003b) stated that in meta-analysis of less than 15 studies, the
probability of encountering a Type | error is substantially increased.

Systematic reviews employing qualitative data synthesis are still encouraged
to follow all of the stringent guidelines for study location, relevance screening, and
extraction of data. According to Egger et al. (1998), systematic reviews of
observational research are one particular occasion where advanced meta-
analytical statistical procedures may be difficult to achieve both practically (due to
data limitations and between study heterogeneity) and mathematically (the
formulae are often found to simply not work with small data sets). Further, where
such analysis is reported, they can produce misleading or overly generous
conclusions. Whilst efforts should be made to make systematic reviews of
observational studies as objective as possible, the meta-analysis should form only
a small part of data synthesis with a substantial qualitative synthesis component

being essential.

2.3 AIMS & OBJECTIVES

The original aim of this review was to systematically review published
empirical research investigating associations between Transactional Model
components (personality, cognitions and emotions) and psycho-social outcome
(quality of life, anxiety and depression) in cancer patients. After searches had been
completed, a review of the literature pertaining to personality was dropped from
the review aims: this is further explained in section 2.5.7.

There were two main objectives. First, to provide a précis of the current
literature: how this question has previously been addressed and the results to
date. Second, assessment of the methodological quality of each individual study to
enable a summary methodological critique of the literature.

It was predicted that the published evidence relevant to this review would be
highly heterogenous. General trends were hypothesised between more positive
personality domains (e.g. optimism, self efficacy as opposed to neuroticism, for
example), positive cognitions (fighting spirit, challenge, optimistic treatment

expectancies, and so forth), positive emotional reactions (e.g. hope as opposed to
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anger), and better adjustment (lower anxiety and depression and higher quality of
life) following cancer diagnosis.

The overall purpose was to summarise the findings of research to date in a
coherent way to inform the direction of, and hypothesis setting for, future

research, including the empirical work that follows in the remainder of this thesis.

2.4 METHOD
2.4.1 Identification of studies
2.4.1.1  Search string development

Although some organisations, such as the Cochrane Collaboration and NHS
CRD, have developed some common search strings (for example, for identifying
health economic evaluations or RCTs), given the vast scope of the literature
potentially relevant to this review, none fitted the wide searching requirements.
Instead, review-specific searches were developed based on content keywords,
rather than methodological search terms.

Four search strings were developed: Cancer; Personality and Iliness Beliefs;
Appraisal and Emotions; and Psychosocial Qutcome (Table 2.1). Inclusion of terms
into each search string was determined by both theory (based on personality
theory and the Transactional Model) and the overall thesis aims. For example,
although a plethora of different personality terms exist, and indeed were to be
included in the review, the primary model of trait personality was the Five Factor
theory. Therefore, although search strings included general personality terms,
additional terms specific to this model were also included. Similarly, for cognitive
appraisals and emotions, although general terms were included, terms highly
specific to the Smith and Lazarus’s Appraisal Components and Emotion Themes
Questionnaires (1993) were also included.

Systematic review searches require careful consideration to ensure that the
balance between sensitivity or recall, the chance of finding the majority of relevant
literature, is maximised without loosing feasible levels of specificity or precision,
making the search unfeasibly large and unfocussed. The crucial factor here is that

too specific searching can often result in low sensitivity.
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Table 2.1. Terms used in the development of search strings.

Cancer Personality / lliness Beliefs Appraisal and Emotion Outcome

Oncology Personality Appraisal Quality of life
Neoplasm Neuroticism Attribution Mental adjustment
Cancer Pessimism Emotion Emotional adjustment
Carcinoma Optimism Shame Life change
Tumour Life Orientation Test Humiliation Life Satisfaction
Sarcoma Hope Interest Anxiety

Malignant Positivism Surprise Depression
Adenocarcinoma Generalised Self-efficacy Boredom Well being
Metastatic Five Factor Inventory Detachment Fatalism
Lymphoma Big Five Tranquillity Hopelessness
Myeloma Individual differences Relief Helplessness
Leukaemia Personality theory Anger Fighting spirit
Teratoma Extroversion Frustration Cognitive avoidance
Seminoma Introversion Resignation Anxious preoccupation
Teratocarcinoma Openness Guilt HADS

Melanoma Agreeableness Fear FACT Inventory
Adenoma Conscientiousness Sadness MAC Inventory
Choriocarcinoma NEO Inventory Hope MiniMAC

Glioma Helplessness Challenge

Astrocytoma Hoplessness Happiness

Blastoma Expectations Coping

(non-) Hodkins
Craniopharyngioma
Ependymoma
Esthesioneuroblastoma
Fibrosarcoma
Lymphangioma
Porocarcinoma
Oliogodendroglioma
Osteosarcoma
Nephroblastoma

Cognitive style
Internal/external
Locus of Control

Core relational themes
Relational meaning
Emotion theme
Transactional

Lazarus
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Early scoping searches highlighted that this literature was vast and that there
was little consistency between use of theoretical definitions (see also section
3.6.3). Therefore, in order to minimise the number of studies which may
otherwise have been missed by a specific and focused search, a high frequency of
search terms were used. Sensitivity was thereby maximised, albeit by increasing
the total recall rate and reducing search precision. Programming commands and
Boolean operators were then applied to each term, and translated for each
database, to enable accurate searching of different spellings or truncations of
terms.

Once terms were established, each was translated into an appropriate
Subject Heading (for the psychologically based databases) or a MeSH Heading (a
thesaurus based hierarchy developed by the National Library of Medicine used for
the medically oriented databases) (Higgins & Green, 2005). Essentially, Subject
Headings and MeSH Headings are equivalent; they are general terms or keywords
used to describe each piece of published research held in a database, organised
into a theoretical hierarchy of terms with links to ‘narrower’ (related, but more
focused), terms. To demonstrate this complex organisation priniciple, figure 2.1
shows a hierarchy for both PsychINFO and MEDLINE when searching for the
concept of personality.

By identifying and ‘exploding’ key terms, researchers are able to quickly and
accurately identify any piece of research held on the database whose subject
heading fits into any term in the hierarchy at, or below the level of the specific
term entered. This search method further enables high sensitivity searching and is
encouraged by both Cochrane guidance and the NHSCRD.

Search strings were then combined into three combinations, one for each of the
questions described in this chapter overview:

* ‘Cancer’ and ‘Personality’ and ‘Appraisals and Emotions’

* ‘Cancer’ and ‘Personality’ and ‘Outcome’

* ‘Cancer’ and ‘Appraisals and Emotions’ and ‘Outcome’.
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PsychINFO

MEDLINE

Personality 4816 Psychiatry
**  Used For > Behaviour & behavioural mechanisms 0
**  Character > Adapation, Psychological 24595
> Disposition > Attitude 8672
**  Temperament > Behaviour 4792
> Narrower Terms > Child rearing 863
**  Inadequate personality 2 > Defense mechanisms 1849
> Personality traits [+nt] 8243 > Emotions 9226
**  Psychoanalytic 132 > Human characteristics 164
personality factors
**  Related terms **  Human development 758
> Cognitive Style [+nt] 1677 >  Mental competency 2950
“> Coronary prone behaviour 218 > Motivation 13642
>  Egocentrism 175 > Neurobehavioral manifestations 127
> Emotional adjustment 3217 > Personality 4891
[+nt]
> Emotional states [+nt] 6829 > Assertiveness 373
> Five factor personality 919 > Authoritarianism 349
model
> Gender identity [+nt] 1784 “*  Character 415
**  Human nature 861 > Creativeness 1465
“* Individual differences 5076 “*  Dependency 427
(psychology)
> Lifestyle [+nt] 1431 “*  Empathy 4494
> Person environment fit 397 > Individuality 2779
**  Personality change 389 > Intelligence 4381
> Personality correlates 846 > Leadership 10236
**  Personality development 1794 > Machiavellianism 122
[+nt]
“*  Personality disorders 2583 > Negativism 490
(+nt)
> Personality processes 393 “*  Personality 2644
(+nt] development [+nt]
**  Personality theory [+nt] 1438 >  Temperament 1461
> Predisposition 515 “*  Psychology, 899
Social
> Psychodynamics 3003 = Behaviour discipline and activities 0
> Self actualization 274 > Mental disorders 29783
> Self concept [+nt] 7893 g Psychological phenomena and 0
processes
> Self evaluation 1494 Biological Sciences
> Self monitoring 145
(personality)
> Self perception 3459
> Somatotypes 32
“*  Teacher personality 50

Note: In PsychINFO, personality is the highest term in its appropriate Subject Heading Tree, however,
in MEDLINE, personality appears as a narrower term under a higher MeSH Heading. Numbers refer
to the number of article links for each term. [+nt] indicates that specific terms have hierarchical trees

of their own which, if exploded, would all be included.

Figure 2.1. Search term hierarchies in PsychINFO and MEDLINE.
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2.4.1.2  Search strategy
As the subject of psychosocial oncology is multi-disciplinary, a wide range of
electronic databases were used in literature searching spanning the fields of
medicine, psychology, nursing and complementary health. The chosen databases
represent international literature searching, including searching of the grey
literature:
. Allied & Complementary Medicine Database (AMED)
. British Nursing Index (BNI)
d Cochrane Central Register of Controlled Trials (CENTRAL)
i Cochrane Database of Systematic Reviews
' Cumulative Index to Nursing and Allied Health Literature (CINAHL)
. Database of Abstracts of Review of Effects (DARE)
. EMBASE
° Health Management Information Consortium (HMIC)
d Health Technology Assessment Database (HTA)
. MEDLINE
d PsychINFO
. Social Science Citation Index (SSCI)
. System of Information on Grey Literature in Europe (SIGLE)
Systematic reviews often include searches of health service research
registers (for example, the National Research Register or the Current Science
Register of Controlled Trials); hand searching of conference abstracts from
relevant professional societies; and/or, an email request to the key researchers
within the field. Egger et al. (2001), for example, claim that only 50% of
conference abstracts, and even fewer dissertations (around 30%), are ever
published, therefore, searches purely limited to the published literature may miss
relevant data. Typically though, unpublished studies are lower in methodological
quality; inclusion, therefore, carries potential to introduce methodological bias
into the review. The observation that publication of negative results is often much
harder to achieve (therefore potentially biasing the direction of mean effect sizes
in a statistical meta-analysis) further confuses matters on this issue.
Searching for non-published data can dramatically increase the length of time

required to complete a review and is not always feasible. Whilst it is
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acknowledged that to include searching of non-published works could have
introduced extra information, due to the ongoing debate regarding their suitability,
and for practical reasons relating to the time allocation for this part of the thesis,

literature searching for this review focused on published literature only.

2.4.2 Inclusion criteria
A priori specified inclusion criteria are important to ensure that no bias
occurs when deciding upon which studies are relevant to the review to the

question. Five categories of inclusion criteria were used.

2.4.2.1 Study Population

The review was concerned with patients who had been diagnosed with
cancer. Inclusion encompassed any cancer site, and where applicable, different
cancer sites were planned to be synthesised separately. Those which also
recruited patients with recurrent cancer were excluded unless the primary cancer
sub-samples were analysed separately: appraisals of a primary or recurrent
diagnosis will be very different due the clinical variations of the diagnoses.
Advanced (terminal/palliative) cancers were included, but comparisons and data
synthesis between studies recruiting early and advanced cancer patients are to be
treated with caution. Any ethnic group or gender samples were included,
however, child cancer samples were excluded: there is some evidence that
personality does not stabilise until adulthood (Pervin & John, 2001), therefore,
with personality being a key feature of the review, to include children may have
skewed the results. Mixed illness samples (i.e. those recruiting generally unwell
patients rather than, specifically, cancer patients) were excluded unless sub-
samples with cancer were analysed separately from other illnesses.

One of the key premises for this thesis was that cancer adjustment changes
over time, and that psychological responses to early phases of illness are perhaps
the most important indicators of longer term adjustment. A number of studies
were found in which recruited samples demonstrated not only a wide range of
time between diagnosis and recruitment into the study, but also with mean time
periods since diagnosis of a great many years, after which treatment will have

ceased and adjustment could generally be said to have stabilised.
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A period of five years from diagnosis is considered a critical juncture for
cancer patients; at this point, chance of continued survival for illness-free patients
significantly increases. Only studies which reported an average time between

diagnosis and recruitment of five years or less were to be included in this review.

2.4.2.2 Study Design

Any type of published empirical research was included. This included any
experimental (e.g. RCT, Intervention study etc.) or non-experimental (e.g. Survey)
design study. Excluded records comprised commentary articles and narrative
reviews, as these are primarily subjective pieces; systematic reviews, although
these were noted for the purposes of writing the narrative thesis review (chapter
one); conference abstracts; and, dissertations, although these were the subject of a
further search (See section 3.5.3 for details). Qualitative research was also
included; the importance of the integration of such data into systematic reviews
has been cited elsewhere (see Dixon-Woods, Agarwal, Jones, Young & Sutton,
2005; Dixon-Woods, Bonas, Booth, Jones, Miller, Sutton et al, 2006; and Jack,
2006). No studies adopting qualitative methodology were found to be directly
relevant to the research question and the review, therefore, focuses exclusively on
quantitative studies.

From early scoping searches, it was expected that most included studies
would be non-experimental in design as these are the most applicable for the
review question. It was also entirely feasible that some survey data may have been
collected as part of larger psychosocial interventions or RCTs within a cancer
population, and so such experimental designs were potentially important to
include.
2.4.2.3 Language of publication

Although it is acknowledged that psychosocial oncology research is
conducted internationally (this is evidenced, for example, by prominence of the
International Psycho Oncology Society), only those studies published in the English
language were included in this review. Due to variations in access to translation
services, foreign language papers were excluded. Full international expansion of
this inclusion criterion would have required translation of data at all stages of the
review (relevance screening, inclusion assessment, quality assessment, and data

extraction) and this was not feasible.
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2.4.2.4 Variable measurement

For inclusion, studies had to measure at least one of the pre-defined
predictor variables, in addition to at least one of the pre-defined outcome
variables. Predictor variables included any personality measure; health control
belief; cognitive appraisal or attribution measure; or, a measure of emotional
reaction following illness. Outcome variables included any measure of anxiety,
depression, or quality of life.

All measures were limited to those which are self-reported: any studies
which reported on these variables using other-report (e.g. researcher observation,
medical team or carer reported) were excluded as this review was concerned with

patients directly, not subjective, proxy, reports of their behaviour.

2.5 LITERATURE SEARCHING
2.5.1 Study Location

Electronic searches were carried out between December 2005 and the end of
February 2006. To the candidate’s knowledge, no studies have since been
published in the major journals in the field that would invalidate the results
published, although an updated systematic search at a future time-point would be

beneficial.

2.5.2 Deduplication of records

Electronic results from the searches were exported into EndNote referencing
software. As anticipated, the searches yielded a high output, however, there was
some overlap between each of the search strings. Once in EndNote, references
were de-duplicated both using automatic EndNote functions, and also by manual
methods (automatic de-duplication was found to be quite unreliable, perhaps as a
result of the large number of records contained in each database, therefore,
databases were sorted (by author, then by title), and visually searched for
duplicates). This minimised multiple referencing of the same study between
databases leaving a total of 59,395 individual references remaining. In later stages
of the review procedure, further duplicates were highlighted; the flow chart of
inclusion (figures 2.2 and 2.3) indicates at what stage these extra duplicates were

removed.
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2.5.3 Relevance screening and inclusion assessment

Titles and abstracts of each study were assessed by two independent
reviewers for relevance to the review questions. The relevance lists of the two
reviewers demonstrated around 40% overlap which although surprisingly low,
can be accounted for by several reasons. These include potential insufficiency of
training/experience of the reviewers, unclear inclusion criteria, or simply the
number of search records to be screened. The latter of these is perhaps the most
likely. Whatever the cause may be, this clearly demonstrates the importance of
having two reviewers involved at this stage and corroborates with Petticrew and
Gilbody (2004) who claim that one in every ten references can be missed per
reviewer in relevance screening (an under-estimate given our data).

Those deemed relevant by one reviewer were discussed and agreement
made as to the study’s relevance. Where agreement could not be made, or any
doubt regarding relevance remained, a third reviewer (Richard Neal; the main
thesis supervisor) was asked to resolve the disagreement This occurred very few
times given the scope of the review. At this point, the three separate lists of
relevant searches were merged and once again de-duplicated to safeguard against
duplicate entry from different searches. Figure 2.2 presents a flow chart showing
the narrowing of the literature through searching, deduplication and relevance

screening.
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3 Separate Searches
Question 1: Cancer, Personality & Appraisal
Question 2: Cancer, Personality & Outcome
Question 3: Cancer. Appraisal & Outcome

Question 1 Question 2 Question 3

19, 267 Hits 21, 852 Hits 38, 592 Hits
Qu. 1 Deduplication Qu. 2 Deduplication Qu. 3 Deduplication

13, 731 remained 21, 679 remained 23, 985 remained
Qu 1, Independent Qu 2. Independent Qu 3. Independent
Relevance Screening Relevance Screening Relevance Screening
Rev 1: 84 identified Rev 1: 132 identified Rev 1: 151 identified

Rev 2: 145 identified Rev 2: 110 identified Rev 2: 141 identified

Combined Relevant Results
(After discussion of those identified by one
reviewer only, and after further de-duplication)
Question Specific: 316
Non-question Specific: 53
Total: 369 Relevant

Figure 2.2. Flow chart presenting the numerical results of searching, deduplication and
relevance screening (refer to section 2.5.7 for a note about the inclusion of question 1).

Three hundred and sixty nine records were identified for full inclusion
assessment. Of these proposed relevant records, six were later found to be
duplicates, four were unobtainable, and 117 were excluded; 44 of these exclusions
were papers written in a language other than English, one was a book chapter, four
were conference abstracts and 68 were dissertations. As a precaution against loss
of important data from these dissertations, a further search using first author
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names from each dissertation was conducted using PsychoINFO and MEDLINE
databases. Relevance from this search was assessed by reviewer two and resulted
in an additional eight records being identified for full inclusion assessment.

The remaining 250 papers were ordered for full article inclusion assessment
(reviewer two only). Figure 2.3 further demonstrates how these 250 papers were

further reduced to provide our final included sample of 68 studies.

6 Duplicates
1 Book Chapter
4 Conference Abstracts
(no matching publication identified)
4 Unobtainable
68 Dissertations
(8 matching papers identified and added)
44 Foreign Language
250 Full papes ordered (‘Gets’)

Excluded
8 Letters/Commentary Articles
Inconclusive Inclusion 31 Reviews
Assessment 3 Conference Abstracts included
18 Papers i;m,umual ge 73 Papers
ing lssues
(authors emailed) 56 Measurement Issues
33 Not Relevant
Total: 159 Excluded
Deduplication
Response 68 studies remained
6 data not available
Non Response

6 automatic exclusion

Non Contactable

3 authors unknown

3 emails retumed
{mailbox unknown)

Psychological Qutcome| |Qol Qutcome

Total: 18 Excluded N=36 N=10 N=22

Figure 2.3. Flow chart presenting the results of study inclusion assessment.

One hundred and fifty nine records were excluded and the remaining 18 did
not contain sufficient information for inclusion to be confidently assessed. The

latter were subject to email requests for further information (see section 2.5.5).
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2.5.4. Description of excluded papers

A high proportion of excluded studies was always expected given the scope
of the literature search. In inclusion assessment, most papers were excluded
because of low search specificity; use of key word searches resulted in many
papers that were of a completely different subject matter and just very loosely
related. For example, many of the original excluded studies were of a biomedical
and genetic nature exploring causes, development, and treatment of cancer.

A summary of reasons for exclusion of the 159 papers excluded after full-

article assessment is presented in table 2.2.

Table 2.2. Categories, and frequency, of exclusion for papers obtained for full paper
assessment.

Reason Number of
studies

Foreign Language Publication 3
Letter/Commentary Article 8
Review Article 31
Conference Abstracts 3
Sampling Issues

Not Cancer Specific (e.g. Cardiovascular disease patients, 6

rheumatology patients, student samples)

Included recurrence without separate analysis 12

Mean time between diagnosis and recruitment greater than 5 7

years (or not stated and unable to confirm)

Inadequate Measurement

Not self-report

Only met personality criteria 7

Only met outcome criteria 38

Only met appraisal/emotion criteria

No outcome measure included 6
Irrelevant to question (e.g. risk/onset prediction, measure 33

creation/validation, screening/treatment trial study)
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2.5.5 Studies with incomplete information to assess inclusion

Eighteen papers did not contain sufficient information to confidently assess
inclusion, mainly with regards to the time since diagnosis criterion. Summary
information on these studies is presented in appendix 2.1.

Attempts were made to trace and email corresponding authors to ask for
clarity regarding inclusion. Three authors were untraceable using world-wide
web searching; three emails were returned from ‘unavailable mailboxes’
(alternative email addresses could not be found); and, six authors did not respond
to the email request. Of the six who did respond, all confirmed that the required

data was not available, and therefore, these were also excluded.

2.5.6 Included studies

Seventy-three records were identified for definite inclusion. Of these, there
were three incidences where the same data was reported in two publications and
one incidence where the same data was reported in three publications; in these
cases, the records were merged and considered as the same study (a precaution
against duplicate study weighting in meta-analysis). Sixty-eight studies thus
remained. Of these 36 reported on psychological comorbidity outcomes (anxiety,
depression, or overall distress); 10 reported on quality of life outcomes; and 22
reported on both quality of life, and psychological comorbidity. Table 2.3
summarises measures (predictors and outcomes) used and main findings from all

include studies.

2.5.7 Amendment of review objectives

Despite highlighting a large number of papers in the early stages, question
one (that of association between personality and appraisal) was removed as a
study objective at this stage. The objectives were initially reviewed because it was
felt that the review had become too large to feasibly answer all research questions
with sufficient clarity and quality. In exploring each question individually it
became clear that question one was the weakest. There were two primary
reasons. First, of the three review questions, the least amount of research had
been conducted on question one and, therefore, it was felt more salient to review
those that had been the focus of greater research effort. Reviews of this question

will be important in due course. However, with the heterogeneity observed in this
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field of research, the studies identified were not expected to be similar enough to
be synthesised in an informative way. Instead, (as with many other excluded
papers) the studies were used in the narrative review (Chapter One). Second, it
was expected that in extraction of data relating to the remaining two questions, a
partial (albeit not strictly systematic) answer to the association between
personality and appraisal may be possible.

Although this modification to the study objectives did not dramatically
reduce the literature size (ultimately, only six studies were removed as many of
the other papers highlighted by this specific search were relevant to other
research questions), by reducing the scope of the review it made data synthesis

more straightforward and the findings more comprehensible.
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Table 2.3. Publication details and variables measured for the 68 included studies.

Relevant measures used!

