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Facilitation of Self-Transcendence
in a Breast Cancer Support Group: i

Doris Dickerson Coward, RN, PhD

Purpose/Objectives: To pilot a second support group intervention
study promoting self-transcendence perspectives and activities and to
document changes over time in well-being in support group participants
compared with nonparticipants.

Design: Quasiexperimental, partial randomization, preference trial
design.

Setting: An urban breast cancer resource center established by sur-
Vivors.

Sample: 41 women with newly diagnosed breast cancer were re-
cruited, and 39 completed the study. 22 women participated in three in-
tervention support groups; 17 were in a comparison group.

Methods: The intervention was an eight-week, closed support group
based on self-transcendence theory. Data were collected three times
during 14 months.

Main Research Variables: Support group intervention, self-tran-
scendence, and emotional and physical well-being.

Findings: The intervention group had lower scores than the compari-
son group on self-transcendence and well-being variables at baseline
(time [T] 1). Scores were higher for both groups postintervention (T2),
with no differences between groups. One year postintervention (T3),
intervention group scores again were lower than comparison group
scores. Intervention group T3 scores were unchanged from T2.

Conclusions: Most potential participants were unwilling to risk being
randomized into a nonpreferred group. Activities based on self-transcen-
dence theory were associated with expanded perspectives and activities
and an improved sense of well-being in support group participants at the
end of the intervention, but not one year later. Findings from the pilot stud-
ies informed a study currently in progress.

Implications for Nursing: Nurses should maintain awareness of lo-
cal resources for support and make that information available to women
when they are newly diagnosed with breast cancer, during their treat-
ment, and later.

group for women newly diagnosed with breast cancer.

The first study, a pre-experimental design, explored
feasihility and patterns of effectiveness of a support group de-
signed to facilitate self-transcendence perspectives and activi-
ties (Coward, 1998). Those findings were used to strengthen
recruitment and retention procedures, enhance the interven-
tion, and explore additional ways to assess intervention effec-
tiveness. The primary purposes of the second study were to
implement the intervention with a larger sample of women
and to compare women participating in the intervention with
women not participating. Findings from both pilot studies
provided direction for a study currently in progress of 200
women newly diagnosed with breast cancer.

T his article describes a second pilot study of a support

Key Points. . .

0 Self-transcendence perspectives and behaviors are associated
with a sense of well-being and mental health in studies of
physically healthy people and people with life-threatening
illnesses.

0O Women with newly diagnosed breast cancer who maintain or
develop self-transcendence perspectives and behaviors related
to their diagnosis and treatment may report better physical and
emotional well-being.

O Self-transcendence perspectives and behaviors may be facili-
tated in women newly diagnosed with breast cancer through
peer support group activities that are based on self-transcen-
dence theory.

O Findings from this pilot study indicate that women benefit from
breast cancer peer support resources during their time of initial
diagnosis and treatment and that they should be assessed for
continuing need for similar resources post-treatment.

Theoretical Framework

The investigator’s program of research is based on a self-
transcendence theoretical framework described in the report
of thefirst study (Coward, 1998). Self-transcendencerefersto
the capacity of peopleto reach out beyond personal concerns
to take on broader life perspectives and activities. Reed
(19914, 1996) viewed self-transcendence as a devel opmental
capacity realized and elaborated from experiences that con-
front people with mortality and immortality through the pro-
cess of aging or through encounterswith iliness and loss. Piv-
otal life events, such asacancer diagnosis, challenge people’s
previoudly held beliefs about themselves and their placein the
world. Such events are potential turning points because
choices made within the context of such events may have far-
reaching consequences in terms of changed priorities and
finding new purposes for life (Coward, 1997).
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For most people, acancer diagnosisinitiates aperiod of spiri-
tual disequilibrium. When a newly diagnosed person reaches
out for information and support in an attempt to restore a sense
of equilibrium, connections made through reaching out may
lead to new opportunities and resources that promote expansion
of previous salf-conceptual boundaries and result in new behav-
iors. Thisexpanded view of self and engagement in new activi-
ties (characteristics of self-transcendence) help the person re-
store a sense of purpose and meaning for hisor her life.