D Authors Date Title Health Belief/ Summarised Main Findings
Personality Cognition/ Outcome
Emotion
1 Aarstad, 2005  Mood, anxiety and * Humour * Anxiety * Higher anxiety/lower depression than controls.
Aarstad, sense of humour in (SVQ) (STAI-S) * Some clinical variables predict outcome.
Heimdal & head and neck e Neuroticism * Depression = Sense of humour at diagnosis predicts QOL and
Oloffson cancer patients in (EPI) (BDI) depression at six year follow up.
relation to disease * Quality of
stage, prognosis and Life (EORTC)
quality of life.
2 Ahmed, 2004 A study of some * Trait Anxiety * Depression * Anxiety, depression and neuroticism higher in
Kamal, Zahar psychological (STAI-T) (ZDI) patients than controls.
& Sobhy. variables in * Neuroticism * Concurrent anxiety and neuroticism predict
Egyptian patients (EPI) depression in patients.
with cancer bladder. = Extroversion
(EPI)
* Psychoticism
(EPD)
3 Alhama, 1996 Quality of life in * Locus of Control * Quality of * Co-morbidity and locus of control were strongly
Extremera, oncological patients. (MHLC) Life (GRQLI) associated with QOL.
Mesa, Martin, A study of 105
Vizoso & cases.
Vico.
4  Allison, 2000 A prospective * Optimism * Quality of * Pre- and post- treatment, optimists reported
Guichard & investigation of (FLOT) Life (EORTC) better QOL.
Gilain. dispositional

optimism as a
predictor of health-
related quality of
life in head and neck
cancer patients.
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

Avoidance (IES)

D Authors Date Title Relevant measures used! Summarised Main Findings

5  Andrykowski 1994  Health locus of * Locus of Control * Distress * Disease severity and treatment moderate the
& Brady control and (MHLC) (PAIS) relationship between LOC and distress (LOC has

psychological * Depression most effect on distress at low levels of perceived
distress in cancer (POMS) severity).

patients: interactive

effects of context.

6  Andrykowski 1996  Psychosocial * Positive Affect * Depression s Patients reported poorer physical health,

, Curran, adjustment and (PANAS) (POMS/CES- functioning but greater psychosocial adaptation
Studts, quality of life in * Negative Affect D) than controls (benign breast problem patients).
Cunningham, women with breast {PANAS) ® Quality of s No differences in distress between patients and
Carpenter, cancer and benign * Personal Change Life (PHQ) controls.

McGrath, breast problems: a

Sloan & controlled

Kenady. comparison.

7 Badger, 2004  Depression burden, * Negative Affect * Well Being * Mood at diagnosis is predictive of mood at
Braden, psychological (NAS) (IWB) longitudinal follow-up.

Mishel & adjustment, and * Greatest adjustment observed in those reporting
Longman. quality of life in perceived high depression burden in an

women with breast intervention group.

cancer: Patterns

over time.

8  Baider, 2003  Effects of age on * Fatalism (MAC) * Distress * Cross-cultural differences in distress observed.
Andritsch, coping and * Hopeless/Helples (PAIS) * Across all subsamples, age and distress were
Uziely, psychological sness (MAC) significantly associated (young women, more
Goldzweig, distress in women * Anxious distress).

Ever-Hadani, diagnosed with Preoccupation

Hofman, breast cancer: (MAQ)

Krenn & review of literature * Fighting Spirit

Samonigg. and analysis of two * Thought
different settings. Intrusion/
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

ID Authors Date Title Relevant measures used! Summarised Main Findings
9  Bleiker,van 1995  Personality traitsof  * Rationality * Emotional control * Depression * Rationality and emotional expression differed
der Ploeg & women with breast (SAQ-N) (SAQ-N) (SAQ-N) between patients and controls.
Ader. cancer: before and ® Understandin = Emotional * No significant depression differences.
after diagnosis. g (SAQ-N) expression-in
* Optimism (SAQ-N)
(SAQ-N) * Emotional
* Anxiety expression-out
(SAQ-N) (SAQ-N)
* Anti-emotionality
(SAQ-N)
10 Bleiker, 2000  Psychological * Rationality * Emotional control * Depression * 16% still distressed, two years after diagnosis.
Pouwer, van distress two years (SAQ-N) (SAQ-N) (SAQ-N) * Intrustive thoughts, anxiety and health
der Ploeg, after diagnosis of * Understandin * Emotional complaints were best predictors of two year
Leer & Ader. breast cancer: g (SAQ-N) expression (SAQ- distress levels.
frequency and * Optimism N)
prediction. (SAQ-N) * Anti-emotionality
* Anxiety (SAQ-N)
(SAQ-N) * Thought intrusion
(IES)
* Thought
avoidance (IES)
11 Boer, Elving 1998  Psychosocial factors = Self-Efficacy ®* Quality of * Mental health in cancer survivors is lower than
& Seydel and mental health in (GSES) Life (RAND) general population controls.

cancer patients:
opportunities for
health promotion.

* Self-efficacy and loneliness were strong
predictors of mental health.
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

ID  Authors Date Tide Relevant measures used! Summarised Main Findings

12 Brown,King 2000 Patterns over time * |solation (PAC) * Quality of ¢ QOL fluctuates highly over time; mood remained
Butow, Dunn in quality of life, = Minimisation Life stable.

& Coates. coping and (PAC) (LASA/GLQ) = Well-being deteriorated over time
psychological » Anger (PAC) * Between patient variability accounted for 60%,
adjustment in late » Perceived aim of 459, and 44% of the total variance in effort to
stage melanoma treatment cope, mood and well-being respectively.
patients: An * Perceived ability * Perceived treatment aims, minimization, anger,
application of to cope with marital status and better QOL were significant
multilevel models. illness (PACIS) independent predictors of survival.

* Coping (COPE)

Butow, 1999  Psychosocial

Coates & predictors of

Dunn survival in
metastatic
melanoma.

13 Carver,Pozo, 1993  How coping = Optimism * Coping (COPE) * Distress = Optimism was significantly associated with
Harris, mediates the effect (LOT) (POMS) distress (prior levels controlled for) at each time
Noriega, of optimism on point.

Scheier, distress: a study of » Several coping reactions (esp humour, denial

Robinson, women with early and disengagement) are longitudinally

Ketcham, stage breast cancer. predictive of lower distress levels.

Moffat Jr. &

Clark.

14 Carver, 1994  Optimism versus * Optimism * Thought Intrusion = Distress * Pessimism was significantly predictive of
Pozo- pessimism predicts (LOT) * Life Satisfaction (POMS) longitudinal well-being even when previous
Kaderman, the quality of * Quality of sex levels were controlled for.

Harris, women'’s life * No effect of pessimism on quality of sex life or

Noriega, adjustment to early thought intrustions.

Scheier, stage breast cancer. * Optimism-pessimism are adequately measured

Robinson, et using single item scales.

al.
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

ID Authors Date Title Relevant measures used' Summarised Main Findings
15 Carver, 2000a How important is * Cancer * Distress * Perceived control over remaining cancer free
Harris, the perception of Expectancy (POMS) was not associated with distress.
Lehman, personal control? * Recurrence * Expectancy of remaining cancer free was
Durel, Studies of early Control Beliefs associated with distress levels.
Antoni, stage breast cancer * Positive/Negative
Spencer & patients. Study 1 Affect (ABS)
Pozo-
Kaderman.
16 Carver, 2000b How important is * Cancer * Distress
Harris, the perception of Expectancy (POMS)
Lehman, personal control? * Recurrence * Depression
Durel, Studies of early control beliefs (CES-D)
Antoni, stage breast cancer
Spencer & patients. Study 2
Pozo-
Kaderman.
17 Cohen,Moor 2000  The association * Treatment * Depression * Treatment specific optimism was significantly
& Amato between treatment- Specific (CES-D) associated with fewer depressive symptoms,
specific optimism Optimism * Distress lower mood disturbance, and fewer symptoms
and depressive (POMS) of distress (after demographic and clinical

symptomatology in
patients enrolled in
a phase I cancer
clinical trial.

variables were controlled for).

» Clinically depressed patients reported
significantly lower treatment specific optimism
at diagnosis.
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

ID Authors Date Title Relevant measures used! Summarised Main Findings
18 Cousson- 2000  Breast cancer, * Anxiety ® Perceived Stress * Anxiety * Coping mediated the relationship between
Gelie coping and quality (STAI-T) (PSS) (STAI-S) health status and QOL.
of life: A semi-  Locus of Control * Quality of * Self-accusation and perceived stress mediated
prospective study. (CLoCS) Life (WoC) the relationship between trait anxiety and QOL.

® Perceived stress mediated the relationship
between tumour status and QOL.

19 DeValck & 1996  Health locus of * Locus of Control * Quality of * Patients reported higher internally oriented LOC
Vinck control and quality (MHLC) Life (DCL) beliefs than controls.
of life in lung cancer * Fluctuations in QOL best explained by
patients. increasing physical complaints.
* No significant association between LOC and
QOL.
20 Dropkin 2001  Anxiety, coping * Anxiety * Coping * Anxiety * Self-care was the only significant predictor of
strategies, and (STAI-T) (WoC/CBS) (STAI-S) anxiety.
coping behaviours
in patients
undergoing head
and neck cancer
surgery.

21 Epping- 1999  Psychological * Optimism * Monitoring * Distress * Atdiagnosis, age and distress relationships were
Jordan, adjustment in breast * Thought Intrusion (SCL) mediated by intrusive thoughts. Optimism -
Compas, cancer: processes of (1IES) distress relationships were mediated by coping.
Osowiecki, emotional distress. * Thought * At three month follow up, distress was only
Oppedisano, Avoidance (IES) predicted by intrusive thoughts.

Gerhardt, = Coping (CSI) * Six month distress was predicted by optimism
Primo & (mediated by coping).
Krag.
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

ID Authors Date Title Relevant measures used’ Summarised Main Findings

22 Evans, 1993  Factors associated * Personality e Coping (CRI) * Distress * Some differences in well being found to be
Thompson, with the (PRF) (SDS) associated with variability across a number of
Browne, Barr psychological well- * Well-Being personality characteristics (endurance,

& Barton being of adults with (GBI) affiliation, cognitive structure, autonomy, and
acute leukaemia in nurturance).
remission.

23 Faller, 1999  Coping, distress, and * Coping (FQCI) * Depression * Depressive coping and emotional distress were
Bulzebruck, survival among * Emotional (DS) both significant predictors of distress.

Drings & patients with lung Distress
Lang. cancer.

24 Gallagher, 2002  Appraisal and » Appraisals * Distress » Psychological functioning was significantly
Parle & psychological (GHQ) related to psychiatric history, tumour grade and
Cairns distress six months cognitive appraisals (esp. threat and self-

after diagnosis of efficacy).
breast cancer.

25 Glinder & 1999  Self-blame * Self Blame * Coping (CSI) * Distress * Behavioural self-blame was predictive of
Compas attributions in (SBI) (SCL) concurrent distress levels only;

women with newly characterological self-blame was predictive of
diagnosed breast changes in distress over time.

cancer: a

prospective study of

psychological

adjustment.

26 Golden- 2004  Depressive * Neuroticism *® Perceived Stress ® Depression * Perceived stress and neuroticism both
Kreutz & symptoms after (EPI) (PSS) significantly predict depressive symptoms.
Andersen breast surgery: * Thought Intrusion

relationships with (1IES)
global, cancer- * Thought
related, and life Avoidance (IES)

event stress.
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

ID Authors Date Title Relevant measures used' Summarised Main Findings

27 Goodwin, 2004  Health-related * Fatalism (MAC) * Distress s Psychosocial status and quality of life were not
Ennis, quality of life and Fighting Spirit (POMS/PAIS) associated with medical outcome.

Bordeleau, psychosocial status (MAC) * Quality of
Pritchard, in breast cancer Anxious Life (EORTC)
trudeau, Koo prognosis: analysis Preoccupation
& Hood. of multiple (MAC)
variables. * Hopelessness/Hel
plessness (MAC)
* Emotional Control
(CECS)
28 Grassi & 1988  Pattern of emotional * Emotional Control * Anxiety (IBQ) = Some associations between emotional control,
Molinari. control and (CECS) * Depression hostility and psychosocial outcome were found.
psychological (1BQ)
reactions to breast
cancer: a
preliminary report.

29 Green, 2002  Coping and health- = Self Efficacy = Threat appraisal * Quality of = Patient groups did not differ on measures of
Pakenham, related quality of * Coping (COPE) Life (EORTC) distress, life satisfaction, cognitive function,
Headly & life in men with * Satisfaction with * Depression physical symptoms, or social/role functioning.
Gardiner. prostate cancer life (DASS) * Hormonal treatments were associated with

randomly assigned * Anxiety poorer psychosexual functioning, but improved
to hormonal (DASS) physical symptoms.

medication or close * Threat appraisals and coping were predictive of
monitoring. longitudinal QOL.

30 Hack& 2004  Copingresponses » Coping (CRI) * Distress = Baseline depression and cognitive avoidance
Degner. following breast * Preference for (POMS) and minimal use of approach based coping

cancer diagnosis
predict
psychological
adjustment three
years later.

decision making
® Anger Expression
(AEI)

strategies were associated with poorer
adjustment at three years.
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

ID Authors Date Title Relevant measures used! Summarised Main Findings
31 Hassanein, 2001  Functional status of * Fatalism (MAC) * Quality of ® 25% of patients had anxiety/or depression.
Musgrove & patients with oral * Fighting Spirit Life * Poorer functioning was associated with many
Bradbury cancer and its (MAC) (UWQOL/EO clinical and demographic variables.
relation to style of ¢ Anxious RTC) * Functionality was also associated with anxiety,
coping, social Preoccupation * Anxiety depression, coping style (support and fighting
support and (MAC) (HADS) spirit were only very weakly associated).
psychological status. ® Hopelessness/Hel Depression = Anxiety and depression were only weakly
Hassanein, 2005  Psychological plessness (MAC) (HADS) correlated with socio-demographics and
Musgrove & outcome of patients medical variables.
Bradbury. following treatment * Anxiety and depression were highly correlated
of oral cancer and with cancer specific QOL.
its relation with * MAC scores were strongly associated with
functional status psychosocial outcome.
and coping
mechanisms.
32 Hee, Kim, 2005  Quality of life in * Extroversion * Quality of * FACT Cis a valid tool for measuring QOL in
Eremenco & colorectal cancer (EPI) Life cancer patients.
Han patients with * Neuroticism (FACT/FLIC)
colectomy and the (EPI) * Distress
validation of the * Psychoticism (POMS)
functional (EPI)
assessment of
cancer therapy-
colorectal (FACT-C)
33 Helgeson, 2004  Psychological and * Self Esteem * lllness ambiguity = Quality of * Age, self-image, perceived control, and social
Snyder & physical adjustment (RSE) (MUIS) Life (SF-36) resources all distinguished between different
Seltman to breast cancer trajectories of adjustment.

over 4 years:
identifying distinct
trajectories of
change.
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

D Authors Date Title Relevant measures used! Summarised Main Findings

34 Helgeson & 2004 Quality of life * Agency * Quality of * Agency was associated with indicators of good
Lepore following prostate * Self Esteem Life (SF-36) QOL.

cancer: the role of (RSE) * Depression * Unmitigated agency was associated with
agency and * Self Esteem (CES-D) intrusive thoughts, depressive symptoms and
unmitigated agency. (GSES) poorer mental functioning.

* Role of agency was related to self-efficacy.

35 Iwamitsu, 2005  Anxiety, Emotional * Emotional Control * Anxiety * Pre surgery anxiety and emotional suppression
Shimoda, Suppression, and (CECS) (MAS) were associated with distress pre- and post-
Abe, Tani, psychological * Distress surgery.

Okawa & distress before and (POMS)

Buck after breast cancer
diagnosis.

36 Kessler 2002  Contextual * Affects (PANAS) * Quality of = Affect was associated with both life satisfaction

variables, emotional * Satisfaction with Life and QOL.
state, and current life * Survivors reported greater comparative life
and expected satisfaction and life satisfaction future
quality of life in expectancies.
breast cancer
survivors.

37 Koopman, 2001 Distress, coping and * Coping * Distress *» Distress and hopelessness/helplessness were
Angell, social support * Fatalism (MAC) (POMS) both reported at very high levels.
Turner-Cobb, among rural women * Fighting Spirit
Kreshka, recently diagnosed (MAQ)

Donnelly, with primary breast * Hopelessness/Hel
McCoy, et al. cancer. plessness (MAC)
* Anxious
Preoccupation
(MACQ)
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

D Authors Date Title Relevant measures used! Summarised Main Findings

38 Laubmeier, 2004  Therole of ® Perceived Life * Quality of ® Spirituality was associated with less distress
Zakowski & spirituality in the Threat Life (FACT) and better QOL regardless of levels of perceived
Bair psychological * Well being life threat.

adjustment to (SWBS) * Existential, but not religious well being
cancer: atest of the accounted for most variance in QOL.
transactional model

of stress and coping.

39 Lehto, 2005 Predictors of quality * Coping (Wo() * Distress = Psychosocial factors were the strongest
Ojanen & of life in newly * Anger Expression (RSCL) predictors of QOL (when compared with cancer
Kellokrumpu diagnosed * Depression and treatment types).

-Lehtinen melanoma and (DEPS) * Breast cancer patients received far more social
breast cancer » Quality of support than melanoma patients.
patients. Life (EORTC) e Adjuvant treatment may comprimise the
beneficial role of psychosocial factors that
enhance QOL.

40 Lewis 1982  Experienced = Self Esteem * Purpose in Life = Anxiety * Perceived meaning (but not control) of the
personal control (RSE) (PLT) (ZAS) illness was associated with anxiety and self-
and quality of life in * External Locus of esteem.
late-stage cancer Control (HLCS)
patients.

Lewis 1989  Attributions,
experienced

meaning, and
psychosocial well-
being in patients
with advanced
cancer.
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

ID Authors Date Title Relevant measures used! Summarised Main Findings

41 Lloyd, 1984 Emotional impact of « Extroversion * Risk of * No age or treatment associations with outcome.
Parker, diagnosis and early (EPI) psychiatric * Female patients were more likely to meet
Ludlam & treatment of * Neuroticism disorder psychiatric disorder criteria.

Maguire lymphomas. (EPI) (SPI) * Neuroticism was strongly associated with
* Psychoticism dissatisfaction with communication with
(EPI) medical staff.

42 Longman, 1999  Side-effects burden, * Affect (PANAS) * Quality of * Affect was associated with anxiety and
Braden & psychological Life (CLQoL) depression, but not quality of life.

Mishel adjustment, and life * Well-Being

quality in women (IWB)

with breast cancer: * Anxiety
pattern of (SEC)
association over = Depression
time. (SEQC)

43 Lowery, 1993  Causal attribution, * Attributions * Distress * ‘'Why me?’ attributions, perceived loss of
Jacobsen & control, and * Cancer Control (PAIS) control, and higher impact of event scores were
DuCette adjustment to (CsSC) associated with both poorer adjustment and

breast cancer. * Thought Intrusion prediction of psychological distress.
/Avoidance(IES)
* Locus of Control
(MHLQ)

44 Malcarne, 1995  Cognitive factorsin Self Blame * Personal Control e Distress * Self blame was associated with longitudinal
compass, adjustment to Perceptions (BSI) distress (four months), but not concurrent
Epping- cancer: attributions distress levels.

Jordan & of self-blame and * Perceptions of control had no direct or
Howell perceptions of mediating effects for distress.

control.
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

D Authors Date Title Relevant measures used! Summarised Main Findings
45 Marks, 1986  Role of health locus * lliness * Depression * Perceived control mediated the relationship
Richardson, of control beliefs perceptions (ZDS) between perceptions of disease severity and
Graham & and expectations of * Locus of Control depression.
Levine treatment efficacy in (MHLC/I-E Scale)
adjustment to
cancer
46 Miller, 1996  Psychological * Optimism * Coping (Wo(C) * Distress s Optimism and coping were both associated with
Manne, distress and well- (LOT) (MHI) adjustment, even after controlling for functional
Taylor, being in advanced * Well-Being status and prior adjustment measures.
Keates & cancer: the effects of (MHI) * Optimism was positively associated with well-
Dougherty optimism and being, and negative associated with distress.
coping.
47  Morris, 1981 Patterns of * Extroversion * Anger Expression ® Anxiety * Anger expression was higher in patients than
Greer, expression of anger  * Neuroticism (STAI-T) controls.
pettingale & and their (EPI) = Of all personality traits, only neuroticism
Watson psychological * Psychoticism differed between patients (higher) and controls
correlates in women (EPI) (lower neuroticism).
with breast cancer.  ® Anxiety (STI) * No age - anxiety association.
48 Nakada, 1996  Quality of life and * Personality * Anxiety * Two out of five EGO states were highly
Nagao, anxiety before and EGOGRAM (STAL-S) correlated with QOL scores.
Takiguchi, after lung cancer * Anxiety * Quality of
Tatsumi & chemotherapy: (STAI-T) Life (JQLI)
Kuriyama relationship to
patient’s
personality.
49 Naus,Price& 2005  The moderating * Health Locus of * Depression * Demonstrated an interactive effect between

Peter effects of anxiety
and breast cancer
locus of control on

depression.

Control (MHLC) (BDI)

* Anxiety (BAIl)

some locus of control scores and anxiety in the
prediction of depression.

* Suggest that those loci of control assumed to be
adaptive in the general population may, in fact,
be maladaptive in early stage cancer survivors.
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

D Authors Date Title Relevant measures used! Summarised Main Findings
50 Nelson, 1994  Subtypes of * Coping (CRI) * Distress * Of four patient profile clusters, only one
Friedman, psychosocial = Affect (ABS) (PAIS) demonstrated high distress and global
Baer, adjustment to * Anxiety maladjustment.
Montague, breast cancer. (HADS) = The remainder all had normal affect levels, but
Lane & Smith * Depression differed on various QOL/functioning subscales.
(HADS) * Suggests that even non-emotionally distressed
patients have varying adjustment trajectories
and may all benefit from intervention.
51 Nordin & 1998  Reactions to * Fatalism (MAC) * Anxiety * Fighting spirit was associated with emotional
Glimelius gastrointestinal = Fighting Spirit * Depression well-being; hopeless/helplessness and anxious
cancer-variation in (MAC) * Quality of preoccupation was not.
mental adjustment * Anxious Life * MAC scores were generally stable over time.
and emotional well- Preoccupation * Marked differences observed between HADS
being over time in (MACQ) clinical/non clinical subsamples.
patients with * Hopelessness/hel
different prognoses. plessness (MAC)
52 Osowiecki& 1998  Psychological * Perception of * Anxiety (BSI) = Problem focussed coping was associated with
Compas adjustment to Control * Depression low anxiety/depression; emotion focussed
cancer: control * Coping (CSI) (BSI) coping with more symptoms.
beliefs and coping in * Thought Intrusion * Interactions between PF coping and control
adult cancer (IES) were predictive of lower anxiety and depression
patients. * Thought at baseline, but not four months later.
Avoidance (IES)
53 Osoweicki& 1999 A prospective study * Perceptions of * Anxiety (SCL) * PF coping associated with lower distress near
Compas of coping, perceived Control ® Depression diagnosis.
control, and = Coping (CSI) (sCL) *» EF disengagement coping associated to distress
psychological at 6 months controlling for earlier levels.

adaptation to breast
cancer.

* No main effects for perceived control.
* Interaction between coping and contro}
significant at baseline only, not longitudinally.
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

ID  Authors Date Tide Relevant measures used' Summarised Main Findings

54 Padilla, 1992  Uncertainty, * Mastery * lliness uncertainty * Quality of life ® Mood, iliness ambiguity, mastery and danger
Mishel & appraisal and (MUIS) (MQOLS-CA) focussed appraisal are all key predictors of QOL,
Grant quality of life. » Appraisal (AS) * Distress explaining far more variance than clinical

» Coping (WoC(C) (POMS) factors.
* Coping was not predictive of QOL.

S5 Perczek, 2002 Facing a prostate * Optimism * Coping (Brief * Distress » Avoidance was predictive of increased distress;
Burke, cancer diagnosis: (LOT) COPE) (POMS) optimism, cancer status, and all other coping
Carver, who is at risk for strategies weren't.

Krongrad & increased distress? * Interactions between optimism and coping
Terris weren't significant predictors either.

56 Ranchor, 2002  Pre-morbid * Neuroticism * Distress * High neuroticism was associated with high
Sanderman, predictors of (EPI-N) (GHQ) distress in short, and long term analyses.
Steptoe, psychological e Self Efficacy *» Higher social support was associated with
Wardle, adjustment to (GSES) higher distress.

Miedema & cancer
Ormel

57 Ratcliffe, 1995  Eysenck personality « Lie (EPI) * Anxiety * L-Scores (reflecting the cancer prone
Dawson & inventory L-Scores (HADS) personality) were high at diagnosis and
Walker. in patients with * Depression associated with risk of death at S years.

Hodgkin's disease (HADS) » Depression was also an independent 5 year
and non-Hodgkin's survival risk factor.

58 Rondorf- 2003  Quality of life after * Self-Esteem * Symptom * Depression » Perceived support, self-esteem, and health locus
Klym & radical (RSE) appraisals (PCl) (CES-D) of control were all significant predictors of QOL.
Colling prostatectomy. * Anger Expression  ® Quality of * Urinary function appraisal was mediated by

(AEI) Life (QLS) locus of control.
* Health Locus of * Anger suppression and depression were not
Control (MHLC) significant predictors of QOL.

59 Schnoll, 2002  Correlates of * Optimism * Life Purpose * Quality of life  ® Higher social support, optimism, high perceived
Knowles & adjustment among (LoT) (PLT) (PAIS) meaning in life and lower avoidant coping were
Harlow. cancer survivors. * Coping (COPE) associated with better adjustment.

69



Table 2.3. Publication details and variables measured for the 68 included studies (continued).

L Authors Date Title Relevant measures used! Summarised Main Findings
60 Schou 2004  Pessimismasa * Optimism * Positive * Anxiety * Prevalence of emotional morbidity was
Ekeberg, predictor of (LOT) expectations (HADS) significantly higher among pessimists.
Ruland, emotional morbidity * Fatalism (MAC) * Depression * Pessimism was the strongest predictor of one
Sandvik & one year following * Fighting Spirit (HADS) year anxiety and depression.
Karesen. breast cancer (MAC) * Quality of * Optimists and pessimists have different coping
surgery. * Hopelessness/Hel Life (EORTC) approaches which may interact to predict
plessness (MAC) outcome.
Schou, 2005a The mediating role * Anxious Optimism had both a direct and a mediated (via
Ekeberg & of appraisal and Preoccupation fighting spirit and hopeless/helplessness) effect
Ruland. coping in the (MAC) on QOL.
relationshp between * Treatment » Relationships between predictors and outcomes
optimism- decision making were also mediated by threat appraisals at the
pessimism and * Primary time of diagnosis.
quality of life Appraisals (VASA) Compared to general population controls, at
* Treatment diagnosis patients reported lower emotional ,
Schou, 2005b  Multiple predictors decision making cognitive and social functioning.
Ekeberg, of health-related » Cognitive and social functioning disparity
Sandvik, quality of life in continued until one year post surgery.
Hjermstad & early stage breast * Breast conservation surgery a chemotherapy
Ruland. cancer. Datafroma were predictive of functioning one year after
year follow-up study surgery.
compared with the « Throughout, optimism was associated with
general population. better QOL and fewer symptoms.
61 Stanton, 2000  Emotionally * Hope » Quality of * Emotionally expressive coping was associated
Danoff-Burg, expressive coping * Coping (COPE) Life (FACT) with fewer cancer related medical
Cameron, predicts ® Perceived Health = Distress appointments, enhanced health and vigour, and
Bishop, psychological and (POMS) decreased distress at three month (age, coping
Collins, Kirk, physical adjustment and initial levels controlled for).

Sworowski &
Twillman

to breast cancer.

Relationships between emotionally expressive
coping and QOL were mediated by social
receptivity.
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

D Authors Date Title Relevant measures used! Summarised Main Findings
62 Taylor, 1999  The role of coping in * Thought Intrusion * Distress * Avoidant coping was associated with
Lamdan, the psychological (IES) (MHI) psychological distress, particularly in younger
Siegel, adjustment of * Thought * Well Being patients.
0’Connor, African American avoidance (IES) (MHI)
Moran, women with early- » Coping (COPE) * Quality of
Lunch & stage breast cancer. Life (CARES)
Hrywna
63 Timko & 1985  Attributions, *» Self-Esteem * Emotional * Depression » Relationships between illness attributions and
Janoff- vulnerability, and Reactions (EES) (BDI) adjustment were mediated by perceived
Bulman psychological * Attributions vulnerability beliefs.
adjustment: the case
of breast cancer.
64 Trunzo & 2003  Social supportasa * Optimism * Distress * Affective social support mediated the
Pinto mediator of (LOT) (POMS) relationship between optimism and distress at
optimism and baseline and 6 month follow up, but not at 1yr
distress in breast follow up.
cancer survivors. * Confident social support did not mediate the
optimism-distress relationship at any point.
65 Urcuyo, 2005  Finding benefit in * Optimism * Threat sensitivity  ® Distress * Benefit finding was associated with optimism,
Boyers, breast cancer: (LoT) (BIS/BAS) * Depression positive reframing, religious coping, and
Carver & relations with * lliness Concerns (CES-D) emotional distress.
Antoni personality, coping, * Coping (Brief * Quality of
and concurrent COPE) Life

well-being.
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Table 2.3. Publication details and variables measured for the 68 included studies (continued).

D Authors Date Title Relevant measures used! Summarised Main Findings

66 Watson, 1991  Relationships * Emotional Control * Anxiety * Emotional control and fatalism were highly
Greer, between emotional (CECS) (HADS) significantly associated.

Rowden, control, adjustment e Fatalism (MAC) * Depression * Anger control was associated with helplessness.
Gorman, to cancer and * Fighting Spirit (HADS) * Psychological morbidity was related to type of
Robertson, depression and (MAC) adjustment reported.
Bliss & anxiety in breast * Anxious
Tunmore cancer patients. Preoccupation

(MACQ)

* Hopelessness/hel

plessness (MAC)

67 Yamaoka, 1998 Health-related * Extroversion * Quality of * Optimism was a mediator between eating ability
Shigehisa, quality of life varies (EPI) Life (HRQol) and quality of life, particularly physical and
Ogoshi, with personality * Neuroticism social well-being.

Haruyama, types: a comparison (EPI)
Watanabe, among cancer * Psychoticism
Hayashi & patients, non-cancer (EPI)
Hayashi patients and healthy * Optimism
individualsina (LOT)
Japanese
population.

68 Yu, Fielding 2003  The mediatingrole = Extroversion * Quality of * High extroversion, low neuroticism, and high

& Chan of optimism on (EPD) Life psychoticism were associated with higher QOL.
post-radiation * Neuroticism
quality of life in (EPI)

! Where validated scales are used, abbreviations are shown in brackets. (For full measure titles see appendix 2.2)

nasopharyngeal
carcinoma.

* Psychoticism
(EPI)
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2.6. PROCEDURE OF DATA EXTRACTION, QUALITY ASSESSMENT, &
SYNTHESIS

2.6.1 Data extraction

Data were extracted from all included studies using standardised forms.
These were independently piloted by two reviewers on a random selection of five
papers during protocol development.

Study content and results were extracted by reviewer two only; whilst
duplicate extraction would have been preferable resources were not available to
enable this extra step of methodological validation. Data extraction included:

Basic Study Information. Authors, date of publication, and an allocated study

identification code.

Sample. Sample size, gender ratio, age range/mean, cancer site, cancer stage,

recruitment rate, and follow up attrition.

Methodology. Design, timing of follow up data collection (if appropriate),

main study research question, and measures used.

Results. Statistics of relevant findings, descriptions of associated results, and

poignant comments made in the discussion.

Comments. Any additional comments on the study made by the reviewer.

2.6.2 Quality assessment

Study quality significantly varied between design with prognostic,
epidemiological, or observational designs usually demonstrating most variance
and often the poorest standards of methodological rigour (Altman, 2001).
Assessment of quality is important to enable objective assessment of the individual
contribution of each study to the field as a whole. As such, quality assessment
data can be used in numerous ways. First, data can be synthesised qualitatively to
give a methodological critique of a specific field of research; second, as a grouping
variable for sensitivity analysis; and, third, many reviews will often use low quality
scores as a basis for study exclusion as their inclusion can often obscure the true
nature of variable relationships (Altman & Lyman, 1998). Rosenthal (1995)
warns against use of quality scores as an exclusion variable as scores are prone to
the bias of the individual(s) who conducted the quality assessment. Rather,

Rosenthal promotes using the data to investigate the moderating role of study
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quality in the mean effect size (i.e. in sensitivity analysis) or as an alternative study
weighting variable in meta-analysis.

Despite substantial criticism against doing so, many reviews continue to
discount non-RCT designs and as such, numerous quality assessment tools
currently exist for RCTs; the Delphi List (Verhagen, de Vet, de Bie, Kessels, Boers,
Bouter et al., 1998) and the GRADE approach (Atkins, Briss, Eccles, Flottorp,
Guyatt, Harbour et al,, 2005) for example. As an alternative to quality assessment
scales, the Cochrane Collaboration encourage the use of risk of bias lists which
promote evaluation based on sub-domains of quality rather than calculation of
total quality scores (Higgins & Altman, 2008). Like many of the other tools,
however, this method is biased towards assessment of the RCT and not all aspects
are relevant to other methodological designs. The increasing number of such tools
makes it difficult to distinguish between them and select the most suitable
(Altman, 2001).

Fewer tools exist for use in assessing the quality of qualitative studies. The
protocol stated that had qualitative studies been included, their quality would be
assessed using the well-validated Mays and Pope (1996) tool (these criteria will
not be detailed here as no qualitative studies were ultimately included, however,
they are readily available: see Mays and Pope, 1996; Kahn et. al. 2001).

Converse to the number of experimental design quality assessment tools,
there are no widely accepted quality criteria for studies of observational or non-
experimental research. To use experimental quality criteria would be invalid as
many features are simply not suitable for theses design specific quality indicators.
Therefore, many review teams create their own, usually citing NHS CRD guidance,
the Cochrane Handbook and methodological papers (see, for example, Downs &
Black (1998) and Papworth & Milne, 2001) for their development. This has given
rise to a number of largely invalidated measures in the literature which are rarely
used on more than one or two occasions (Altman, 2001).

An alternative approach is proposed by Edwards, Russell and Stott (1998):
the signal to noise ratio. These authors advocate that to exclude designs lower in
the evidence hierarchy is inappropriate as such designs are more feasible and
appropriate to many questions. Edwards et al. (1998) propose that in addition to

quality assessment, the ‘noise’ component, an assessment should also be made
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about the potential value added by the study, the ‘signal’ component, to the
literature. Resultant scores are then presented as a ratio representing study value
rather than quality per se.

For this review it was necessary to select a method which was relevant to the
highest number of possible designs, to allow for direct comparisons to be made.
Whilst the signal to noise method could have been selected, the more
straightforward and arguably more objective checklist approach was favoured.

As such, the Kmet, Lee and Cook (2004) tool was selected.

Some modification to this quality assessment tool was necessary to meet the
specific requirements of this review. Based on the assumption that longitudinal
designs are more informative for explorations of variable association and
prediction, three items of quality assessment were added relating to such designs.
Specifically, these items assessed: (1) the suitability of timing between baseline
and follow-up collection (i.e. long enough for outcomes to have emerged); (2) the
sufficiency of explanation of sample attrition between baseline and follow up data
collection; and, (3) whether statistical adjustments were made in the analyses
based on different lengths of follow-up.

The modified tool used the same scoring instructions recommended by Kmet
etal (2004). The standardised form is applied to each study individually and
assesses the quality, clarity and suitability of the stated aims, hypotheses, design,
sample, methodology, analysis, reporting of results, and validity of the
conclusions drawn from the data. Each paper is awarded one of four scores
(2=yes/good; 1=partial; 0=no/poor; X=not applicable) for each of the 19 quality
criteria. The total (out of 38) is then converted into a percentage indicator of
quality. Quality assessment was conducted by both reviewer one and reviewer
two independently and an overall mean score calculated per study. A copy of the
quality assessment form (including scoring guidelines) is included in appendix 2.3.

Whilst potentially creating some level of confound into data synthesis,
studies with low quality assessment scores were not excluded (see section 2.2.2).
This decision was reached based on two observations. First, due to the subjectivity
inherent in quality assessment checklist, and second, because scoping searches
had already highlighted that poor quality was an ongoing issue in this field. One of

the review objectives was to systematically critique methodology in addition to
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synthesising findings. To exclude some studies based on low methodological
scores would have rendered this objective redundant. Whilst total mean scores
were calculated for each study, domain specific evaluation (as suggested by the
Cochrane Collaboration) was conducted and in-depth descriptive discussion of
various aspects of quality are presented in addition to summary scores.

In addition to quality scoring each individual study, Russell, Di Blasi, Lambert
and Russell (1998) propose a scoring system for systematic reviews themselves.
No systematic reviews are currently available on this topic and as such scoring
systems were not relevant to data extraction, however, this tool was used in the

review evaluation (section 2.8.3).

2.6.3 Data synthesis

This review had two objectives. First, to provide a methodological critique of
the literature to investigate whether claims of poor methodology are valid (for
example, see Cull, 1990; Altman & Lyman, 1998) and potentially responsible for
the low impact of research in the field. Second, results were synthesised in order
to (a) explore if similar studies report corroborative or opposing findings and (b)
to identify any research gaps to guide future research.

Data were extracted with the aim of conducting numerous small-scale
statistical meta-analyses; scoping searches previously established that large-scale
meta-analyses for each outcome were not viable. The method of meta-analysis
chosen was a random effects model using the Hunter and Schmidt (1999) method.
A random effects model was selected as the ultimate goal was unconditional
inference of the findings; generalisability to the population in order to generate
both research and clinical practice implications. Further, fixed effect models are
more likely to commit Type I error. As data were presented in a correlation
coefficient format, it was deemed unnecessary to introduce extra bias into the
calculation by transformation of these scores; the Hunter and Schmidt method is
the only one of the three which combines these statistics directly.

Both Hedges’s and Rosenthal’s methods are reported to produce over-
estimates of effect sizes and are found to be particularly inaccurate where effect
sizes fall below 7 =.3, which they did in many cases in this review. Therefore, the
comparatively stringent Hunter and Schmidt method was more appropriate. In

response to claims that it may be poor at accurately detecting true significance, the
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more stringent two-tailed probability test was used; still, given low numbers of
included studies, reported significance levels should be treated with caution.

Effect sizes were weighted by sample size. Although Rosenthal (1995)
promotes further weighting of studies by quality score, this was inappropriate due
to the differences in scores obtained between reviewers, possibly indicative of bias
in either the scorer or the scoring system (for further detail see section 2.7.2.1).

In preparation for potential meta-analysis, during data extraction and
synthesis, variables were categorised into either: one of five predictor variable
groupings, including, personality, health control beliefs, illness
cognitions/appraisals, emotional reaction to illness and coping; or, into one of five
outcome variable groupings, including anxiety, depression, distress, quality of life
and well-being. These groupings were structured around theoretical concepts and
studies were matched based on an analysis of the content of the specific measures
used. Care was taken to ensure categorisation was done systematically and
theoretically rather than basing simply on the title of the selected measure (which
can often be misleading) or on the stated purpose in each study (which may not
always be the validated and appropriate use). In most cases this was clear, but for
others, categorisation was less explicit as usage was found to be inconsistent.

Within this review, the heterogeneity of constructs assessed, and the
different measures used between studies to assess those constructs was much
greater than anticipated. Although meta-analysis aims to group similar studies
this is not always feasible or straightforward; many measures of similar
psychosocial variables not only have different numbers of factor loadings, but very
different subscale content. For example, within the final number of included
papers, 17 different measures of quality of life were used. Although more recent
research seems to be focusing on use of standard measures such as the FACT or
EORTC, to accurately match subscales from each of these scales is no simple task.

Even more problematic was inconsistency in the application of measures.
Whilst it is relatively easy to group different measures of the same construct, there
were a number of occasions where one single measure was used to assess different
constructs between studies. There are two examples of this. First, the Impact of
Events Scale was sometimes used as both cognitive predictor variable for

psychosocial outcome (e.g. a predictor of quality of life), but also as an outcome
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itself (e.g. stress as an outcome). Within the theoretical model adopted for this
review (where distress and quality of life were the standard outcomes), the IES
most suitability fits in the cognition category. The result of this is that studies
which used only the IES as an outcome did not necessarily meet review inclusion
criteria and were thus excluded.

Even more confusing was application of the Mental Adjustment to Cancer
(MAC) Scale. Watson et al. (1988) claim that this is a measure of adjustment
where adjustment is defined as comprising appraisals and their ensuing reactions.
Many studies, in fact, use this scale not as an adjustment (outcome) measure, but
as an assessment of coping (particularly where the mediating role of coping is
being investigated). The reason for this could possibly be the lack of clarity for
what adjustment actually is, and that the nature of psychological response to
illness is dynamic: cyclical and not fixed. Schou et. al. (2004) also raise this
problem of definition and when comparing the measure to theoretical literature
decide that it is best suited to measure ‘cognitive coping’. Nelson et. al. (1994)
claim that at least two of the sub-scales, anxious preoccupation and hopelessness/
helplessness, should be classed as ‘mental attitudes’ rather than adjustment
indicators or coping. Content analysis of the subscales for the purpose of this
review concluded that the measure was, indeed, more related to cognitive
processes rather than coping or adjustment. Therefore, in this review, the MAC
was considered a health cognition and appraisal construct.

This is an issue, not limited to psychosocial oncology, but to much of health
psychology. Health psychology is still a young discipline having been
independently established less than 25 years ago and UK based psychosocial
oncology was established soon after. Therefore, much of the research has been
exploratory, leading to many competing theories and multiple assessment tools.
An ideal goal would be for the field to become standardised, and over time, this
seems likely to happen. However, it is imperative that in preparing new protocols,
researchers are clear about (1) which theoretical model they are basing their
research around; (2) how they choose to define different constructs; (3) that
important (possibly confounding, mediating or moderating) constructs are not

missed out from their chosen model; and, most importantly (4) that assessment
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tools are carefully selected to validly assess the desired construct within the

chosen theory.

2.7 RESULTS

Data were synthesised primarily according to the guidance of Egger et al.
(1998) due to their heterogenous nature. Therefore, the results that follow
contain a qualitative synthesis of the included studies, a description of why most
did not fit in with standard requirements for meta-analytic procedures, and a
number of small meta-analyses which should be treated with caution. Advanced
statistical procedures (e.g. sensitivity analysis) were not possible due to the
limited size of the meta-analysis. Additionally, the disproportional number of
studies in each cancer group meant that synthesis of findings specific to each
patient group was not possible. Results were synthesised with regard to cancer as
a group of illnesses, but where differences in site may be important, these are
highlighted and possible causes for such discrepancy discussed.

Results are presented according to the two objectives. Therefore, the
methodological critique and results of the quality assessment exercise are
presented first. Appreciation of the methodological issues raised is critical to
understand the descriptive results which follow thereafter. Results of the
statistical meta-analysis are presented between the methodological critique and
the descriptive data synthesis of the main findings from individual studies, into
which, relevant meta-analytic findings are integrated and discussed.

Due to the number of studies reviewed, it was not possible to discuss
methodological differences for each study. However, attention is drawn to
summary information presented in table 2.3 (measures used) and table 2.4
(clinical descriptors, design features, and summary quality assessment scores).
The main findings from each study are also presented in table 2.3. Throughout the
results section, where reference is made to significance of result, this pertains to a

standardised alpha level of p<.05.

2.7.1 Description of included papers
The clinical, demographic, and design characteristics of the 68 included

studies are shown in table 2.4. Included papers ranged in date of publication from
1981 to 2005.
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Thirty eight of the sixty-eight included studies were carried out in North
America. Twenty-one were carried out in Europe (of which, four recruited in the
Netherlands, four in Scandinavia, and six in the United Kingdom); five in Asia;
three in Australasia; and just one in Africa. The final study was a cross sectional

analysis comparing Israeli and Austrian cancer patients.
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Table 2.4. Summary information on demographic, clinical, design, sampling and quality assessment for all included papers.

Quality
Sample Size Gtz::)er Age Assessment
Scores (%)
Cancer Site! Follow  Timing of Ba M
Study Authors Date Country (Staging at -up Recruitment se- F/Us M F ean Range | Mean Diff
ID. dia ; 23 Line* (sd)
ignosis)
Cross Sectional Studies
2 Ahmed 2004 Egypt Bladder n/a Diagnosis
U (Notspecified) .. ... 8 e BB se o300
3 Alhama 1995  Spain Lung (14); Breast n/a Treatment
83 f{iﬂ/e;t::k 105 nfa 55 45 556 659 45
.................................... @BYIAN), o
5 Andrykowski 1994 North Leukaemia n/a 21.5 months
America  (All) $onm Qost 69 n/a 55 45 359 84.1 45
iagnosis (8.8)
............................................................ (D=159) e
6 Andrykowski 1996 North Breast n/a 28.2 months
America  (I-llla, In remission) month post 80 539
diagnosis (81- n/a 100 © '3) 35-79 90.1 0
(Sb=15.1,R: 86%) )
S L) E RN
8 Baider 2003 Austria/ Breast n/a 1-5Syears 224
Israel (1-11, Survivors) post n/a 100 30-80 88.6 13.6
diagnosis (37.3%)
.............................................................. B S S  e ee eeeeeemememmmmme e memmmme——aa-
11 Boer 1988 Nether-  Gynaecological (11); n/a 2.5 years post
lands Breast (53); Lung diagnosis
(8);
Somach/Intestinal 60.6
(12); Prostate (16) 480 n/a 29 71 (11.8) 20-80 773 9.1
(Not Specified)
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Table 2.4. Summary information on demographic, clinical, design, sampling and quality assessment for all included papers (continued).

Cancer Site! Follow  Timing of Base- Mean
Study Authors Date Country (Staging at -up  Recruitment Line F/US M F (sd) Range Mean Diff
iD. diagnosis) 23
16 Carver 2000 North Breast n/a Diagnosis; 3,
b America (I-lI 6,0r 12 202 53.8
1 monthpost  (80%) "2 100 j,g 2787
I - 1112 - PN
22 Evans 1993 Canada Leukaemia n/a 24 months
(Not Specified) g:;s;msis (7:2%] nfa 21 19 470 1682 750 45
............................................................ L PN
26 Golden- 2004 North Breast n/a 36.3 days
Kreutz America (I-1ll) post surgery 210 n/a 100 20-85 86.2 0.4
............................................................ (SD=1689) el
31 Hassanein 2001  United Oral n/a 23 months
Kingdom (All) post 83
And oroament (ng%) a 69 31 S8 2886 @S
Hassanein 2005 (R: 6months- ’
Y - £ 1. S
35 Iwamitsu 2005 Japan Breast n/a Pre-Diagnosis 23 45.5
e (NotSpecified) ..M . e BT A8
36 Kessler 2002 North Breast n/a 3.5 years post
America  (Not Specified) ((jsl?)g:;ts’::, : 71:;)) n/a 100 (?fz) 28-80 786 32.6
e e RO O YTS) e
37 Koopman 2001 North Breast n/a 6 months 8.6
America  (0-11]) post 100 n/a 100 (11.6) 31-82 84.1 22.7
P - L1
38 Laubmeier 2004 North Prostate (23); n/a 3 monthsto S
America Breast (16); Ovarian years post 95 585
(14); Endrometrial diagnosis (92.3%) n/a 33 67 (10.8) 27-84 90.9 0
(11); Other (36) ’ ’
(All)

82



Table 2.4. Summary information on demographic, clinical, design, sampling and quality assessment for all included papers (continued).