Thetraditional purpose of cancer support groupsisto convey
basic information about cancer and cancer treatment, provide
emoational support, and improve coping mechanisms (Cella &
Y ellen, 1993). Although some participantsin traditional cancer
support groups experience expanded self-conceptua boundaries
and learn to engage in new behaviors, the investigator hypoth-
esized that if self-transcendence views and behaviors were con-
sciously encouraged within group sessions, an increased sense
of self-transcendence would result in an improved sense of
physical and emotional well-being in participants.

Literature Review

Recent reviews of studies of psychosocial interventions
with people with cancer synthesized an accumulation of evi-
dencethat avariety of interventionsresult in benefits such as
emotional and functional adjustment and improvement in
treatment- or disease-related symptoms (Fawzy, Fawzy,
Arndt, & Pasnau, 1995; Meyer & Mark, 1995; Trijsburg, van
Knippenberg, & Rijpma, 1992). Beneficial interventionsin-
cluded informational programs, behavioral training, and indi-
vidual and group psychotherapy. Meyer and Mark suggested
that the cumulative evidence was strong enough to end the
guestioning of whether cancer psychosocial interventions
were effective and begin exploring the mechanisms behind
the beneficial outcomes.

Findings from three experimental design cancer support
group studies provide clues to the mechanisms behind benefi-
cia intervention outcomes (Fawzy et d., 1990; Spiegel, Bloom,
& Yaom, 1981; Telch & Telch, 1986). Telch and Telch re-
ported that people in a control support group that did not in-
clude coping skills training (n = 13) did not adjust as well to
their illness as people in a support group that included coping
skillstraining (n = 14). Control support group sessions covered
basic information about cancer and cancer care. Experimental
group sessions covered basic information but also included
problem solving, strategies for enhancing communication, and
pleasant activity planning. Spiegel et al. (1981) reported im-
proved mood and increased coping in 50 women with advanced
breast cancer, compared with 36 controls not participating in
the one-year therapy support group. I ntervention focuswas on
support (i.e., sharing of fears and concerns and improving re-
lationships with friends, family, and physicians). Fawzy et a.
(1990) reported that 34 patients with malignant melanoma par-
ticipating in a six-week structured support group, compared
with 34 control subjects, were less distressed and used more
coping strategies for aslong as six months after the group ses-
sions. Theintervention consisted of education, stress manage-
ment, problem solving, and psychological support.

Hawks, Hull, Thalman, and Richins (1995) discussed the
work of Spiegel et al. (1981) and Fawzy et a. (1990) in regard
to meaning and purposein life, self-awareness, and connected-
ness with self, others, and a higher being. They concluded that

group support (encompassing topics such as coping with dying,
life projects, realigning social networks and family support,
symptom control, and doctor-patient relationships) had a spiri-
tual effect that, in turn, affected emotional and physical well-
being. An associate of Spiegel et a. (1981), in arecent book on
group therapy for medically ill patients, discussed illnessasan
opportunity for personal growth and described supportiveinter-
ventions using spiritua and existentia techniques (Spira, 1997).
Telch and Telch' s (1986) successful intervention also centered
on the personal growth activities of problem solving, commu-
nication enhancement, and pleasant activity planning. These
observations support the notion that self-transcendence views
and behaviors can be promoted within a cancer support group
setting and that such views and behaviors may help to restore
spiritual equilibrium in people whose sense of life purpose and
meaning has been disrupted by a cancer diagnosis.

Numerous nonexperimental studies have reported an asso-
ciation between self-transcendence views and behaviors and
indicators of well-being and mental health in patients with
cancer, peoplewith HIV or AIDS, healthy adults, and the eld-
erly (Coward, 1990a, 1990b, 1991, 1995, 1996; Coward &
Lewis, 1993; Leidy, 1994; Mellors, 1999; Mdllors, Riley, &
Erlen, 1997; Reed, 1986, 1989, 19914). Findings from de-
scriptive and correlational studies were supported in pre-ex-
perimental support group intervention studies (Coward, 1998;
Young & Reed, 1995).