Cancer Site! Follow  Timingof Base- Mean M
Stl'l')dy Authors Date Country (Staging at -up Recruitment Line F/US M F (sd) Range :’ Diffe
) diagnosis) 23
39 Lehto 2005 Finland  Melanoma; Breast n/a 3 -4 months 175
(All) post (83.3%) n/a 21 79 545 28-71 818 182
............................................................ dagnOss el
40 Lewis 1982 North Lung (23); Breast n/a Treatment i o
America (24); Ovarian (11); (2/3rds
And Lymphatic (9); within 1 year 54 72.7 0
Other (23); of treatment) 57 n/a 37 63 (13.3) 21-79
Lewis 1989 Unknown Primary ’ 75.0 13.7
(10) ’
................................... Metastatic) | e
43 Lowery 1993 North Breast n/a 13.9 months
America (All) post
diagnosis 195 n/a 100 53 818 182
(R:1-60
RS .. L - PP
45 Marks 1986 ::1:2 . ae’:’azmatologlcal n/a Diagnosis 137 n/a 66 34 18-86 795 45
47 Morris 1981 United Breast n/a Pre-Diagnosis 17
Kingdom (T2 No.1, Mo) (68%) n/a 100 56 82.8 7.2
48 Nakada 1996 Japan ;:Ir;lg n/a Diagnosis 50 n/a S8 35.78 659 136
49 Naus 2005 North Breast n/a 4.3 years post 53.2
e America (LM). ___________________diagnosis ____ o M 19wy 3P B %S
50 Nelson 1994 North Breast n/a 3 years post
America  (Not Specified) diagnosis
(R:1-255 122
months) (68.6%) n/a 100 527 84.1 4.5
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Table 2.4. Summary information on demographic, clinical, design, sampling and quality assessment for all included papers (continued).

Cancer Site! Follow  Timingof

Study Authors Date Country (Staging at -up Recruitment Base- F/US M F Mean Range Mean Diff
ID. Line* (sd)
diagnosis) 23
54 Padilla 1992 North Gynaecological n/a 5.1 months
America (All) post
diagnosis (8(1)06“)%) n/a 100 [?g'g) 20-81 90.9 9.1
(SD=3.5,R: 1- ' '
RN 1. 1.0 211 PP
58 Rondorf- 2003 North Prostate n/a 12-24
Kiym America (I, 11) months post 88
' 795 318
treatment (666%) "2 100 66
............................................................ N e
59 Schnoll 2002 North Breast (65); n/a 61 months
America Prostate (22); Other post
(13) diagnosis
(Not Specified, (SD=68.7) 109 60.3 9
Survivors) (100%) n/a 2476 (11) 818 1
62 Taylor 1999 North  Breast nja  Samplel:4 T TTTTTTITTTIITTTTmTTmmmmmmmmmmmmTmIIIII
America (All) months post
diagnosis 93 53.7
- 90.1 9.1
Ssample2:25 (62.8%) /3 100 (132 2685
months
............................................................ postdiagnosis _ oo
63 Timko 1985 North Breast n/a 8.9 months 42
America (Not Specified) post n/a 100 534 23-81 86.4 0
. . (95.4%)
P - -1 - PP
65 Urcoyo 2005 North Breast n/a < 1 year post 230 535 i
e America__ (0-1l) ... .. ... sugery_______| go%) "M 10 g2y FH 02 32
66 Watson 1991  United Breast n/a 1 - 3 mo post 360 55.8 )
Kingdom  (0-11) diagnosis ©s%) /2 100 jgg 2575 94 0
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Table 2.4. Summary information on demographic, clinical, design, sampling and quality assessment for all included papers (continued).

Cancer Site! Follow  Timing of

Study Authors Date Country (Staging at -up Recruitment Base- F/Us M F Mean Range Mean D:"
ID. Line* (sd)
diagnosis) 23
67 Yamaoka 1998 Japan Stomach n/a R: 34d-19.8yr 18
(Not Specified, 207 n/a 68 32 575 32-831 77.3 2 '
.................................... UiV O S e eeieeiiaaeas
RCTs
17 Cohen 2001 North Renal; Melanoma 3week Treatment 46 549 21.
' 7 30 36-76 89.3
e America__ (Metastatic) Y om0 @9) >0 T ‘..
29 Green 2002 Austra-  Prostate 6 Diagnosis 77 65 69.2
56-86 84.2 53
lia (Not Specified) month (93.9%) (84.4%) 100 (6.3)
Longitudinal Studies
1 Aarstad 2005 Norway Head &Neck 6 year  Diagnosis 79 79 100 599 725 16.
e (AU o 100%) .. (13) ...
4 Allison 200 France g,‘:::, :eezro- 341 2, Diagnosis ( 91 g 916 ) (878;3%) o3 , f?é) 640 16
____________________________________ (M. ....menh . O¥ W e .
7 Badger 2004 North Breast 3,6 Diagnosis 169 556
America (All) month 169 (100%) 100 (12.8) 25-82 743 1.3
9T Bleiker 1995 Nether- Breast 195 Pre-lllness s s es T
lands (All) ;nonth (78%) (100%) 100 (10.3) 60.7 0
100 Bleiker 2000 Nether- Breast 18" 2mopost L, .o T T
244 170 519 21.
lands (T1-4No.3M,) month z's"l';g:‘:ﬁ;] (77%)  (69.7%) 100 (10.5) 29-75 893 4
120 Brown 2000 Austra-  Melanoma 36,9, 234dayspost T TTTTTTToTTonTTmTeTTTTTY a0 4
lia ) 12,15, diagnosis )
And 18,21, (SD=371) 125 44 60 40 55.0
24 (54%) (35.2%) (14.0)
Butow 1999 month 14.
91.6 0
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Table 2.4. Summary information on demographic, clinical, design, sampling and quality assessment for all included papers (continued).

Cancer Site!

Follow Timing of

Study Authors Date Country (Staging at -up Recruitment Base- F/Us M F Mean Range Mean Diff*
ID. Line* (sd)
diagnosis) 23
13 Carver 1993 North Breast 1,10 Diagnosis
America (I-11) days, 3,
6,12 59 58.0
' 33-72 85.0 8.5
month >9 (100%) 100 (10.8)
14 Carver 1994 North  Breast 3612 Diagnosis . s¢ T 82 .o pes 11
o 32-75 85.2
........................... America (1) __._...._.menth T gne 1% np KPP0
15 Carver 2000 North Breast 3,6,12 Diagnosis 147 126
America (I-1]) month (85%)  (85.6%) 100 558 28-78 75.9 209
18 Cousson- 2000 France  Breast 3" Pre-Diagnosis s a3
Gelie (Early) week, 75 100 : 30-70 69.8 319
2 (78.7%) (10)
...................................................... YA e e e e e
19 DeValck 1996 Belgium Lung 20 Pre-Diagnosis 16
o e aaaas [{Not Specified) ______ week ... o oo Pt %8 o
20 Dropkin 2001 North Head & Neck 45,6 Diagnosis 75
e America__ (Not Specified) ______ day ... B Goow 70 %0 o1 re e &l
21 Epping- 1999 North Breast 3,6 10.8 days 80 54.8
Jordan America (All) month  post 110 100 ’ 85.6 21.2
di . (72.7%) (10.3)
L
23 Faller 1999 Germ- Lung 7-8 Diagnosis 103 590
any (All) year (within 3 152 83 17 ) 32-84 76.8 25.0
days) (67.8%) (9.0)
24 Gallagher 2002 Austra- Breast 6 2months s 195
lia (1-1) month  post (71.7%)  (100%) 100 57.0 25-90 85.4 13.7
g L1
25 Glinder 1999 North Breast 3,6,12 10.8 day post 76 64 100 54.8 90.8 10.1
America (All) month  diagnosis (69.1%) (84.2%) (9.8) ’ )
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Table 2.4. Summary information on demographic, clinical, design, sampling and quality assessment for all included papers (continued).

Cancer Site! Follow  Timing of Base-
Study Authors Date Country (Staging at -up Recruitment F/Us M F Mean Range Mean Diff
iD. Line¢ (sd)
diagnosis) s
27 Goodwin 2004 North Breast 12 9.7 weeks
America  (Ty.z No.,Mg) month  post 378 323 0 52.0 26-74 87.0 47
diagnosis : (95%)  (85.4%) 10 (9.9) ’
DN i< ) H PP
28 Grassi 1988 Italy Breast 1 Pre-Diagnosis
(TuNo..Mo) week, 32 12 52.0
6 100 ) 29-70 69.2 0
month (91.4%) (37.5%) (6.4)
30 Hack 2004 Canada  Breast 3year 903days T TTTTTTTTTTTmTTTmTTmmmmmTomTTmTITITT
(I-1) post
. diagnosis 70 (73‘;’) 100 (fg'?) 923 154
(R: 1.5-6 mon ) )
{1, R
32 Hee 2005 Korea Colorectal 1,6 Diagnosis 52 59.7
e (). ... month ... s M Y
33 Helgeson 2004 North Breast 7,13, Treatment
(a)  America (I-1ll) 19,31, 363 271 483 )
5s (B1.6%)  (74.7%) 100 (9.8) 27-75 83.2 9.0
..................................................... O e
34 Helgeson 2004 North Prostate 2,8,14 47 days post 93 81
(b) America (T;.3NaMo) month  treatment (77%)  (87.1%) 100 65 49-80 80.1 13.7
# e iieecceeeeao.o.o StARt(SD=22) O T e e e
41 Lloyd 1984  United Lymphoma 6 Diagnosis 40 31 43.6
e Kingdom _ (AN)______________ month ©o%)._ 775w %2 YT sy 1277 92 385
42 Longman 1999 North Breast 3,6 Diagnosis 53
America  (All) month 53 (100%) 100 714 143
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Table 2.4. Summary information on demographic, clinical, design, sampling and quality assessment for all included papers (continued).

Cancer Site! Follow  Timingof
St:[')dy Authors Date Country (Staging at -up Recruitment za::‘ F/US M F “('::)n Range Mean Diff
) diagnosis) 3
44 Maicarne 1995 North Breast (40); 4 9.75 weeks
America  Gynaecological (22); month post
Heamatological diagnosis
(10); Brain (10); (SD=7.34) 98 72 42.5
Lung (6); Testicular (77.7%) (73.5%) ar 7 (7.5) 208 30
& Prostate (4); Skin
(3); Other (4)
.................................... AU
46 Miller 1996 North Gastrological (77); 2,4 10.2 months
America Breast(13); Lung month  post
(3); Ovarian (1); diagnosis 121 75 55.4
Unknown Primary 89%) (620%) > 5 7> 889 08
4)
.................................... (Metastatic) e
51 Nordin 1998 Sweden  Gastrological 3,6,12  Within 12 55
(Not Specified) month  weeks post 139 53 47 66 94.5 33
dia i (39.6%)
.............................................................. B0 lS e e e e e e e e e
52 Osoweicki 1998 North Breast (40); 4 10 weeks
America  gynaecological (22); month post
Haematological & diagnosis
Lymphoma (8); (SD=5.84)
brain (10); Lung (2); 83 62 41.5
Testicular (6); (75%) (747%) 8 82 (75 2161 821 0
Gastrological (5);
Melanoma (4); other
(3)
(All)
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Table 2.4. Summary information on demographic, clinical, design, sampling and quality assessment for all included papers (continued).

Cancer Site!

Follow

Timing of

Study Authors Date Country (Staging at -up Recruitment Base- F/Us M F Mean Range Mean Difff
ID. Line* (sd)
diagnosis) 23
53 Osoweicki 1999 North Breast 3,6 10.8 days
America (1,11, 1) month  post
diagnosis 70 549
36-80 89.7 2.4
(R:0-43 days) O (100%) 100 00y 368
5SS Perczek 2002 North‘ Prostate‘ 2 week Pre-Diagnosis 172 101 100 66.6 46-87 923 0
........................... America__ (Not Specified) . _______.__..__.(887%) _(587%) __________(75) __ . .l .. ...
56 Ranchor 2002 Nether-  Lung (8); Breast 2,6,12 Pre-lllness
lands (16); Prostate (14);  month
Gastrological (31); 167 99 71.8
Colorectal (16); (50.3%)  (59.3%) 58 42 (6.5) 96.4 71
Other (14)
.................................... (Al)
57 Ratcliffe 1995  United Lymphoma Syear  Within 48
Kingdom (All) hours post 63 36
diagnosis (57.1%) 56 44 19-73 82.2 280
60 Schou 2004 Norway Breast 312 12dayspost T TTTTTTTTTTTTTTTTmmmmTmmmmmTmmmmmmoes
[(RIN] month  diagnosis
And (R: 2-21d) 96.4 7.1
Schou 2005 195 165 56
(@) (80%)  (84.6%) 100 (103 2178 927 68
And
Schou 2005 90.8 3.0
(b)
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Table 2.4. Summary information on demographic, clinical, design, sampling and quality assessment for all included papers (continued).

Cancer Site! Follow  Timing of
Study Authors Date Country (Staging at -up Recrultlgnent Base- F/Us M F Mean Range Mean Diff
ID. Line* (sd)
diagnosis) 3
61 Stanton 2000 North Breast 3 Within 20
America (I 11) month  weeks of 122 92 51.56 )
treatment (83%)  (91%) 100 193 2876 911 36
- .1 S
64 Trunzo 2003 North Breast 3,6,12 247 days post 69 575
America  (I-1l, Survivors) month  diagnosis 69 (100%) 100 (13'2) 87.5 36
............................................................ (SD=106.6) e
68 Yu 2003 China Nasopharyngeal 4,8 20 days post
(All) month  diagnosis 4251‘;6 8;?}6 74 26 :g; 91.0 10.4
(SD=48d) (45%)  (88.6%) (12.2)

1 Numbers in parentheses refer to percentage of overall sample represented by cancer site sub-sample.
2 Pre lliness = Before emergence of symptoms; Pre Diagnosis = Pre communication of diagnosis to patient; Diagnosis = between communication of diagnosis

and treatment start; treatment = receiving active treatment.
3 Numerical values refer to sample means except where otherwise stated. Value in brackets refers to the standard deviation of time where provided.
‘ Sample stated is the number of participants used in analysis (not necessarily the number consenting to participate). Percentage figure reported in

parentheses refers to the proportion of patients that this sample represents from the original population sampled from (where stated or calculation was

possible).
5 Percentage figure reported in parenthesis refers to the proportion of patients analysed at follow up from the originally analysed baseline sample.
6 Difference in quality assessment scores (%) between reviewer one and reviewer two.
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2.7.2 Methodological summary and critique of the included studies
2.7.2.1 Quality assessment scores

As discussed in section 2.6.2, quality assessment is an important exercise in
which distinction can be made between studies, and through which the
contribution of an individual study to the overall field can be evaluated.
Concordance between reviewer scores on the modified Kmet et al. (2004)
assessment tool was lower than expected; only 10 out of the 68 studies were given
the same quality score by both reviewers. Of the remainder, 11 studies had a
greater than 20% difference in quality scores. Mean and between-reviewer
differences in quality scores are presented in table 2.4.

High and low scores approached equivalence between reviewers, but these
were attributed to different studies. Reviewer one awarded scores ranging from
50% to 100%: Lloyd et al. (1984) was scored at the lower end and Bleiker et
al.(2000), Hack et al. (2004) and Cohen et al. (2001) at the top end of the scale.
Scores from reviewer two ranged from 54% to 100%. However, the Cousson-Gelie
(2000) was scored lowest and both Ranchor et al. (2002) and Schou, et al. (2004)
highest. Differences in quality score become of most concern when comparisons
are made on lowest scoring studies. Although reviewer one awarded just 50%
quality to the Lloyd (1984) paper, reviewer two awarded this same paper 88%.
Similarly, whereas reviewer two awarded Cousson-Gelie (2000) 86%, reviewer
one gave the same paper just 54%. Such differences may be attributed to the level
of critical evaluation experience of the reviewers; reviewer two being the
candidate and reviewer one a psychology graduate. Alternatively, these
differences may indeed reflect a lack of clarity in scoring and interpreting the

quality criteria. Figure 2.4 shows the distribution of mean quality scores.
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Figure 2.4. Bar chart representation of mean quality assessment scores (mean ofreviewer

one and review two scores) for included studies.

Mean quality scores were all over 61%. When quality scores are analysed
separately, reviewer one awarded slightly greater spread of scores (all, however,
remained above 50%) but with slight positive skew when compared to those
scores awarded by reviewer two. Means and standard deviations were, however,
comparable (reviewer one: M=83%, SD=10.5%; reviewer two: M=82%,
SD=11.4%).

Following Cochrane Collaboration guidance (Higgins & Altman, 2008), each
area of quality will be discussed in turn. To ensure clarity references for all
methodological comparisons are not made. Instead, the general trends and themes
are discussed and all such detail is provided in previous summary tables and

where pertinent examples are worth note, these will be highlighted.

2722  Study designs

Twenty-nine studies used a cross sectional design; 37 employed longitudinal
designs; and, two presented baseline statistical associations between variables for
patients recruited into randomised controlled trials (Cohen et al., 2001; Green et

al, 2002). Ofthe 37 longitudinal designs, two recruited patients at a pre-symptom
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stage (the sample formed a sub-sample from larger general population surveys)
and seven recruited patients between first consultation and confirmatory
diagnosis.

Cross sectional research is not necessarily a design weakness; often it can be
the most appropriate methodology, and being less complex, is often a far more
economically efficient way to collect data. However, such designs lack the ability
for inferences of causality and prediction to be drawn. Within this set of cross
sectional studies, the same information was found to be repeatedly presented. Up
to date surveys tended to reproduce findings from earlier studies, with few
methodological improvements. This is despite earlier conclusions that more
research effort should be concentrated on longitudinal research. Illness
adjustment is usually considered to be a process and, therefore, whilst cross
sectional findings may be informative (to inform of immediate impact of diagnosis,
or follow-up psychosocial status, for example), their impact is limited. Higher
quality research and subsequent implementation into practice is reliant on gaining
an understanding of the temporal processes involved and this is simply not
achievable using single time point data collection.

One final study is important to note. Carver et al. (2000b) recruited a
number of groups of breast cancer patients at different illness time-points and
compared the effect of time since diagnosis. A longitudinal design would have
been far more appropriate here: not only would this have improved the
comparable quality, but would also have minimised the effects of individual
differences and confounding variables, thus allowing for more sophisticated

analysis.

2.7.2.3 Timing of recruitment

Longitudinal studies which recruited pre-diagnosis (e.g. deValck & Vinck,
1996; Perczek et al., 2002) were considered superior in quality as these gain better
indications of baseline scores. Obviously, those within this category that recruit
pre-symptom (Bleiker et al, 1995; Ranchor et al., 2002) are best as these acheive
true baseline measurement. Two studies collected baseline data between first
consultation and communication of diagnosis (Morris et al., 1981; lwamitsu et al.
2005). Both pre-illness, and pre-diagnosis recruitment enable prospective

investigation of the full impact of this diagnosis, comparing to pre-morbid

93



psychosocial status. Such recruitment is obviously not always possible as it
necessitates recruitment of a large healthy sample and longer term follow up until
sufficient numbers develop iliness. However, the common compromise of
recruiting post-symptom / diagnosis and using retrospective self-report is far
more prone to inaccuracy.

In these studies, a huge range of between study time periods between
diagnosis and recruitment were reported. Whilst this may not affect some
research questions, it seems logical when researching illness adjustment to strive
to recruit patients as close to diagnosis as possible. In particular, this becomes an
issue when considering event appraisals and attributions; such variables are
dynamic and as such can change with very slight circumstantial alteration.
Furthermore, due to the on-going nature of psychological response to illness, re-
appraisals of an event at a later date have potential to provide very different, and
sometimes misleading, results.

A related issue is the within study range of time between diagnosis and
recruitment where large mean time differences were apparent between study. In
other words, recruitment inclusion criteria were too non-specific for generalisable,
homogenous samples to be recruited. Andrykowski et al. (1996), for example,
report a range of time between diagnosis and recruitment of 6 to 57 months.
Evans et al. (1993) had a range of 87 months; Hassanein et al. (2005), a range of up
to five and half years; Lowery et al. (1993) of 60 months; Nelson et al. (1994) of
255 months; and studies by both Kessler (2002) and Yamaoka et al. (1998) had
ranges of time since diagnosis of 19 years. These samples present results where
those who have only just recently received a diagnosis are grouped with those who
may have been disease free for up to fifteen or more years. The experiences of
these patients will be very different due to changed clinical circumstance (active
treatment versus remission for example); where time increases, patients will have
had longer to adjust, are unlikely to be receiving active or invasive treatment and
their uncertainties and fears will have, largely, been addressed. Where studies
compare between groups, this is not an issue, provided that adequate sub-sample
sizes are achieved for each group. However, when presenting general, all-sample
correlation data, samples should be relatively homogenous in terms of their

clinical circumstances. The scientific validity of the studies is highly questionable;
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the changing needs and stress demands throughout the illness process create
anything but a homogenous sample. To recruit a range of patients including
primary diagnoses, secondary diagnoses, recurrent diagnoses, and survivors

significantly limits the usefulness and theoretical generalisability of these findings.

2.7.2.4 Timing of follow-up

Timing of follow up between longitudinal studies was, on the whole,
standardised. Standardised follow up is important in this research field due to the
rapidity at which these psychosocial variables fluctuate; it is very difficult to draw
comparisons between dissimilar time points in studies. Due to the differences in
timing of original recruitment, when considered as time-points through the illness
process rather than point of follow-up from recruitment, much more variability

emerges. What at first may appear to be a vast wealth of comparable research,

may in fact, not be so.

2.7.2.5 Sampling issues

Sample sizes ranged from 16 to 480 amongst cross sectional studies.
Longitudinal study baseline samples ranged from 32 to 278, with follow up
samples ranging from 12 to 271. Of all included studies, 11 scored an inadequate
sample size in quality assessment. Of those providing sufficient information (39
out of 68; 57%), response rates appear high; only five studies indicated response
rates of less than 30% and 17 (44%) reported over 81%. Of more concern though,
almost half presented unclear or inconsistent information relating to the
recruitment procedures, response rates, and completion rates. An accurate picture
of true response (and, therefore, the potential generalisability of the findings) is
impossible to attain. It is possible that this discrepancy may hide poor recruitment
strategies or low response rates.

Five studies recruited specifically male samples; four of which recruited only
prostate cancer patients, and one was a head and neck cancer study (Aarstad et al,
2005) with no explanation given for why a male-only sample was recruited.

Twenty nine studies recruited purely female samples and these constitute all of the
breast cancer research; no studies included in this review recruited male breast
cancer patients. This is perhaps representative of the low male to female breast

cancer diagnosis ratio. However, despite low incidence, male breast cancer
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research remains an important area of study. The 34 remaining studies recruited
both males and females although gender ratios differed greatly; the most unequal
was 82% female biased (Osoweicki & Compas, 1998). The effect of gender
difference on the findings will be further explored in sections 2.7.3.2 and 2.7.3.4,
but this issue may be best not considered a cancer site issue rather than a gender
issue. In other words, gender biases exist because researchers limit inclusion to
gender exclusive cancer diagnoses.

All of the major cancer diagnoses were represented, although the number of
studies focusing on breast cancer was disproportional to other cancers (n=43%).
This is perhaps best explained by both a historical trend for more dedicated
funding for this type of cancer, and the typical demographics of breast cancer
patients; typically younger, female, and thus more likely to respond to research
invitations (Edwards, Roberts, Clarke, DiGuiseppi, Prataap et al., 2002). Of those
recruiting mixed cancer diagnoses, between two and eight different cancers were
comprised in samples. Two studies did not specify the breakdown of cancer site
categories and in those that did, varying sub-group sizes were reported. Inall, a
female bias was again evident with higher participation from breast and
gynaecological cancer patients.

With respect to stage of illness, 21 (30.8%) studies recruited only those
patients with non-advanced cancer (i.e. without metastases and limited lymph
node involvement). Five studies (7.4%) recruited only patients with advanced
cancer and four studies (5.9%) comprised of survivors only (stage of prior illness
was not specified, but assumed to be relatively non-advanced given the recovery
observed in these patients). Twenty six studies (38.2%) recruited cancer patients
atany stage of iliness. Typically, these studies were those which reported the
longest mean times between diagnosis and recruitment into the research. The
remaining 12 studies (a high 17.6%) did not specify any illness-stage inclusion

criteria and so are assumed to have included any stage of illness.

2.7.2.6 Data collection

This issue has already been covered in part in section 2.6.3. Aside from the
issue raised there regarding confusion in construct definition and usage of
validated measures, two other important points should be noted. First, three
studies (Aarstad et al, 2005; Bleiker et al,, 1995; Bleiker et al,, 2000) seem to imply
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that they defined a measure of anxiety and/or depression as a personality variable.
Second, a large proportion of the longitudinal studies seemed not to repeat all
measures at all time points meaning that full concurrent, or longitudinal
relationships are not always obtainable. Such practices are quite commonplace,
and whilst they are not un-scientific and do have value for the field, in the case of
very focused review questions such as this, the findings are not always useful.

A number of studies did not use questionnaire data collection methods;
instead, patients were interviewed using structured or semi-structured schedules.
Itis commonly reported in these studies, that rather than using validated
measures, researchers use abbreviated, or single-item questions to assess the
same constructs. To do so can prevent direct comparability with other studies and
often results in low quality assessment scores; neither the questions, nor

responses, are clearly defined and categorised, nor corroborated by reliability and
reproducibility statistics.

2.7.2.7  Control of confounding variables

Inclusion of many different cancer sites has advantages and disadvantages.
On the one hand it is a positive move away from the gender and clinically biased
research base in breast cancer. Clinical differences (e.g. stage of illness and
treatment received) between individual cases of cancer lead to different levels of
morbidity and mortality. It seems sensible to assume, and has been stated in the
literature, that such differences may be associated with, or influence, variables of
relevance to this review. Similarly, individual demographic differences (e.g. age or
gender) are also found to influence psychosocial variables across many types of
research. In recruitment of samples which may necessitate control of a greater
number of confounding variables, bigger sample sizes are required and greater
emphasis should be placed on in-depth testing, and controlling, of the effects of
differences in sample demographics or clinical variables. Statistical analysis
should ideally include not only the reporting of descriptive data, but also an
analysis of how these are related to variables of primary interest. This method
should be used to assess which variables should be controlled in more complex

analyses.
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For this review the following information was deemed to be potentially
important:

Demographic Gender (in mixed gender recruitment)

Age
Education
Employment Status
Income/Socio-Economic Status
Children/Dependants
Marital status
Clinical Cancer site (in multi-site recruitment studies)
Cancer stage
Time since diagnosis
Treatment received.

Five of the included studies only partially controlled for potential
confounding clinical and demographic data. Twenty-three did not report on any
testing of the effects of potential confounders, or confounder controlled analysis.
Of greater concern, particularly when considering only the multi-site studies which
require even greater control for clinical variables, only 60% of studies appeared to
fully address this issue.

Further, 27 of all included studies (39.7%) did not contain any information
beyond a basic descriptive analysis. Because no analysis was mentioned, it is
unclear whether these variables were not actually analysed, or were analysed, but
found to be non-significant and thus not presented. Without knowing this
information, it is not possible to ascertain whether adequate confounding variable
control has been made during analysis.

Nine papers made general statements that no associations were found
between background demographic or clinical variables and psychosocial variables
included in the studies. Although informative to a limited extent, and suitable
explanation for why multivariate analysis did not include clinical or demographic
information, these papers lacked detail about which specific background
information was collected and how possible confounding relationships were

tested.
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Three papers stated that statistical controls were made for the effects of
demographic or clinical data, however, no statistical information was reported
about the significance of direction relationships between variables.

The remaining 35 papers made explicit statements about statistical
relationships between clinical and/or demographic information and psychosocial
variables. In some cases it was not clear whether all of the potentially important
confounding variables were assessed and not reported on, or whether in fact, only
partial assessment and statistical control of potentially confounding was made. In
all cases, where significant associations or differences were established, adequate

controls were made by the authors in subsequent analysis. These specific findings

are detailed further in section 2.7.3.1 to 2.7.3.4.

2.7.2.8  Appropriateness of statistical analysis

Further concern was raised by studies which presented unclear hypothesis-
driven statistical tests and appear to use simply inferential or descriptive statistics
to compare between clinical or demographic groups (e.g. Andrykowski et al.,
1996; Dropkin, 2001). Additionally, a number simply used multivariate testing,
without any inferential, univariate or bivariate preliminary tests being reported
(e.g. Boer et al., 1998; Cohen et al., 2000; Stanton et al., 2000). Although complex
multivariate tests are considered to be the highest quality statistical analysis due
to their ability to control for confounding variables and to fully assess variable
interaction effects, presentation of bivariate statistics is helpful in the
interpretation of the complex models.

A small number of studies did not present individual correlation effect sizes
for each bivariate relationship, but rather presented a range of effect sizes (Hee et
al, 2005; Schou et al., 2004, 2005; Osoweicki & Compas, 1998, 1999), without
specifying where within this range that each particular variable relationship

associations lies nor the level of significance attributable to each relationship.

27.29 Transformed outcome scores
A final statistical issue raised by the quality assessment was the alternative
use of psychological measures either in the form of a dichotomous split, rather

than continuous scale, or as a composite score.
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From the 68 studies in this review, 15 (22.1%) did not report on the specific
outcome measured, but combined them into more generalised variables, for
example the repeated combination of anxiety and depression subscales into
composite scores of distress. Of the 14 found to score measures in this way, 13
created composite outcome scores, and one created a composite of mental
adjustment (based on MAC subscales).

Using composite scores can be convenient; they minimise the number of
findings reported thus clarifying understanding and their application. However, to
truly understand complex psychosocial processes, individual subscale analysis is
also useful, at least to a certain level. For example, there is evidence that anxiety
and depression have both different predictors, different long-term trajectories of
change over time, and are reportedly non-overlapping psychological constructs
(Stavrakaki & Vargo, 1986); such differences are lost by testing only a distress
composite score.

Where composite scores are required, it is considered good science to
calculate them using standardised and validated methods. Four studies
(Osoweicki & Compas, 1998; Epping-Jordan et al., 1999; Glinder & Compas, 1999;
and Osoweicki & Compas, 1999) created composites using standardised t-score
normalization methods on the Brief Symptoms Inventory.

Three studies justified their use of a composite score based on a factor
analysis of their data (Carver et al., 1994; DeValck & Vinck, 1996; and Miller et al.,
1996); on finding that all outcomes loaded onto just one factor, composite scores
were created. Given that sample sizes for these studies did not rise above 75
participants, it is not surprising that the results loaded in this way; factor analysis
was simply not suitable for these small sample sizes and their use of the composite
outcome measure is questionable. Carver et al. (1994) based their composite
scores on highly correlated variables.

The remainder (Andrykowski & Brady, 1994; Carver et al, 2000; Stanton et
al, 2000; Hassanein et al., 2001; Green et al, 2002; and, Hassanein et al., 2005) are
to be treated with greatest caution, as within their respective publications, they
did not clearly specify the justification for, and/or method by which composite

scores were obtained.
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2.7.3 Synthesis of results

A descriptive overview of data related to clinical and demographic variables
will be presented first, followed by the results of statistical meta-analysis and in-
depth discussion of findings related to the importance of the predictor variables

for each outcome included. Possible moderation or mediation effects presented

within the included studies are also reviewed.

2.7.3.1 Prevalence and stability: Predictor Variables

Cohen et al (2001) reported that greater than 80% of their sample were
optimistic about the effects of treatment on their illness in spite of the fact that
they had all received diagnoses of metastatic cancer. Lowery et al. (1993)
reported that only 45% of their participants claimed to feel somewhat or high
internal control over their illness; 56% reported that other people had highest
control over their illness. Control beliefs (Osoweicki & Compas 1999) and
optimism (Miller et al.,, 1996) were both stable over time (in longitudinal studies)
supporting trait theories of these constructs.

Emotional expression was significantly higher in breast cancer patients
compared to RCT control groups (Badger et al,, 2004). Morris et al. (1981) report
that control participants (benign breast problems) were less neurotic and less able
to control anger expression (CECS-Anger) than breast cancer patients. Bleiker et
al (2000) state that only 15% and 20% of their sample were above the clinical cut-
offs for thought avoidance and intrusion respectively, and that although these
caseness figures decreased with time, one fifth of patients were still suffering from
clinical levels of intrusive thought at two years post diagnosis. Green et al. (2002)
reported significant decreases in threat appraisals beyond the initial period of
diagnosis. According to Koopman et al. (2001), 70% reported high levels of

perceived stress.

2.7.3.2  Prevalence and stability: Outcome variables

Anxiety was significantly higher in patients than controls in studies by both
Aarstad et al. (2005: control participants were benign or treated tumours) and
Ahmed et al. (2004). However, only the former found a significant difference for
depression. This is not surprising given that matched family members formed the

control group in the latter study. Reported anxiety caseness ranged from 10%
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(Ratcliffe et al., 1995) to 41% (Glinder & Combass, 1999). Cross-sectionally, mean
rates of anxiety yielded caseness of 29.8% at baseline, 19.3% at around three
months post diagnosis, 21% at six months post diagnosis, 16.7% at 12 months, and
16% at two years post diagnosis, possibly implying an overall trend of decreased
anxiety over time. However, some between site differences should be noted.
Diagnosis anxiety was reported to be much lower in non-breast cancer samples
(comparisons possible only at time shortly after diagnosis and one year follow up).
Itis unclear whether differences are, therefore, related to clinical or gender
variation. Although the differing clinical characteristics must not be ruled out, a
gender difference in anxious responses to stress (higher in females) has been
repeatedly demonstrated in the literature.

A similar trend is also observed for depression above the clinical cut-off.
Greatest differences were reported at the time of diagnosis, where they ranged
from 2% (Ratclife et al., 1995) to 34% (Epping-Jordan et al., 1999; Glinder &
Compass, 1999). Taking a mean across these studies, 25% were potentially within
the clinical range. However, once again, there were vast site differences; studies of
breast and gastrointestinal cancer patients report equivalently high rates (<30%),
however, lymphoma patients scoring much lower (the earlier reported 2% figure).
Nordin and Glimelius’'s (1998) sample of gastric cancer patients had a relatively
even gender split, therefore the between cancer site difference here cannot be
accounted for by gender; rather, it seems that depression reactions are, at least in
part, dependant on the site of cancer diagnosis made. Cross sectional mean
depression levels differed by only 6% between diagnosis and two years follow up
time points. Interestingly, in studies of breast cancer patients, an increase in
caseness of depression at six months was reported.

Two studies reported percentage risk of developing a psychiatric disorder at
or above clinical cut-off levels, rather than focusing specifically on levels of anxiety
or depression as individual outcome constructs (Lloyd et al., 1984; Gallagher et al,
2002). In these longitudinal studies, diagnosis risk was reported at 37% (Lloyd et
al, 1984: mixed recruitment) to 43% (Gallagher et al., 2002: breast patients),
decreasing to 26-27%, six months later. An interesting note here, is that although
breast cancer patients were at significantly worse risk at diagnosis, by six months,

this was not distinguishable from the mixed cancer sample.
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Considering longitudinal studies only, anxiety and depression were more
stable than implied by analysing cross sectional time differences (Bleiker et al.
1995, Nordin & Glimelius, 1998; Brown et al., 2000; Butow et al., 1999). Quality of
life, on the other hand, was found to fluctuate more (Yu et al., 2003; Hee et al,,
2005), but with a general trend towards improvement (Schou et al. 2004, 2005).

Alhama et.al. (1995) reported that during treatment, 50% of patients
sampled reported dissatisfaction with their quality of life. Strangely, however,
Kessler (2002) found that patients reported better quality of life than they
perceived for the general population. Both Hee et al. (2005) and Schou et al.

(2004/05) reported significant decreases in well-being over time.

2.7.4 The effect of demographic and clinical differences

Due to inherent difference in the aims and hypotheses being tested in
individual papers, not all studies presented findings relevant to this section. Those
that did, are summarised in table 2.5. Age is by far the most commonly explored
demographic variable, however, interesting trends are highlighted for other
demographic and clinical sample characteristics. Meta-analysis was not conducted
on this data as this was not the primary focus of this review. As such exact effect
sizes are not reported the data are presented simply to help contextualise the later

findings and to provide an overview of the samples recruited into the included

papers.
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Table 2.5. Significance of reported associations between demographics, clinical data, and

predictor variables.
Predictor Finding Reported
Age Significant Non-Significant
Optimism  Schou et al. (2004) Perczek et al. (2000)
Self-efficacy Ranchor et al. (2002)
Lie Score Ratcliffe et al. (1995)
Neuroticism Morris et al. (1981)

Ranchor et al. (2002)

Thought intrusion

“Thought avoidance

_Treatment Expectancy.

_Baider et al. (2003)

Carver et al. (1993)
Osoweicki & Compass (1998)

Bleiker et al. (2000)

~ Epping-Jordan et al. (1999)

Bleiker et al. (2000) Osoweicki & Compas (1998)

Epping-Jordan et al. (1999)

Marks et al. (1986)

_Locus of control
_Hope

Mental Adjustment

Gender
_Neuroticism
Self-efficacy

Family Support
Optimism

Educational Status
Optimism

“Marks et al. (1986)
~ Stanton et al. (2000)

Morris et al. (1981)

Baider et al. (2003)

_ Ranchor et al. (2002)

Ranchor et al. (2002)

Schou et al. (2004)

Epping-Jordan et al. (1999)
Schou et al. (2004)

_Thought avoidance

Epping-Jordan et al. (1999)

Self-efficacy

Ranchor et al. (2002)

Neuroticism

Socio-Economic Status
Locus of Control

Ranchor et al. (2002)

Marks et al. (1986)

lliness Perceptions

Disease severity
Though intrusions

Marks et al. (1986)

Carver etal. (1994)

Negative affect

Kessler (2002)

Time since diagnosis
Thought intrusion ~_Loweryetal. (1993)
Thought avoidance Lowery et al. (1993)

Locus of control
Positive affect

_Self-esteem
Purpose in life

~ Lewis (1982/1989)

__Kessler (2002)

Lewis (1982/1989)

Lewis (1982/1989)
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Faller et al. (1999) and Perczek et al. (2000) reported that age had no
significant impact on any psychosocial variables measured. However, other
studies report that younger patients were more self-efficacious, more optimistic,
and scored lower on Eysenck lie-scores. Three papers reported that younger
patients were significantly more likely to experience intrusive thoughts although
one paper reported non-significance of effect. Whilst two also found that younger
patients were significantly more likely to report though avoidance, two did not
support such hypotheses. Older patients were significantly more likely to have
negative treatment expectancies and higher beliefs in chance locus of control.
Contradictory findings were reported for associations between age and hope.
Measured on the MAC, Baider et al.’s (2003) Austrian sample showed positive
associations between age and higher fighting spirit, but also, contradictorily,
increased hopelessness/helplessness and fatalistic acceptance. These findings
were not replicated in the Israeli comparison sample.

Gender comparisons were far more infrequently reported, presumably due
to the dominance in the field of single-sex recruitment frameworks; only the
Ranchor et al. (2002) paper presented relevant statistics. Family support (being
married or having children) was found to be associated with higher levels of
optimism.

Higher educational status was associated with optimism, thought avoidance
and self-efficacy, but not neuroticism. No specific associations were reported for
employment status although socio-economic status was negatively associated with
change and doctor locus of control, and increased perceptions of illness severity.

From a clinical perspective, disease severity and time since diagnosis were
found to be associated with a range of variables including affect, thought intrusion,
thought avoidance, and increased personal control beliefs. Where lower self-
esteem and lower purpose in life perceptions were also found to be correlated

with time since diagnosis, neither reached significance.
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Table 2.6. Significance of reported associations between demographics, clinical data and

outcome variables.

Outcome Finding Reported
Significant Non-Significant
Age
Depression Lehto et al. (2005) Faller et al. (1991)
Baider et al. (2003) Rondorf-Klym & Colling
S e (2003)
_Anxiety ~ Baider et al. (2003) Morris et al. (1981)
Distress Osoweicki & Compas (1998)

Clinical risk
Functional impairment

Quality of Life

“Well-being.

Gender
Distress

Stanton et al. (2000)
Carveretal. (1993)
Epping-Jordan et al. (1999)
Padilla et al. (1992)
Miller et al. (1996)

Andrykowski et al. (1996)
Glinder & Compas (1999)
Osoweicki & Compas (1999)

Gallagher et al. (2002)

Hassanein et al. (2001)
Rondorf-Klym & Colling
(2003)

Schou et al. (2005)

Alhama et al. (1996)
Schnoll et al. (2002)
Lehto et al. (2005)

Padilla et al. (1992)
Carveretal (1994)
Miller et al. (1996)

Lehto et al. (2005)
Ranchor et al. (2002)

Osoweicki & Compas (1998)

Functional impairment

Hassanein et al. (2001)

Quality of Life

Marital Status
Quality of Life

Educational Status
Distress

Quality of Life

Income
Satisfaction with QoL

Employment status
Distress

Schnoll et al. (2002)

Glinder & Compas (1999)

Alhama et al. (1996)
Schnoll et al. (2002)
Yu et al (2003)

Padilla et al. (1992)

Lehto et al. (2005)

Andrykowski & Brady
(1994)

Padilla et al. (1992)

Alhama et al. (1996)
Osoweicki & Compas (1998)
Osoweicki & Compas (1999)
Schnoll et al. (2002)
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Table 2.6. Significance of reported associations between demographics, clinical data and
outcome variables (continued).

Outcome

Finding Reported

Cancer Site
Quality of Life
Sexual Adjustment
Clinical Risk

Satisfaction with QoL

Disease Severity
Clinical Risk
Distress

Depression
Quality of Life

Time since diagnosis
Distress

Anxiety
Quality of Life

Treatment
Distress

Quality of Life

Significant

Non-Significant

Schnoll et al. (2002)

Significant

Gallagher et al. (2002)
Trunzo & Pinto (2003)

Padilla et al. (1992)
Yu et al. (2003)

Lowery et al. (1993)

Lewis (1982/89)
Kessler (2002)
Hee et al. (2002)
Green et al. (2002)

Carveretal. (1993)
Hee et al. (2002)
Schou et al. (2004)
Nakada et al. (1996)
Padilla et al. (1992)

Brown et al. (2000)

Gallagher et al. (2002)

Non-Significant

Faller et al. (1999)
Glinder & Compas (1998)

Osoweicki & Compas (1998)

Timko et al. (1985)
Hee et al. (2005)

Andrykowski & Brady
(1984)

Schnoll et al. (2002)

The effects on outcome were far less consistent. Whilst there is general

consensus that outcomes are worse in younger patients (with the exception of the
Schou et al. (2005) study) these effects are not always significant. Some gender
differences were reported which seem to indicate that female patients report not
only greater distress, but also more functional impairment. In the Ranchor et al
(2002) study, such effects were consistently significant over time. Those patients
who were married were also found to report better quality of life.

Whilst educational status was largely non-significantly associated with

outcome, both employment, and higher family income were significantly
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associated with lower distress and greater satisfaction with current levels of
quality of life respectively.

Differences in both sexual adjustment and satisfaction with quality of life
were found between patients with illness at different sites (prostate cancer
patients were better sexually adjusted than breast cancer patients but breast
cancer patients were more quality of life satisfied than colorectal cancer patients).
Quality of life was not found to significantly differ between cancer site, nor was
clinical psychiatric disorder risk. This latter variable was, however, higher in those
with more advanced illness. Disease severity was further associated with poorer
quality of life (in two of three studies), and higher follow-up level (Trunzo & Pinto,
2003) but not concurrent baseline levels of distress. Associations between time
since diagnosis and distress are contradictory in terms of significance but in both
studies, longer time was associated with decreased distress. Associations between
time since diagnosis and quality of life are inconsistent, not only in terms of
significance, but also direction of effect; where Kessler (2002) and Hee et al.

(2002) found that longer time since diagnosis associated with better quality of life,
Green et al. (2002) found the opposite direction of effect. Few studies reported the
effects of treatment differences on these outcomes, but those that did reported
significant effects. The evidence in this review suggests that multiple types of
treatment, particularly if they involve chemotherapy lead generally to poorer

outcome.

2.7.5 Meta Analysis
2.7.5.1 Associations between predictors and outcomes

Having discussed the type of study included in this review and some of the
background demographic and clinical patterns in results, attention will now be
focussed on discussion of associations between the predictor variables—
personality, cognitions, and emotions—and the outcome variables—anxiety,
depression, and quality of life. Two types of results will be discussed. First, the
results of the statistical meta-analysis are presented; far fewer analyses were
possible than were expected and so these findings should be treated with caution.

Second, an in-depth descriptive analysis is presented which not only describes

108



those findings included in the meta-analysis, but also the significance and effects of
those that were not included.

2.7.5.2 Potential for meta-analysis.

Large scale meta analysis of the predictors for anxiety, depression, and
quality of life was not possible. At first thought to be feasible (despite a vast
number of different measures being used, a large overlap in underlying constructs
was measured between studies), during data extraction and synthesis, the extent
of study heterogeneity became apparent and three primary barriers to large-scale
meta-analysis were identified: measurement, recruitment and statistics.

Itis important that high levels of homogeneity in measurement and samples
exist between studies to be meta-analysed; they must claim to measure the same
construct using comparable measures, and only data from similar time-points can
be meta-analysed between studies. Such requirements were met by very few
studies within this review.

Similarly, meta-analysis should only be performed on similar statistical
information, for example, meta-analysis should not be performed on both
correlation and comparative tests. Additionally, r values in correlations cannot be
meta-analysed together with regression effect sizes; regressions can be separately
‘meta-regressed’, but such procedures were not possible in this review as different
variables were entered into analysis between various studies. For this reason,
meta-analysis focussed on correlation data only.

Despite this focussed approach, a larger problem existed: data were not
presented in all cases where it was expected. Not all studies measuring the same
predictor-outcome constructs presented usable information. The most likely
reason for this is related to the high number of differing research questions and
hypotheses being set; studies accrued masses of data that were not particularly
relevant to individual research questions, therefore the data were not analysed.

An alternative explanation could be that analyses were conducted, but on the
finding of null results, the analyses were not published: the ‘file drawer’ problem, a
common issue in systematic reviewing (Egger et al., 2001).

Inadequate reporting of statistics ruled a number of other studies out of
statistical meta-analysis. Three studies reported ranges of effect sizes (Hee et al,
2005; Schou et al., 2004, 2005; Osoweicki et al., 1998, 1999); Osoweicki and
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Compas (1998, 1999) converted raw scores into normalised t-scores and
presented correlations using only these, and not raw data; and, three studies
(Allison et al., 2000; Iwamitsu et al, 2005; and Schou et al., 2004/05) converted
raw scores into median split, bivariate scales, thus preventing the use of
correlation statistics.

Furthermore, the number of studies which presented data in comparison to
control groups, rather than inter-correlating variables within the cancer sample
(e.g. Aarstad et al., 2005; Ahmed et al, 2004; Bleiker, van der Ploeg, & Ader, 1995;
and Yamaoka et al. 1998), or which used the variables of interest to this review for
the purposes of mediation testing (e.g. Baider et al. 2003) rather than looking at
direct associations, further minimised the amount of data that was available for
meta-analysis. This should not be read to detract from the importance of such
research questions, but their unsuitability for the current purposes.

A number of small-scale meta-analyses were possible, each comprised of two
or three studies. These analyses were, as planned, calculated using Hunter and
Schmidt’'s method. Due to the small number of studies in each analysis, only basic
level statistical techniques were performed. As discussed in section 2.2.3, although
weighted mean effect size calculations, and calculations based on estimations of
variance from this statistic (e.g. z-scores and their conversion into a probability
statistic) are feasible, those procedures which involve estimation of population
variance (e.g. calculation of between study homogeneity of variance and
confidence intervals for the mean effect size) are prone to error and were,
therefore, concluded to be inappropriate. Additionally, calculation of fail safe ‘'n’
statistics was deemed to be unnecessary given the low number of studies entered

into each meta-analysis.

2.7.5.3  Meta-analysis procedure.

Meta-analyses were conducted using Field's guidance (2001) whereby
formulae were programmed into Microsoft Excel. A random sample of calculations
were further checked using hand calculation (see appendix 2.4 for a breakdown of
the formulae used, and an example of the hand calculation corroboration exercise).
To further protect against human error in either the programming or
interpretation of these results, the meta-analyses were audited by an independent

statistician.
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In order to calculate p-values, a modulus of each z-score was taken. MiniTab
statistical software was then used to provide observed significance levels
according to normal curve distributions. The values were then doubled to account

for significance according to the more stringent two-tailed hypothesis test

procedures.

2.7.5.4 Meta-analysis results

Results of the meta-analyses are shown in table 2.7, and will be discussed at
relevant sections of the following data synthesis. Of the 21 meta-analyses
calculated, all were significant at the p<0.05 (or greater) alpha level, except for the
analysis of Emotional Anxiety and Depression; a p-value of .054 was obtained
which lies just outside of the standard alpha boundary. The lack of significance is
probably best explained by the variance amongst the effect sizes which were being
meta-analysed (n=356, r=.07; n=32, r=.31).

Two notes of caution must be made. First, due to the high number of tests
conducted, a Bonferroni adjustment is often employed to correct for inflation of
the alpha (a) level (Field, 2005). Such adjustment essentially involves considering
a at a much higher or more precise level. There is an argument against using
Bonferonni adjustment (see Pergner, 1998, for example) as the chance of
committing a Type Il error increases instead, however, in this case it was simply
not necessary; most meta-analyses were significant at p<.001 and so even with
Bonferonni correction the overall pattern of results did not change. Furthermore,
as has previously been noted (see section 2.2.2), the Hunter and Schmidt method
has a poor ability to distinguish between true significance and null results anyway
and so the primary focus should instead be on the magnitude of effect sizes

Effect size confidence intervals were not calculated as none of the current
methods of meta-analysis are accurate in estimating these where the number of

studies in the analysis is small.

111



Table 2.7. Study effect sizes and meta-analysis statistics for each meta-analysis calculated.

n r F SD, SE. b P

1) Self-Efficacy & Distress
Ranchor, 2002 167 -33
Green, 2002 65 01 ~240 144 102 2365  .018
2) Optimism & Distress
Carver, 2003 54 -.56
Epping-Jordan, 1999 80 -50 -.526 .021 .014 -38.413  <.001
Miller, 1996 75 -53
3) Optimism & Well-Being
Miller, 1996 75 .69
Carver, 1993 54 53 623 .079 .056 11.163 <.001
4) Anxious Preoccupation & Anxiety
Watson, 1991 356 .60
Nordin, 1998 139 67 .620 .031 .022 27.857 <.001
5) Hopelessness/Helplessness & Anxiety
Watson, 1991 356 44
Nordin, 1998 139 55 471 .049 .035 13.471 <.001
6) Fatalism & Anxiety.
Watson, 1991 356 .23
Nordin, 1998 139 16 210 .031 .022 9.456 <.001
7) Fighting Spirit & Anxiety
Watson, 1991 356 -.17
Nordin, 1998 139 -39 -232 .099 .070 -3.315 <.001
8) Control of Emotional Anger & Anxiety
Watson, 1991 356 .04
Grassi, 1988 32 -01 .036 014 .010 3.689 <.001
9) Control of Emotional Anxiety & Anxiety
Watson, 1991 356 .13
Grassi, 1988 32 11 132 .006 .004 33.840 <.001
10) Control of Emotional Depression & Anxiety
Watson, 1991 356 11
Grassi, 1988 32 15 113 .011 .008 14.562 <.001
11) Anxious Preoccupation & Depression
Watson, 1991 356 43

! . . . . .001
Nordin, 1998 139 57 469 063 044 10549 <
12) Hopelessness/Helplessness & Depression
Watson, 1991 356 40

‘ . . .08 5.546 <.001
Nordin, 1998 139 67 Y76 121 6
13) Fatalism & Depression
Watson, 1991 356 .22

’ . . .006 35.500 <.001
Nordin, 1998 139 24 226 009
14) Fighting Spirit & Depression
Watson, 1991 356 -.29

! - .108 .076 -4.686 .006
Nordin, 1998 139 -53 37
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Table 2.7. Study effect sizes and meta-analysis statistics for each meta-analysis calculated

(continued).
n r r SD, SE; 4 P

15) Control of Emotional Anger & Depression
Watson, 1991 356 .09
Grassi, 1988 32 02 .081 030 021 3.782 <.001
16) Control of Emotional Anxiety & Depression
Watson, 1991 356 .07
Grassi, 1988 32 31 .090 .066 .047 1.923 .054
17) Control of Emotional Depression & Depression
Watson, 1991 356 .12
Grassi, 1988 32 32 136 .055 .390 3.509 <.001
18) Though Intrusion & Distress
Baider, 1999¢ 324 29
Epping-Jordan,1999 80 .46 .350 .092 .053 6.600 <.001
Osoweicki, 1999 62 .52
19) Thought Avoidance & Distress
Baider, 1999% 324 43
Epping-Jordan,1999 80 .20 402 .097 .056 7.190 <.001
Osoweicki, 1999 62 .52
20) Total Self-Blame & Distress
Glinder, 1999 64 .33
Malcarne, 1995 72 30 314 .015 011 29.670 <.001
21) Fatlism & Total Quality of Life
Nordin, 1998 139 -14
Schou, 2005 165 -24 -.194 .050 .035 -5.515 <.001

n =Sample Size; I = Effect Size; 7 = Weighted Mean Effect Size [MES); SD, =
Standard deviation of the mean; SE = Standard error of the MES; z=Z-Score; p= 2-tailed

significance statistic.

$Overall effect sizes were not published, but a weighted mean effect size was
calculated (and total sample size summated) from the sub-group effect sizes
reported.

A full discussion of the results of these meta-analyses will be integrated with

the narrative data synthesis that follows.

2.7.5.5 Associations between personality and outcome

Although personality has received a lot of research attention in psychosocial
oncology, it was surprising how few studies matched all criteria for inclusion in
this review. The findings from those that did are synthesised in table 2.8.

Both higher levels of optimism and self-esteem were found to significantly
correlate with lower levels of anxiety; in the case of the Schou et al. (2004) paper, a

number of these medium effect sizes remained at follow-up. However, the
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remaining results reported very low, and non-significant effect sizes. Meta-
analysis of the two studies reporting correlations between Eysenck Lie Score and
anxiety was not possible due to time of self-report; Morris et al. (1981) report pre-
diagnosis correlations whilst Ratcliffe et al. (1995) report post-diagnosis
correlations. This methodological difference may go some way to explaining the
conflicting direction of effect, but this finding should not be heavily weighted due
to the small effect sizes reported.

Effect sizes for correlations with depression tended to be higher than those
reported for anxiety and most were reported to be significant; depression
correlated with low self-esteem, low optimism, lower self-reported humour, and
higher agency (defined by Aarstad et al. (2005) as an exclusive self-focus). Unlike
for anxiety, lie scores were not strongly associated. Meta-analysis of the two
corroborating findings for self-esteem was not possible due to differences in when
self-reports were made; nine-month as opposed to 12-24 months post diagnosis.

Seven studies reported relevant results on associations between personality
and distress. Scores of the monitoring personality style (those individuals who are
constantly attending to stress and threat; Morrison & Bennett, 2006) were not
associated with distress. However, neuroticism scores were associated with
distress across both a range of diagnoses and timepoint. Conflicting results were
found for both the effects of optimism and self-efficacy. In all cases, higher scores
were associated with lower levels of distress, but effect sizes were much greater
for optimism. Even though correlations between optimism and distress were
reported over a number of time-points (and, indeed remained, even when earlier
levels were statistically controlled for), only baseline scores from each study could
be meta-analysed (meta-analysis 1). The overall results indicate a highly
significant (p<.001), large effect size (7 =-.53). A smaller, but still significant

overall effect size for self-efficacy (meta-analysis 2) was found; 7 =-.24, p<.05.
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Table 2.8. Summary of reported associations between personality and psychosocial outcome.

Finding Reported
Significant Non-Significant
Anxiety
Optimism Schou et al. (2004) r=-.36 to .43
Extroversion Morris et al. (1981) r=-.07
Lie Score Morris et al. (1981) r=.10
Ratcliffe et al. (1995) r=-.01
Neuroticism Morris et al. (1981) r=-.07
Psychoticism o - Morris et al. (1981) r=.10
Trait anxiety Morris et al. (1981) r=-.03
Self-esteem Lewis (1982 / 89) r=-30
Depression
Lie Score Ratcliffe et al. (1995) r=-.03
Self-esteem Rondorf-Klym & Colling (2003) r=-55
Timko & Janoff-Bulman (1985) r=-.41
Agency Helgeson & Lepore (2004) r=.49
Optimism Schou et al. (2004) r=-41to .51
Humour Aarstad et al. (2005) r=.54
Distress
Monitors Epping-Jordan et al. (2006) r=15to 17
Optimism* Carveretal. (1993) r=-.56 to -.62 Yuetal. (2003) r=-4
Miller et al. (1996) r=-50to-.61
Epping-Jordan et al. (1999) r=-.40to -.55
Neuroticism Ranchor et al. (2002) r=-27to-33
Self-efficacy* Ranchor et al. (2002) r=-24to-33 Green et al. (2002) r=-01to-.11
Clinical Risk
Neuroticism Lloyd et al. (1984) r=49
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Table 2.8. Summary of reported associations between personality and psychosocial outcome (continued).

Finding Reported
Significant Non-Significant

General Quality of Life

Optimism Schou et al. (2005) ~ r=29to 43
VVVVVVVV Self-esteem Rondorf-Klymetal. (2003)  r=.67
______ Humour Aarstad etal. (2005) r=-44 .

Extroversion __Yamaokaetal (2003) r=-.26 to -.29
Neuroticism Yamaoka et al. (2003) r=-13to -.24 ) ) o
Psychoticism Yamaoka et al. (2003) r=.18to .27

Physical aspects of Quality of Life
Optimism Schou et al. (2005) r=.14to .21
Agency Helgeson & Lepore (2004) r=.02 to .07
Self-efficacy Green et al. (2002) r=(+/-).09 to .05 -
Mastery Padilla et al. (1992) r=.46

Psycholosocial aspects of Quality of Life
Optimism Schnoll et al. (2002) r=.49

Schou et al. (2005) r=.29 to .55

Mastery Padilla et al. (1992) r=.48
Agency Helgeson & Lepore (2004) r=.14
Self-efficacy Green et al. (2002) r=.00 to .21
Humour Aarstad et al. (2005) r=-44

Well-being
Various traits *** Evans et al. (1993) r=.32 to .52 Evans et al. (1993) r=.09 to .27
Optimism* Carver et al. (1993) r=.11to.72

Miller et al. (1996) r=.58t0.73

*  Findings were also meta-analysed: see table 2.7

Range of correlations presented for different longitudinal comparisons
*** Various range of personality characteristics reported, not congruous with standard trait types; some results were significant, others were not.

**

116



Just one study reported correlation between personality and risk scores for
psychiatric disorder; the high effect size reported by Lloyd et al. (1984) indicates a
significant association between higher levels of neuroticism and increased scores
of clinical risk.

Quality of life and a measure of personality were concurrently measured in
14 studies. On the whole, associations were significant, although they range in
effect size from the relatively small (agency: Helgeson & Lepore (2004), r=.14) to
the considerably large (self-esteem: Rondorf-Klym et al.(2003), r=.67).
Comparison of associations between predictors and both general and sub-scales of
quality of life demonstrate consistency of effect; that higher qualify of life was
associated higher self-esteem, extroversion, self-efficacy, agency, mastery,
optimism and lower scores of neuroticism. A few inconsistent findings should be
noted. First, psychoticism and quality of life appear to be positively correlated;
second, that humour and quality of life were negatively correlated; and finally, that
self efficacy correlated significantly with physical quality of life, but non-
significantly with psychological quality of life, despite both results achieving only
small effect sizes. Due to the unexpected direction of these effects, findings should
be treated with caution until empirical replication and explanation become
available.

Meta-analysis of optimism and well-being correlations (meta-analysis 3)
yielded the highest of all mean effect sizes (7 =.62, p<.001); these two studies also
present data longitudinally, and although this could not be meta-analysed, it is
clear that higher optimism is strongly and consistently correlated with well-being.
Evans et al. (1993) explored correlations across a range of personality variables on
the PRF; results indicated a range of effect sizes, only some of which were
significant.
2.7.5.6 Associations between cognitions, emotions and outcome

Many more correlations were reported between cognition or emotion
variables and outcomes than were for personality variables. Not surprisingly
perhaps, there was also far more inconsistency in the direction and effect sizes of
these findings. Table 2.9 presents all relevant information extracted from the

included papers.
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Anxiety was very strongly correlated with both thought intrusion and
thought avoidance; confrontative attitudes towards illness also correlated at
equally high effect sizes, but a self report perception of purpose in life correlated
far more weakly, albeit still significantly. Where Naus et al. (2005) found
associations between locus of control and anxiety to be both weak and non-
significant, Lewis (1982 / 89) presents inconsistent findings; using a pre-validated
measure, significant medium effect sizes were reported, but using a single item
control measure, non-significance was once again reported.

Two studies reported on associations between MAC components and anxiety;
large differences in effect sizes were reported, but the majority were significant.
Exceptions included associations with fatalism, where small effects sizes were
found to be contradictory but significant, and fighting spirit, where an additional
study (Hassanein et al, 2005), reported a non-significant result. This latter study
did, however, assess this correlation at a much later timepoint. Meta-analysis of
each MAC component revealed significant effects; anxiety associated with higher
anxious preoccupation (meta-analysis 4 7=.62), higher hopeless/helplessness
(meta-analysis 5 7 =.47), higher fatalism (meta-analysis 6 7=.21) and lower
fighting spirit (meta-analysis 7 7=-.23). Nordin et al.’s (2005) follow-up analysis
reported that where both fighting spirit and fatalism tended to decrease over time,
the remaining two MAC scales remained stable throughout treatment and

recovery.
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Table 2.9. Associations between cognitions, emotions and psychosocial outcome.

Finding Reported
Significant Non-Significant
Anxiety

Thought intrusion Nordin & Glimeius (1998) r=.75
Thought avoidance Nordin & Glimeius (1998) r=.56 _
Locus of Control Lewis (1982/89) r=-3 Naus et al. (2005) r=.02 to .11
Confrontative attitude Nordin & Glimeius (1998) r=-71
Purpose in Life Lewis (1982 / 89) r=-3
MAC: Anxious Nordin & Glimeius (1998) r=.67
Preoccupation* Watson et al. (1991) r=.6
MAC: Fatalism* Watson et al. (1991) r=.16 Nordin & Glimeius (1998) r=.23
MAC: Fighting spirit* Nordin & Glimeius (1998) r=-39 Hassanein et al. (2005) r=-.14

Watson et al. (1991) r=-17
MAC: Nordin & Glimeius (1998) r=.55
Hopeless/helplessness* Watson et al. (1991) r=.44
Negative affect Longman et al. (1999) r=.34 to .46
Positive affect Longman et al. (1999) r=-.05
Anger expression Morris et al. (1981) r=.02
CECS: Anxiety* Watson et al. (1991) r=.13 Grassi et al. (1988) r=(+/-).02 to .15
CECS: Anger* Watson et al. (1991) r=.4 Grassi et al. (1988) r=-1to-37
CECS: Depression* Watson et al. (1991) r=.11 Grassi et al. (1988) r=(+/-).15 to .45

Depression

Thought intrusion Nordin & Glimeius (1998) r=.60

Bleiker et al. (2000) r=.32
Thought avoidance Nordin & Glimeius (1998) r=.53 Bleiker et al. (2000) r=.19
Locus of Control Rondorf-Klym & Colling (2004) r=-18

Naus et al. (2005) r=.01to .17
Marks et al. (1986) r=(+/-).05 to.09
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Table 2.9. Associations between cognitions, emotions and psychosocial outcome (continued).

Finding Reported
Significant Non-Significant
Depression(cont)

Perceived Severity Rondorf-Klym & Colling (2004) r=.38

Marks et al. (1986) r=.38 ]
Treatment expectancy Marks et al. (1986) r=-.05
Confrontative attitude Nordin & Glimeius (1998) r=-.67
Self-Blame Timko & Janof-Bulman (1985)  r=(+/-) .05 t0.30
MAC: Anxious Nordin & Glimeius (1998) r=.57
preoccupation* Watson et al. (1991) r=.43
MAC: Fatalism* Watson et al. (1991) r=.22 Nordin & Glimeius (1998) r=.24
MAC: Fighting spirit* Nordin & Glimeius (1998) r=-.53

Watson et al. (1991) r=-29

Hassanein et al. (2005) r=-27
MAC: Nordin & Glimeius (1998) r=.67
Hopeless/helplessness* Watson et al. (1991) r=.40
Emotional Expression Faller et al. (1991) r=.55
Negative affect Timko & Janoff-Bulman (1985) r=.62

Longman (1999) r=.38
CECS: Anxiety* Watson et al. (1991) r=.07 Grassi et al. (1988) r=.04 to .31
CECS: Anger* Watson et al. (1991) r=.09 Grassi et al. (1988) r=(+/-).10 to .42
CECS: Depression* Watson et al. (1991) r=.12 Grassi et al. (1988) r=(+/-) .02 to .66

Distress

Thought intrusion Baider et al. (2003) r=.09 to .58

Osoweicki & Compass (1998) r=.46

Epping-Jordan et al. (1999) r=.48to.70
Thought avoidance Baider et al. (2003) r=.07 to .48 Epping-jordan et al. (1999) r=.20 to .23

Osoweicki & Compass (1998) r=.52
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Table 2.9. Associations between cognitions, emotions and psychosocial outcome (continued).

Finding Reported
Significant Non-Significant
Distress (cont.)
Locus of Control Osoweicki & Compas (1999) r=-.07 to .08
Andrykowski et al. (1994) r=.04 to .22
Threat appraisals Green et al. (2003) ~ r=.52t0.67 v -
Perceived Severity Andrykowski et al. (1994) r=.19
Self-blame Glinder & Compass (1999) r=.26to.53 Malcarne et al. (1995) r=.30to .33
MAC: Anxious Baider et al. (2003) r=.1to .46
preoccupation
MAC: Fatalism Baider et al. (2003) r=.15to.27
MAC: Baider et al. (2003) r=.13 to .64
Hopeless/helplessness
MAC: Fighting spirit Baider et al. (2003) r=(+/-).01to0.25
Clinical Risk
Threat appraisal Gallagher et al. (2002) r=-38
Confidence in support Gallagher et al. (2002) r=-27
Health care confidence Gallagher et al. (2002) r=.08
General Quality of Life
Thought intrusion Nordin & Glimelius (1998) r=-33
Thought avoidance Nordin & Glimelius (1998) r=-33
Locus of Control Rondoft-Klym & Colling (2005) r=.21 DeValck & Vink (1996) r=(+/-) .12 to .34
Minimisation Butow et al. (1999) r=47
Treatment perceptions Butow et al. (1999) r=.15
Confrontational attitude Nordin & Glimelius (1998) r=.36
MAC: Fighting spirit Nordin & Glimelius (1998) r=.33
MAC: Anxious Nordin & Glimelius (1998) r=-29
preoccupation
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Table 2.9. Associations between cognitions, emotions and psychosocial outcome (continued).

Finding Reported
Significant Non-Significant
General Quality of Life (cont.)
MAC: Nordin & Glimelius (1998) r=-42
Hopeless/helplessness -
MAC: Fatalism* Schou et al. (2005) r=-24 Nordin & Glimelius (1998) r=-14
Anger expression Butow et al. (1999) r=-48
Anger suppression Rondorf-Klym & Colling (2005) r=-.41
Negative affect Kessler et al. (2002) r=-.66
Positive affect Kessler et al. (2002) r=.32
Physical Quality of Life
Locus of control DeValck&Vink (1996)  r=(+/-).09 to .40
Information perception Padilla et al. (1992) r=-27 ~
lllness unpredictability Padilla et al. (1992) r=-28
Iliness ambiguity Padilla et al. (1992) r=-38
Threat appraisal Padilla et al. (1992) r=-35
Green et al. (2002) r=-38to0 .50
Challenge appraisal Padilla et al. (1992) r=.30
Symptom aspects of Quality of Life
Threat appraisal Padilla et al. (1992) r=-42
Challenge appraisal Padilla et al. (1992) r=23
Iliness unpredictability Padilla et al. (1992) r=-16
lllness ambiguity Padilla et al. (1992) r=-40
lliness uncertainty Padilla et al. (1992) r=-39
Information perception Padilla et al. (1992) r=-33
Emotional aspects of Quality of Life
Confrontational attitude Nordin & Glimelius (1996) r=-.67
Challenge appraisal Schou et al. (2005) r=.22to .24
Thought intrusion Nordin & Glimelius (1996) r=.64
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Table 2.9. Associations between cognitions, emotions and psychosocial outcome (continued).

Finding Reported
Significant Non-Significant

Emotional aspects of Quality of Life (cont.) B

Though avoidance Nordin & Glimelius (1996) r=-41

MAC: Fighting spirit Nordin & Glimelius (1996) r=.70

MAC: Anxious Nordin & Glimelius (1996) r=-.55

preoccupation

MAC: Nordin & Glimelius (1996) r=-47

Hopeless/helplessness

MAC: Fatalism Nordin & Glimelius (1996) r=-.07
Social aspects of Quality of Life

Threat appraisals Green et al. (2002) r=-53to-.56
Psychological aspects of Quality of Life

Locus of Control DeValck & Vink (1996) r=(+/-).08to.15

Threat appraisal Padilla et al. (1992) r=-54

Challenge appraisal Padilla et al. (1992) r=.48

Iliness unpredictability Padilla et al. (1992) r=-26

Illness ambiguity Padilla et al. (1992) r=-50

Iliness uncertainty Padilla et al. (1992) r=-48

Information perception Padilla et al. (1992) r=-42

* Findings were also meta-analysed: see table 2.7

** Range of correlations presented for different longitudinal comparisons
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Both positive and negative affect were found to be significantly correlated
with anxiety, although the latter to a much reduced extent. Non-significant
associations between anger expression and anxiety, and inconsistent findings for
each of the CECS sub-scales were reported. Although both Watson et al. (1991)
and Grassi et al. (1988) reported similar (small) effect sizes, only the former found
these to be significant. Meta-analysis demonstrated that all were significant but
minimally correlated; higher suppression of anger, anxious and depressive
emotions correlated with higher levels of anxiety (Meta-analyses 8-10, 7=.04, 7
=13,and 7=.11respectively).

Associations between predictor variables and depression were equally
mixed. Again, thought intrusions were associated with increased depression (effect
continuing beyond a two-year follow up) but contradictory findings were reported
for thought avoidance; although these were not viable for meta-analysis, the
significant findings related, not surprisingly, to much higher effect sizes. No
significant effects of locus of control were reported and effect sizes for these
relationships were small and varied over time.

lliness severity perceptions, self-blame attributions, and greater
confrontative attitude towards illness were all significantly correlated with
depression. Treatment expectancy did not. Associations between MAC
components and depression were once again, reported with medium to large effect
size, and in all but one case to be significant. Meta-analysis found that higher
depression was associated with higher anxious preoccupation, higher
hopeless/helplessness, increased fatalism, and decreased fighting spirit (meta-
analyses 11-14, 7=.47, 7=.48, 7=23,and 7=-35 respectively).

Two studies reported associations between negative affect and depression;
with both reporting medium to large significant effects. These could not be meta-
analysed due to high variance in the timing of variable measurement. Faller et al.
(1991) further report a high correlation between emotional expression and
depression. Patterns of association between CECS subscales and depression
reflect those also found for anxiety; both the Watson et al. (1991) and Grassi et al.
(1988) studies report very small effect sizes, differing in significance. Meta-

analysis found that Anger suppression ( 7=.08) and depression suppression ( 7
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=.14) were highly significant, but the anxiety-suppression mean effect size (7=.09)
was marginally insignificant at the p<.05 level.

Associations with distress were also inconsistent. The three studies
reporting associations between thought intrusion and distress found varying
levels of, but consistently significant effects; meta analysis (18) found this to be
highly significant, 7=.35. Only two of these studies found associations with
thought avoidance to be significant; overall meta-analysis (19) concluded a highly
significant association between higher avoidance and higher distress, 7=.40.
Conversely to depression, perceived severity was found not to be significantly
associated, as was locus of control (at various time-points). Threat appraisals
remained significantly and highly associated. Associations between self-blame
and depression were also meta-analysed (20) finding a highly significant medium
mean effect size of 7=.31. MAC components were only correlated with distress in
one study; effect sizes were variable across the many participant subsamples;
overall, all but fighting spirit were significantly correlated. Gallagher etal. (2002)
additionally explored associations with clinical risk for psychiatric disorder; both
higher threat appraisal and lower confidence in family in support significantly
correlated with higher risk (medium effect sizes), but confidence in health care
was did not.

There was far less replication of findings for associations between cognitions,
emotions and quality of life. A range of cognition variables including thought
intrusion, thought avoidance, minimisation, confrontational attitude and treatment
perceptions were significantly correlated with general quality of life, mostly at
medium effect sizes. One study reported significant, and one reported non-
significant, associations with locus of control, although due to timing differences,
these could not be meta-analysed. Three out of four subscales of the MAC were
found to be significantly correlated (although this is based on just one study), but
opposing effects were reported for fatalism in other studies. Meta-analysis (21)
found this to be overall significant, 7=-.19, p<.001.

Negative affect was correlated with much higher effect sizes than positive
affect. Strangely, both anger expression and anger suppression were negatively

correlated with quality of life.
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Padilla et al. (1992) explored associations between six appraisals and
subscales of quality of life. For psychological and physical subscales, all were
significantly correlated: all but unpredictability were significant for symptom
subscales. Locus of control was not significantly correlated with either physical
nor psychological subscales despite reporting of larger effect sizes for the former.
Though these studies indicated lack of effect on quality of life, Alhama et al. (2002)
report that those high in internal control are more satisfied with their current
quality of life. Higher threat appraisals were significantly correlated with both
physical and social subscales of quality of life at medium to large effect sizes, with
effect continuing to various longitudinal follow-ups, but differences in timing
prevented meta-analysis. In a similar pattern of results, emotional sub-scales of
quality of life were found to be strongly correlated with lower thought intrusion,
lower thought avoidance, less confrontation, higher challenge appraisals and three

of the four MAC subscales (all but fatalism).

2.7.5.7  Inter-correlations between the predictor variables

Although the specific research question pertaining to the associations
between the two sets of predictor variables was removed from the protocol, some
relevant associations were highlighted during data extraction. Caution must be
applied, however, as neither the means by which these data were included, nor
extracted, were as systematic as the remainder of the review.

Optimism was repeatedly found to be significantly associated with various
cognition variables in a variety of cancer samples: high perceived control (Carver
etal,, 2000), high treatment expectations, low perceived threat, and challenge
based appraisals (Schou et al,, 2004/05). Neuroticism and self-efficacy beliefs
were significantly correlated (Ranchor et al,, 2002); as were agency and thought
intrusions (Helgeson & Lepore, 2004); life satisfaction and positive affect (Kessler,
2002); and, low perceived control and high levels of thought intrusion and
avoidance (Osoweicki & Compas, 1998)

2.7.58 Reported results from multivariate analyses: Moderation and

mediation effects
Thirty-one studies conducted multivariate tests that were relevant to this

review. In longitudinal designs, by far the most significant predictor of

psychosocial outcome is measurement of that same variable at an earlier time
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point (Bleiker et al., 1995; Malcarne et al., 1995; Gallagher et al.,, 2002; Green et al,,
2002; Badger et al, 2004). In other words, the most highly associated variable for
quality of life at, say, three months, is quality of life scores at diagnosis. Similarly,
the most highly correlated variable of follow up distress, is baseline distress level
(also see Carver et al, 1993; Ranchor et al, 2000; Aarstad et al, 2005). The most
likely explanation for this effect is that these outcomes are fairly resilient to
change, particularly where the situation has altered very little; follow-up times in
these studies were reasonably short and so one might expect that situational
appraisals and the environment remained relatively constant. Whilst some studies
find that this strength of association is limited to only outcomes of the same type
(i.e. functional status is related to earlier functional status, but not psychological
outcome, and vice versa), this is not substantiated in all research; Hassanein et al.
(2001, 2005), Rondorf-Klym and Colling (2003), and Schou et al. (2004/05) found
significant correlation between quality of life and psychological outcomes.
Although stability of the outcome variable is perhaps the most likely
explanation for this finding, other possibilities must be explored. One much
discussed theory that might be of relevance is the Hawthorne Effect. The
Hawthorne Effect occurs when participants’ scores on a psychological measure are
affected by mere completion of that measure, rather than the measure assessing a
true underlying psychological phenomenon (Chiesa & Hobbs, 2008). For example,
applied to the current study, it could be that anxiety at baseline is highly correlated
with anxiety at follow up, not due to stability of anxiety, but because of an
underlying cognitive bias in response to questionnaires. Individual participants
may vary in their proneness to the Hawthorne Effect. The methodological
implication of the Hawthorne Effect is that whilst the measure may not be able to
identify absolute values of the anxiety (to continue the example), where the focus
of analysis is on association between variables, the error introduced is minimal
(0’Sullivan, Orbell, Rakow & Parker, 2004). The use of the Hawthorne Effect as an
explanatory mechanism is contentious (Adair, 1984) but where self-report
measures are taken it seems plausible that some error may be introduced. This
could represent an issue, not only relevant to this review, but to all research using

participant self-report.
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A related finding reported by numerous researchers (e.g. Miller et al, 1996;
Schou et al,, 2004/05) was that positive predictor variables are more highly
correlated, and more significantly predictive of positive outcome; conversely,
negative predictors are more highly correlated with negative outcome. For
example, bigger effect sizes and more significant prediction are found between
optimism (+ve) and well being (+ve) than they are for optimism (+ve) and anxiety
(-ve): neuroticism (-ve) is more predictive (and more strongly associated with)
levels of distress (-ve) than well-being (+ve). Such associations were not reported
in all multivariate analyses, but are worthy contenders for an explanation of the
process by which these variables have effect.

Table 2.10 summarises the main conclusions from those analyses in which
independent effects of the predictor variables were still evident after controlling

for potential confounds (e.g. clinical, demographic variables).

Table 2.10. Summary of studies demonstrating significant independent prediction of
personality, cognitions and emotions.

Predictor Variable Relationship to outcome

Optimism QoL (Ahmed et al., 2004)
Depression (Cohen et al., 2000)
Distress (Epping-Jordan et al,, 1999)

Lie score Anxiety (Ratcliffe et al., 1995)
Neuroticism Distress (Ranchor et al,, 2002; Golden-Kreutz & Anderson, 2004)
Appraisals QoL (Brown et al., 2000; Butow et al., 1999)
Self-Efficacy Distress (Helgeson & Lepore, 2004; Gallagher et al., 2002)
QoL (Helgeson & Lepore, 2004)
Perceived Threat Anxiety (Laubmeier et al.,, 2004)

Depression (Laubmeier et al., 2004)
Distress (Gallagher et al., 2002)

Thought intrusion Distress (Osoweicki & Compass, 1998; Epping-Jordan et al.,1999;
Hack & Degner, 2004)

Self-blame Distress (Malcarne et al., 1995)

Perceived stress QoL (Cousson-Gelie (2000)
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Those retaining significant independent prediction in regression models
include optimism, lie scores, neuroticism, self-efficacy, self-blame, perceived
threat, thought intrusion, perceived stress, and some components of cognitive
appraisal (perceived treatment aims and minimisation). Other variable effects, for
example agency (Helgeson & Lepore, 2004), were lost when confounding variables
were controlled for in these analyses. Some, but not all, of these relationships
were longitudinally predictive: for example, future distress levels were reportedly
predictable by both earlier levels of thought intrusion (Hack and Degner, 2004)
and self-blame appraisals (Malcarne et al., 1995).

A small proportion of studies reported findings pertaining to moderation and
mediation effects resulting from multivariate analyses; table 2.11 summarises
these results.

Whiist only one study reported a moderation relationship (of optimism on
both stage of illness and illness cognitions over distress), many more mediation
relationships were reported. Appraisals, for example, were found to reduce, and
by a twelve-month follow-up to completely eliminate, the association between
optimism and quality of life. Epping-Jordan et al. (1999) make an interesting
observation that where at three month follow up, thought intrusion and avoidance
act only as mediators between age and optimism, analysis of data three months
later demonstrates that both of these cognition variables and optimism acted as
independent predictors for psychosocial outcome. Although Malcarne et al. (1995)
found no evidence of locus of control mediating the relationship between self-
blame appraisals and distress, a number of other studies reported such mediation
effects. Far more in fact report mediation effects than reported significant
bivariate correlations; it is possible that whilst control may not directly predict
outcome, it may influence the way in which patients cope with their appraisals (i.e.
itisn’t control per se which is important, but an interaction of (a) where control is
located, (b) whether control is personally desired and (c) how control may help to

alleviate negative appraisals).
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Table 2.11. Summary of studies demonstrating moderation and mediation effects of
personality, cognitions and emotions.

Predictor Variable Relationship to outcome

Moderation relationships

Optimism Stage of lliness on distress (Carver et al., 1993)

Cognitions on distress (Carver et al.,, 1993)

Mediation relationships

Appraisals Optimism on QoL (Schou et al., 2004 /05)

Fatalism Optimism on anxiety (Schou et al., 2004/05)
Hoplessness/helplessness on depression (Schou et al., 2004/05)

Perceived Stress Symptoms on QoL (Cousson-Gelie, 2000)

Appraisal Trait anxiety on QoL (Cousson-Gelie, 2000)

Control lliness severity on distress (Alhama et al., 1994; Marks et al., 1986)

Trait anxiety on depression (Naus et al., 2005)
Appraisals on QoL (Rondorf-Klym & Colling, 2003)
Self-efficacy Appraisals on QoL (Rondorf-Klym & Colling, 2003)
Social Support Self-efficacy on distress (Ranchor et al., 2002)
Perceived health on quality of life (Schnoll et al., 2002)
Optimim on QoL (Schnoll et al., 2002)
Optimism on distress (Trunzo & Pinto, 2003)
Coping Optimism on distress (Carver et al., 1993)
Optimsm on QoL (Shnoll et al., 2002)
Perceived health on QoL (Schnoll et al., 2002; Cousson-Gelie, 2000)
Control on distress (Osoweicki & Compas, 1998)
Iliness stage and optimism (Epping-Jordan et al., 1999)
lllness stage and distress (Epping-jordan et al., 1999)

Thought Age on optimism (Epping-Jordan et al., 1999)
intrusion/avoidance

Not surprisingly given the previous literature, a number of studies reported
the mediating effects of social support and coping on associations between the
variables relevant to this review. Last but not least, Osoweicki and Compas (1998)
report that coping mediates the relationship between locus of control and distress;
a mismatch (i.e. preference for problem focussed coping and perception of low

control) results in highest distress levels.
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2.8 DISCUSSION

This is one of few systematic reviews in the field of psychosocial oncology. It
aimed to assess associations between personality, cognitions, and emotions as
correlates of anxiety, depression and quality of life outcome variables. As
expected, heterogeneity between study and a number of quality assessment issues
prevented large scale meta analysis. However, a number of smaller analyses, and a

full descriptive data synthesis, including methodological critique were presented.

2.8.1 Summary methodological critique

Methodological quality was good across all studies (mean score >60%) with a
majority scoring between 81 and 85%. This seems particularly high compared
with quality scores reported by similar reviews (e.g. Goodwin, Higginson, Edwards,
Finlay, Cook, Hood et al., 2002) and perhaps highlights a validity weakness in the
quality assessment method (to be discussed later in section 2.8.3).

A substantial proportion of studies used a cross sectional design; although
these have provided some interesting baseline findings, the general consensus
across the field is toward longitudinal research in order to better assess temporal
changes in adjustment. Only two studies recruited pre-symptom; where possible
this should be aimed at in future research to gain a fully prospective insight into
the impact of diagnosis. Standardised timing of follow-up should also be
encouraged and researchers should ideally repeat data collection of most
psychosocial variables under investigation, at each time point; selective
measurement at different time-points may compromise the full complexity of
potential analyses (by missing or underestimating the effects of tertiary
psychological and clinical variables) and their implications.

Perhaps one of the most pertinent issues was regarding the time between
diagnosis and recruitment into research. As most studies in this review aimed to
assess the impact of cancer diagnosis, the process of adjustment, or psychosocial
outcomes; it seems imperative that patients are recruited during early stages of
illness. The only exception would be cross sectional assessment of outcome,
although such designs are not recommended due to the added benefit of pre-
outcome (i.e. during treatment) stage longitudinal data collection. This was not
the case though; not only were times between diagnosis and recruitment variable,

but within study time ranges of up to 19 years were reported. The findings are,
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therefore, questionable; attention is drawn to the possible effects of confounding
variables between patients with varying clinical profiles. Additionally, the
Transactional Model (on which this thesis is based) asserts the dynamic and
changing nature of psychological responses to stress including feedback loops and
stressor re-appraisals. The unstable nature of cognition and emotion variables
highlighted in this review provides evidence for the importance of temporally
homogenous samples. Furthermore, the effects of post-cancer re-appraisals and
error in retrospective self-report over these longer periods of time may introduce
bias into the results of many of the studies.

Substantial sample biases existed; the research field is dominated by breast
cancer studies, and, therefore, male responses to cancer are highly under-
represented. It is recommended that future research should aim to minimise both
gender and cancer site biases so that findings can be more readily applied to
general cancer populations.

Although only 11 out of the total 68 studies were deemed to have an
inappropriate sample size for the analyses they conducted, very few studies
explicitly stated sample size calculations with regard to planned analyses. A clearer
explanation of recruitment strategies are recommended; recruitment and
response rates are important criteria by which to assess the generalisability of the
findings. Without such information, findings must always be treated with caution.
Where reported, response rates are on average high, although the actual range was
from 37.3% to 100%. Those attaining highest response rates, and those not
providing such information were judged to provide the vaguest information
regarding sample recruitment. It is likely that the more conservative estimates are
reflected in the better quality studies.

Several of the measures used in psychosocial oncology research have been
purported to measure different underlying psychosocial constructs by different
researchers. The findings raise concerns about the coherence and definitions of
some psychosocial constructs and their measurement highlighted in this review.

Choice of statistical analysis was also questionable in a number of papers. Of
particular note are those studies which present merely descriptive data, or in
which correlation effect sizes are presented in a ‘range’ format rather than specific

bivariate associations. Further, when comparing the vast number of measures
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used with the actual statistics presented in each paper, it became clear that some
information is simply missing; although it is likely that much of this was due to
irrelevance to the specific research question (in which case, the ethical
consequences of measuring data which was not analysed are to be considered), it
is equally possible that these data were not included due to the finding of null or
negative results. Publication of these data would have enabled much more in-
depth meta-analyses and would help to develop more theoretical models of
adjustment which consider the influence of a great many sources of variable
changeability.

Findings are often difficult to interpret as some authors chose not to report
individual outcome findings, but rather merge many outcomes into one variable.
This is not always helpful when trying to understand the full complexity of the
results. Numerous authors give neither justification of why, or explanation of how,
such composite measures were created. Some researchers have used factor
analysis as the justification, though the failure of a factor structure to emerge in
their data is unsurprising given the small samples sizes used.

One final important point pertains to the difference between poor science
and poor reporting of research. Whilst these are interconnected (and in many
cases inseparable), this highlights an important point regarding publication.
Whilst inappropriately designed and analysed research is essentially the
responsibility of the authors, much of the critique presented in this review also
pertains to lack of clarity and insufficient depth in the reporting of such research.
When information is missing or covered only briefly, it must not necessarily be
assumed that this is indicative of poor science, but may also be caused (in part at

least) by submission length restrictions imposed by journal editorial teams.

2.8.2 Summary of main findings

Many significant associations were reported between demographic factors
and variables of interest in this review. Age was inconsistently associated with
personality but seemed to be significantly associated with cognitions and
emotions, with older patients tending to report more positive appraisals, but more
negative emotional reactions. Although the evidence suggests that younger
patients tend towards poorer psychological adjustment, significance of these

effects between study were inconsistent. Female patients were reported to be
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both more neurotic and to report higher distress levels. Higher educational level
was associated with more positive personality dimensions, but associations with
outcome were predominantly non-significant.

Reported associations between clinical variables and psychological variables
were inconsistent; many associations were un-corroborated (or, indeed, opposed)
by those presented in other studies. No significant correlations were reported
between personality and clinical variables. Cognitions and emotions were most
consistently and significantly correlated with psychosocial outcomes. The limited
evidence seems to suggest that stage of illness, time since diagnosis, and
treatments received are most pertinent.

Where reported, personality seemed stable (as would be expected), despite
the major stress and life adjustment that follow a cancer diagnosis. Only
dispositional optimism is significantly associated with anxiety. Many more
significant associations were reported between aspects of personality and
depression; between personality and distress; and, between personality and both
total, and subscales of, quality of life. The only exceptions were associations
between mastery and symptom-related quality of life, and between self-efficacy
and social quality of life. Deeper exploration of subscales of quality of life also
shows an interesting pattern; personality is more consistently associated with
psychosocial dimensions, but not physical and illness dimension of quality of life.
Meta-analysis found the relationship between self-efficacy and distress to be
overall significant, but with a low effect size. Medium effect sizes were found for
the meta-analyses between optimism and both well-being and distress.

The evidence for associations between personality variables and cognitions
seems to imply medium, or highly significant, effect sizes, particularly where
optimism and neuroticism are concerned. In multivariate analysis, aspects of
personality remained independent predictors of both distress and quality of life in
nine separate studies. In seven others, its effect was reported to be mediated by a
number of tertiary variables including clinical variables, appraisals, coping, social
support, and locus of control (see section 2.7.5.8).

Emotions were also associated with all psychological outcomes, but not with
quality of life. Specifically, negative affect was associated with worse psychological

outcome (and vice versa for positive affect). Both anger suppression and anger
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expression were significantly related to higher levels of both quality of life and
depression. Meta-analyses between the incongruent findings on the CECS and
both anxiety and depression yielded small, albeit highly significant, mean effect
sizes.

Thought intrusion and avoidance were reported to be significant influences
on levels of anxiety, depression, distress and quality of life. Meta-analysis of
associations between the Impact of Events Scale and distress yielded highly
significant, small effect sizes. lllness perceptions and cognitive appraisals
(including, for example, threat, challenge, perceived severity and so forth) were, on
the whole significantly associated with both psychological outcome (four studies
p<.05; two studies p>.05) and quality of life (nine studies p<.05). Self blame was
significantly associated with both depression and distress: a meta-analysis for the
latter revealed a small, but highly significant effect size (p<.001) where self blame
leads to poorer outcome. According to Butow et al. (1999) and Brown et al.
(2000) , the importance and reported significance of these cognitive variables is
that they are not only measures of cognition, but also an indication of positive
dimensions of personality.

Confrontational attitudes towards illness were found to be significantly
beneficial for both quality of life and anxiety. Meta-analysis of the sub-components
of the MAC scale yielded highly significant, small effect sizes between all
components and both anxiety and depression; where better outcome was
associated with lower hopelessness/helplessness, lower anxious preoccupation,
lower fatalistic appraisals, and increased levels of fighting spirit. Incongruent
findings were reported between MAC components and quality of life, but a small
effect size (p<.001) was found in meta-analysis of the relationship between
fatalism and quality of life.

Of all cognitions, locus of control appeared to be the most inconsistently
correlated variable of all with equal evidence for and against significance; the net
effect seems to be toward no influence on psychological outcome. However, the
role of control may be more complex than apparent in this review: Carver et al,
(2000) claim that control per se is not important in terms of correlation or
prediction of psychosocial outcome, but that best outcome is dependent on high

concordance between illness expectancies and control beliefs. Andrykowski et al.,
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(1994) also makes similar claims of variable interaction; control has greatest effect
when illness and treatment perceptions are most negative.

In multivariate analysis, only four studies reported a significant independent
cognitive predictor of outcome; perceived social support was found to mediate the
effects of health perception on quality of life, fatalism mediated between
hopelessness/helplessness and distress, and coping mediated between control and
distress.

Whereas the predictive validity of personality seemed stable over time, the
predictive validity and significance of association based on cognitive and
emotional factors seemed more changeable. Some of the strongest predictors of
longitudinal adjustment identified in these studies are earlier levels of anxiety,
depression and quality of life.

Although not specifically analysed in this review, a brief summary must be
given for coping due its role in the transactional model. Direct associations
between coping and both psychosocial predictors, and psychosocial outcomes,
were inconsistently reported both in terms of which strategies were most
beneficial, at different time points of illness, and in terms of statistical significance.
Consistency was reported, however, in the mediating role of coping over numerous
cognitions and appraisals (although cognitions also remain independently
significant predictors), and numerous personality variables typically at high levels
of effect size and significance. As such, the findings are clearly concordant with the
Transactional Model.

A final point about longitudinal analysis. The methodological critique clearly
stated that longitudinal designs are superior to cross-sectional designs and
approximately 50% of the included studies, did indeed, collect some follow up
data. Yet, it will be obvious from this data synthesis that very few longitudinal
analyses are presented or discussed; data was simply not sufficiently analysed to
do so within the individual included papers. Longitudinal analysis was largely
limited to multivariate tests which were not the main focus of this review.
Correlation analyses were largely limited to cross-sectional data only. The use of

cross-lagged correlations may be beneficial in future research.
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2.8.3 Review evaluation

The general area of research into which this review fits is vast. Whilst many
related concepts are discussed, and single relevant variables measured, to have
included every vaguely related psychosocial oncology study would have been
infeasible on both a practical and an interpretative level. Therefore, a focussed
question was planned exploring only those which had direct relevance to this
thesis. Many more important questions have been addressed in psychosocial
oncology research (e.g. religiosity, sexual adjustment, social support) and are
equally deserving of systematic review, but beyond the scope of this thesis.

The review was designed to be robust and of high quality by following the
guidance of both NHSCRD and the Cochrane Collaboration. Positive peer review of
the protocol reflects the importance of the research and suitability of the approach
to answering the question. In order to assess whether robustness and quality
were achieved, Russell et al.’s (1998) quality checklist for systematic reviews was
applied. Table 2.12 presents the criteria and scores attained.

This scoring exercise highlights two primary weaknesses of the review:
literature searching and data extraction. The search strings used were highly
sensitive, perhaps too much so, given the high output from our searches. It is likely
that this resulted in some studies being omitted from inclusion (this is, in part,
demonstrated by the lack on concordance between the inclusion lists of the two
reviewers). However, the fact that a second inclusion assessor was used

minimised this risk substantially.
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Table 2.12. Scoring the quality of the systematic review.

Criteria Score Comment
1. Specifying the objectives? 2
Scores: (2) precise (1) vague (0) implicit
2. Searching the literature? 0 Due to feasibility issues,
Methods: electronic, handsearching journals, only electronic searching
reference lists, authors, industry was conducted
Scores: (2) 4+methods (1)2 or 3 (0) O or 1
3. Selecting relevant studies? 2

Scores (2) 2+ reviewers (1) 1 reviewer (0)
selection implicit

4. Selecting valid studies? 2

Scores: (2) 2+ reviewers (1) 1 reviewer (0)
selection implicit

5. Extracting the data? 1 Limited resources
Scores: (2) 2+ reviewers (1) 1 reviewer (0) available (see main text)
extraction implicit

6. Synthesising the data? 2

Methods: rigorous qualitative overview, meta-
analysis rigorous or rejected

Scores: (2) both (1) only one (0) implicit
7. Writing the report? 2

Components: table of included studies, table of
excluded studies, discussion of robustness,
implications for health care, implications for
research

Score: (2) 4+ components (1) 2 or 3 (0) 0 or 1
Total 11 (Out of possible 14)

With regard to searching sources, although a vast range of electronic
databases were searched (in order to reflect the multi-disciplinary nature of this
review), this was limited by publication bias. Given the additional time and
resources necessary to extend the search to also include non-published sources, it
was not considered feasible to do so for the purpose of this thesis. The final
inclusion rate as a proportion of search results was low; further searching was
assumed unlikely to dramatically increase the number of included papers. This
aspect of the review is undoubtedly a methodological weakness. However, it is
worth noting that in data synthesis a surprisingly high number of non-significant

results and a number of methodologically inferior publications are included which

138



may indicate against publication bias, to an extent at least. A future update of this
review should consider more extensive searching (including follow-up searching
of reference lists and key journals), if only to rule out the possibility of any further
data being available and to be able to make more confidant claims against
publication bias. Such review replication is not, however, recommended for some
time: given the heterogeneity of the field, further research needs to be conducted
before informative and clinically implicative meta-analysis is possible.

Due to resource restrictions, a second reviewer was only available for the
paper selection phase and quality assessment, not for extraction of data from
included papers. Whilst single-person data extraction can lead to bias or error,
compromises were necessary due to limited staffing resources. It was thought that
of the three areas where multiple reviewers are recommended, this was least
crucial to the overall quality. In future replications, it would be beneficial to
ensure that resources are sufficient to fully enable this.

Going beyond Russell et al.’s (1998) criteria, two further points are
considered important for judging the quality of this review: validity of the quality
assessment tool used and a cautionary word about the meta-analyses presented.

Independent quality assessment by two reviewers was conducted using a
pre-validated (but slightly amended) tool applicable to all quantitative research
designs. Low concordance in scores between quality assessor highlights concern
that either bias existed in assessment, or in the clarity of scoring guidelines for the
tool. Although mean quality scores give an indication of overall good
methodological quality, the descriptive quality critique presented in section 2.7.2
was more negative on the whole. This discordance between quality score and an
in-depth descriptive critique indicates possible weakness in the quality
assessment tool used. Future research should consider the use of alternative
scoring methods and thorough validation of the Kmet et al. (2005) tool. The
limited scope of the meta-analysis did not allow for sensitivity analysis based on
quality scores. Additionally, mean effect size weighting based on quality was not
appropriate for the meta-analytical methodology used.

Due to between study variability, data synthesis was limited primarily to
qualitative (non-statistical) data analysis. Many different models of meta-analysis

were explored and the Hunter and Schmidt, random effects model was selected as
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being most appropriate for the 21 small meta-analyses. Although (on the whole)
highly significant effect sizes ranging from small to medium levels resulted from
the statistical analyses, it is important that these findings are considered with

caution; inference of the implications of findings any more statistically advanced

than mean effect sizes are of minimal validity.

2.8.4 Recommendations for future research

The findings of this review demonstrate that whilst personality, cognitions
and emotions are associated with distress and quality of life after cancer diagnosis,
little directly comparative research has been conducted. More research is clearly
required. In particular, there is a need for more longitudinal, theory-based
research of the relationships between all components of the transactional model
(appraisals, emotional reactions, coping and outcome) to establish which are the
most influential components. The question of how personality may complement
or better predict outcome cannot confidently be answered using findings from this
review. The limited evidence available, however, does seem to imply that
appraisals are more useful indicators of adjustment. Whilst personality and
quality of life are associated, correlations with psychological outcomes were more
variable. Cognitive appraisals and emotions were more consistently associated
with both psychological and quality of life outcomes. Further theory-based
research using complex designs is essential though before this claim can be fully
validated.

Future work must also improve in terms of methodology. First, theoretical
constructs and the use of various psychological instruments need clarification and
standardisation. Second, many important issues have been raised regarding
temporal differences and recruitment into studies which should be considered
more fully in planning future research. Improvements in sampling and recruitment
strategies are imperative for optimal confidence in the generalisability of
individual study findings. Third, more generic cancer research (rather than clinical
site-specific) controlling for the effects of possible clinically confounding variables
is required in a move away from the current breast cancer-biased literature.
Finally, a number of statistical limitations were raised. Each of these should be

carefully considered in the planning of new research protocols in this field.
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2.8.5 Implications for policy making and clinical practice

The findings clearly point to the (varying) importance of individual
differences, cognitive variables and emotions in adjustment to cancer diagnosis
(specifically distress and quality of life). This is inkeeping with policy
recommendations (e.g. the Cancer Reform Strategy, 2007) which call for, amongst
other targets, better psychosocial support mechanisms, increased personalised
support, and individually tailored care for the patient.

There is a strong argument for the stability of many personality
characteristics (there are of course some exceptions, for example optimism) and so
application of these findings into practice may be limited, however, there could be
a case for using such information to highlight individuals who may be particularly
at risk of adjustment difficulties at earlier time points in order refer to specialist
psychosocial services. Perhaps of more pertinence is the strength of evidence
found for many of the role of cognitive variables which are infinitely less stable
than personality, and therefore more likely to be responsive to intervention.
Although some appraisals are inherent in a cancer diagnosis (e.g. illness
unpredictability), others are more reflective of individual reactions (e.g. self blame
and thought intrusion). Therefore, interventions could focus upon both changing
the way patients appraise their illness, and also the way in which the patient
responds to, and acts upon these appraisals. There is a clear need to further
empirically (and rigorously) investigate associations between these variables and
outcomes to inform intervention research, but the potential contribution of these
early findings is clear.

The high level of psychological distress reported in these studies is reflective
of the potentially devastating impact that cancer can have. Although data were
not available in these studies on how frequently patients had been referred to
specialist oncology-based psychological support teams, the potential importance of
such services is clear in both identifying those in distress and in helping patients to

deal with and alter unhelpful responses to cancer diagnosis.

2.8.6 Concluding summary
Theoretical models of adjustment describe a complex interaction between
many psychosocial and clinical factors. The implications (both theoretical and

clinically applied) of studies that fail to address, or report statistical findings
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relating to the full complexity of all psychosocial constructs, is unclear. Biased
recruitment, occasionally incoherent measurement, missing analysis and a general
lack of theoretical grounding all contribute to perceptions of poor quality within
this field of research. However theoretically or clinically interesting study findings
may be, poor quality studies will not result in improved clinical practice. Many
researchers in this field are inadvertently limiting both the applicability and
credibility of research findings in an area so heavily rooted in evidence based
medicine and influenced by the application of theory to clinical practice.
Considered together though, some interesting findings do emerge. Using improved
methodology it is possible that such findings may prove crucial to the development

of successful interventions and clinical support systems for cancer patients.

29 INTRODUCTION TO STUDY TWO

Although this systematic review was conducted in parallel to the empirical
part of this PhD thesis, the conclusions are in keeping with the predictions made
from early scoping searches. Reflecting methodological improvements, the study
planned was longitudinal (data collected at diagnosis, three month and six month
follow up) and aimed to recruit a mixed cancer sample of 160 patients with
otherwise homogenous clinical disease characteristics. The study was theory-
based and measured a more coherent set of variables including personality,
appraisal, emotion, coping, health beliefs and psychosocial outcomes. The results
of the empirical research build upon the research base synthesised in this review.
However, through improved methodology it is hoped that the findings may

contribute more to the field both in terms of theoretical and clinical implication.
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CHAPTER 3
EMPIRICAL STUDY: METHOD
31 CHAPTER OVERVIEW

The following sections of the thesis (Chapters Four to Six) pertain to the
empirical application of the Transactional Model to explain adjustment in a sample
of newly diagnosed cancer patients. The current chapter presents information
about the purpose and aims of the study, the development of the protocol, and a
detailed description of the method used for data collection.

The study was originally designed as an investigation of associations
between personality, components of the Transactional Model, and psychosocial
outcome in newly diagnosed colorectal cancer patients recruited from four Welsh
NHS Trusts. The target sample size was 156 patients. A number of practical issues
hindered recruitment into the study. Primarily, a number of procedural delays in
setting up the study postponed the start of patient recruitment. Furthermore, the
largest of the Trusts planned to be involved was not, in the end, able to assist with
recruitment. Without this Trust, recruitment proved far slower than expected and
achievement of the sample target became infeasible given the time and funding
restraints of the project.

Consequently, recruitment was temporarily suspended whilst a period of
study re-design and re-development was carried out and approved by the relevant
committees. Following this, recruitment was extended to also include breast,
prostate and lung cancer patients, and focused on three Welsh NHS Trusts.

One hundred and sixty patients were recruited in total. Recruitment rates
were low (35%), but expectedly so, and comparable to a number of related studies
(see section 2.7.2.5 of the systematic review for comparison studies). A high
retention rate of 77% was achieved. The chapter ends with an overview and
justification of the proposed statistical analyses which are presented in Chapter 4.
These include both theory testing of the Transactional Model in addition to
clinically relevant regression analyses to identify the most important predictors of
psychosocial outcome within this population. Longitudinal analyses included data

from the 123 patients who completed all three time points of the study.
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3.2 STUDY PURPOSE
3.21 Aims

The aim of this study was to investigate personality, cognitive appraisals,
emotions, and psychosocial adjustment in a cohort of newly diagnosed cancer
patients. It was designed to address the third and fourth thesis questions (see
section 1.7). In summary, these questions were:

3) What are the most important predictors of psychosocial outcome in
newly diagnosed cancer patients, and leading from this, at what time
point (baseline or three month follow-up) are they most predictive
of subsequent (three or six month follow-up) outcome?

4) Are the hypothesised associations between cognitive appraisals,
core-relational themes, and emotions in Lazarus’s Transactional

Model supported in a sample of newly diagnosed cancer patients?

3.2.2 Objectives

1) To identify the mostimportant psychological predictors of anxiety,
depression and quality of life at three and six month time-points
after cancer diagnosis.

2) Toidentify at what time-period (baseline, three or six month follow
up) predictor variables best predict each of the outcomes at three
and six month follow-up.

3) To examine whether associated components of the Transactional
model (cognitive appraisal, core-relational themes, emotion themes,
and coping) vary equivalently over time.

4) To test the hypothesised associations between specific cognitive
appraisals, core-relational themes, and emotion themes (i.e. the

‘exclusively’ linked components) in relation to cancer diagnosis.

3.2.3 Hypotheses
3.23.1 Objective One

Personality differences, and variation in appraisals, emotion, and coping
are, at both baseline and short term follow-up, expected to contribute to statistical

models predicting levels of anxiety, depression and quality of life, three and six
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months after diagnosis (Hypothesis one). Health locus of control beliefs are not

expected to account for any such variance in outcome (Hypothesis two).

3.2.3.2  Objective Two

Statistical tests are expected to yield varying levels of outcome prediction
between regression models. Those predicting outcome six months prospectively
are hypothesised to explain lower total R2 variance explained than those
predicting outcome three months prospectively (Hypothesis three). Additionally,
variance explained by three month predictor variables is hypothesised to be higher
than that explained by baseline variables as this initial period may be too unstable
and traumatic for accurate predictions to be made (Hypothesis four); although
quite a general hypothesis given that strength of longitudinal relationship is often
dependent on the specific nature of the variables in question, this hypothesis is
based on the findings for similar studies in the field which indicate a more general

trend toward better prediction over shorter time-periods.

3.2.3.3  Objective Three
Components of the Transactional Model are hypothesised to fluctuate with
time (Hypothesis five) and the extent and direction of change between them to be

equivalent for each theoretically associated component (Hypothesis six).

3.2.3.4  Objective Four

For the six so-called ‘hot’ cognitions (see Smith & Lazarus, 1993; Lazarus,
1991, 1999; also refer to section 1.5 for a breakdown of which cognitions this term
refers to), unique patterns of association are hypothesised between the stated
specific appraisal, core relational theme and emotion components. (Hypothesis

seven). These associations are demonstrated in figure 3.1.
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Appraisal Component Core Relational Theme Emotion Theme

Motivational
Relevance
Other-Blame Anger
Motivational
Congruence
Self-Blame Guilt
Danger/ Fear/
Other- Threat Anxiety
Accountabllity
Self- Loss/Harm/ Sadness
Accountability Helplessness
Problem Focussed Hope/
Coping Potential i ope.
ping " Optimism Challenge
Emotion-Focussed
Coping Potential
Success Happiness

Future
Expectancy

Fig 3.1. Associations between appraisal components, core-relational themes and emotion
themesfor the 'hot’cognitions

For afurther seven cognitive appraisals, uniquely significant associations are

hypothesised [by Smith & Lazarus, 1993) between the following core relational

themes and emotions [Hypothesis eight).
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Core Relational Theme

Unexpectedness

Loss/Helplessness

Lack of Concern

Self consciousness

Relevance

Irrelevance

Threat Removal

Emotion Theme

> Surprise

—» Resignation

—» Tranquility

®  Shame/Humiliation
g Interest
—» Boredom
—» Relief

Figure 3.2. Unique core-relational themes for the emotions of surprise, resignation,
tranquility, shame/humiliation, interest, boredom and relief.

Theory testing, therefore, only extends so far as to test these unique

relationships. An exploratory approach will be taken to identify which unique

appraisal components will also be associated.

Additionally, for the remaining three emotion themes described in the

Transactional Model—frustration, self-directed anger, and regret—no appraisal

components or core-relational themes are proposed in the model. Once again,

therefore, an exploratory, rather than hypothesis-driven approach will be taken to

investigate which unique cognitive patterns may precede these emotional

reactions.
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33 STUDY DESIGN

3.3.1 Overview

Limited clinical implication and application can be drawn from cross
sectional designs (see section 2.7.2.2), therefore, a longitudinal cohort study was
designed. Data were collected from newly diagnosed cancer patients by means of
questionnaire at three separate time points during treatment. Patients were
recruited from three NHS hospitals in Wales (here after referred to as Centres A, B
and C).

Most data were quantitative in nature. Predictor variables assessed were
personality, iliness appraisals, emotions, and coping. Outcome variables were
anxiety, depression and quality of life. Predictor and outcome data were collected
in arepeated measures design, at each time point. Data were also collected on
demographic and clinical variables which were identified as possible confounding
variables; this information was obtained at diagnosis only but with regard to some
clinical data, included prospective and retrospective elements. Some qualitative
data were also collected. Content analysis of these data were used to clarify and

add further meaning and depth to the main quantitative analysis.

33.2 Study Development
3.3.2.1 Funding application and research sponsorship

During the development of the protocol for this research, a successful
application for small grant funding was made to the North Wales Research
Committee. A sum of £5000 was awarded for printing costs, data collection costs,
and conference dissemination (see appendix 3.1). Sponsorship for the study and

liability cover were provided by Cardiff University (appendices 3.2 and 3.3)

3.3.2.2 Consultation with clinical teams

Before the study could begin, consultation and negotiation with each clinical
team was necessary. First, approval from the lead consultant for each cancer team
was obtained. Second, clinical nurse specialists were approached as these
individuals were proposed as the key members of the clinical team to be involved
with recruitment. Provided that both the lead consultant and nurses were willing
to assist, the research was presented to the remainder of the clinical team at one of

the weekly multidisciplinary team (MDT) meetings. MDT meetings usually consist
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of administrative staff, representatives from Trust Cancer Services, clinical nurse
specialists, surgeons, oncologists, radiologists, pathologists and members of the

palliative care team. Data collection was only possible following full MDT
approval.

3.3.2.3  Piloting of the questionnaire with service user representatives

A pilot version of the questionnaire was distributed by the local Cancer
Patient Expert Group Network via the Local Health Board. Ten patients were
consulted, all of whom had previously been treated for colorectal cancer. Each
patient was asked to complete the questionnaire and to answer a short survey
about their experience of participation. A unanimously positive opinion of the
research was obtained from the five who replied. Four out of the five conveyed
that they would have been prepared to complete it at the time points which were
proposed for this study. Two also commented that they would have found
completing the questionnaire beneficial in order to clarify their thoughts and
feelings. One commented that the results of the study would be of great value to
medical staff to increase awareness of patient emotions. No negative feedback was
received on the questionnaire layout or language used. One commented that the
questionnaire was definitely too long and that this would be off-putting. It was a
surprise that more members of the pilot group did not make comments along
these line. Although the remainder did state that it was a long and at times
complex questionnaire, the length would not have put them off participating had
they been approached whilst undergoing treatment. Of course, no comments were
received from the five pilot group non-responders and it is was possible that this
sub-group who found the questionnaire too long. Regardless, when compared
with response rates reported in the systematic review, the 50% response rate at

this stage appeared reasonable.

3.3.24 Ethics, research governance approval and honorary contracts
Whilst attending MDT meetings and piloting the questionnaire, paperwork
was completed in order to apply for NHS Ethical Approval (one multi-site
application made via COREC: The Central Office of Research Ethics Committees)
and Trust Research Governance (Research and Development / R&D) approval

(individual applications for each Trust involved). Copies of approval letters can be
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found in appendices 3.4 to 3.7. Once Ethical and Trust R&D approvals were
finalised, honorary contract applications were made. Such contracts were
required from each Trust where patients were to be recruited from, and also

permitted the use of, and data extraction from, secondary care medical records and

clinical databases.

3.3.2.5 Initial recruitment problems

The original intention was to recruit colorectal cancer patients from five NHS
Hospitals, spread across four NHS Trusts. The most current at the time incidence
rates of colorectal cancer for each Trust were obtained from the Welsh Cancer

Intelligence and Surveillance Unit (WISCU; see table 3.1)

Table 3.1. Colorectal cancer incidence in four Welsh NHS Trusts, 2002-2003. (Source:

WISCU, 2004).
Trust Hospital Incidence

2002 2003 Mean
Trust 1 Centre A 112 133 1125
Trust 2 Centre B 175 151 163
Trust 3 Centre C 117 135 126
Trust 4 Centre D 132 128 130
Trust 4 Centre E 71 86 78.5

Total 607 613 610

Projected recruitment times were calculated as follows. From the total mean
incidence across both years, an estimated 25% was deducted to account for those
diagnoses which were estimated not to match our inclusion criteria (leaving 457.5
patients). By observing response rates in similar studies identified in our early
scoping searches, we estimated a recruitment rate of approximately 40%.
Therefore, it was anticipated that 183 patients were potentially recruitable over
each year. As the sample size calculations yielded a required sample of 156
participants (see section 4.5.2), this was calculated to take approximately 10.5
months of continuous data collection. Recruitment was planned, therefore, to last
for 11 months.

Initiation of recruitment was staggered and began in Centre A. Recruitment
was initially slower with both eligibility and response rates being lower than
expected. Furthermore, an unexpected ten week delay was encountered in gaining

R&D approval and honorary contracts from the other two Trusts, primarily due to

150



long delays in the application of Criminal Records Bureau checks. Such delays are
actually common and a paper published shortly after this study was approved
indicates that 150 days is usual for R&D alone (Elwyn, Seagrove, Thorne & Cheung,
2005). Of greater concern was that even after concerted efforts (emails,
telephone calls, and in-person meetings) with clinical staff at Trust Four, this site
was dropped from the study as the clinical teams reported that high levels of
sickness absence precluded them from committing time to aid with recruitment (a
constraint of our ethical approval was that recruitment could only be done in
collaboration with the clinical team due to the practical limitations of honorary
contracts). This resulted in the loss of Centres D and E: both are in the same NHS

Trusts which would have potentially referred the highest number of patients into
the study.

3.3.2.6 Study re-design

After three months of slow referral from clinical nurse specialists and low
recruitment into the project, the design was altered. Had these changes not been
made it would have been unfeasible to complete the project within the time
limitations of a PhD. Within the first three months of recruitment, only 16 patients
were assessed as suitable for inclusion, a far lower number than originally
anticipated. Given that just 31% of these patients returned completed questions,
projected figures for total recruitment were estimated to be in excess of five years.

Care was taken to ensure that these changes were not detrimental to the
aims of the PhD or clinical applicability of the study, therefore both theoretical and
clinical issues were considered. Theoretical advice on these changes was provided
by the candidate’s supervision team, and from further review of the relevant
literature. A number of academics and NHS based clinicians were consulted,
including Dr Matthew Makin (Consultant in Palliative Medicine and Clinical Lead
for Cancer Services), North East Wales NHS Trust), Prof Nick Stuart (Professor of
Cancer Studies, North West Wales NHS Trust), Dr Simon Gollins (Consultant
Clinical Oncologist, Conwy and Denbighshire NHS Trust), and Dr Peter Rutherford
(Caldicott Guardian and Chair of the Local Ethics Committee for the North East
Wales NHS Trust).

First, the eligibility criteria were altered. Previously, recruitment focussed

only on colorectal cancer patients. However, the findings were anticipated to be
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equally relevant to all types of cancer patients. To focus on one individual cancer
site would have made analysis somewhat less complicated, however, obtaining an
appropriate sample size was a more important issue. Additionally, findings from
our systematic review demonstrated that conclusions from multi-site studies could
be equally valuable (in some cases more valuable than single-site studies due to
increased generalisability), provided that good methodology was employed.

Therefore, new inclusion criteria extended to patients with new diagnoses of
breast, prostate, and lung cancer, thus representing recruitment of the four most
commonly diagnosed cancers in the UK (CRUK, 2008). Including other diagnoses
also had the advantage that comparisons could be drawn between patients with
different types of illness. Although attrition by mortality was expected to be
substantially higher in lung cancer (and therefore, far fewer were expected to
reach the final follow-up) exclusion of this largely understudied patient population
based on mortality alone could not be justif<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>