Not all cancer support group studies demonstrated interven-
tion effectivenessin reducing distress. Samarel, Fawcett, and
Tulman (1997) reported on the effect of adding a significant
other coach within atraditional cancer support group for
women newly diagnosed with early-stage breast cancer. One
hundred eighty-one women participated (n = 58, support
group with coaching; n = 64, support group without coaching;
n =59, no support group). The eight support group sessions
covered cancer care, stress management, effective communi-
cation, and problem solving for effectiveliving. In contrast to
the findings of the other studies, Samarel et a. found no dif-
ferences in emotional distress among the three groups at
baseline or 8 or 16 weeks later.

In summary, numerous studies have supported the benefits
of psychosocial interventions for people with cancer. The
mechanisms behind those benefits are not well-understood. The
diagnosis and treatment of cancer initiates a period of spiritual
disequilibrium, resulting in the need to reach out beyond usual
resources for information and support. Group support that in-
cludes topics such as feelings management, communication,
and finding new purposes and meaning from living with can-
cer may facilitate an expanded view of oneself, engagement in
new behaviors, and an improved sense of well-being.

Methods

Design and Objectives

The study was a quasiexperimental pre/postintervention de-
sign with an additional measurement one year after the inter-
vention. Theintervention was specificaly designed to facilitate
salf-transcendence perspectives and behaviors that would en-
hance emotional and physical well-being. This second test of
theintervention was expected to provide important information,
enabling further refinement of the intervention and procedures
relevant to participant recruitment and retention, data analyses,
and other aspects of the research plan. Specific amswereto
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» Compare responses over time to items on structured self-
report measures assessing self-transcendence and well-be-
ing in women with newly diagnosed breast cancer partici-
pating or not participating in a support group where
self-transcendence perspectives and activities were con-
scioudly facilitated.

» Describe the lived experiences of self-transcendence that
provided purpose, meaning, and a sense of connectedness
within the context of being diagnosed with breast cancer or
recurrence.

» Examine the congruence between experiences of self-tran-
scendence described by women and their responsesto items
on the measures assessing sal f-transcendence and well-be-
ing.

This article presents the findings from the first aim. The
findings from the second aim were reported previously (Cow-
ard, 20014, 2001b). Analyses related to the third aim are not
yet completed.

Setting and Recruitment Procedures

The intervention setting was a survivor-established breast
cancer resource center (BCRC). Thefirst two support groups
held at the center in early 1996 were the pre-experimental
groups reported by Coward in 1998. The support group ses-
sionsin this article were conducted in late 1996 and 1997.

The study assessed the use of a partially randomized prefer-
encetria design (Coward, 2002). The design was proposed by
Brewin and Bradley (1989), who argued that simple random-
ized designs might not be suitable to evaluate participative in-
terventions because participant motivation can lead to underes-
timating the effectiveness of the intervention. They proposed
that accommodating people with strong preferencesfor partici-
pation or nonparticipation in the intervention and randomizing
the other subjects would enable evaluation of the intervention
plus the additional influence of motivational factors.

Theinvestigator obtained permission from theinstitutional
human subjects’ protection review board before beginning
subject recruitment. Options for intervention support group
participation or nonparticipation were explained to the 48
women referred to the investigator from local oncology prac-
tices and the BCRC. Of the 41 women who agreed to partici-
pate, 6 were willing to be randomized. Two women who ini-
tially wanted to be in the support group dropped out of the
study after attending one or two sessions. The final sample
was 39 women, 22 receiving the intervention and 17 not re-
ceiving the intervention.

The Intervention

The eight-session intervention support group met weekly for
90 minutes at the BCRC. Theintervention details are fully de-
scribed in the report of thefirgt pilot study (Coward, 1998). The
samethreefacilitators (i.e., an oncology clinical nurse special-
ist, abreast cancer survivor, and apsychotherapist) led all three
intervention support groups. Table 1 presents the theoretical
rationale for the activities implemented during the sessions.
Activities at each session were chosen from discussion with
participants early in that session or in a previous session. All
activities described in Table 1 were implemented at least once
during the eight sessions. Women were encouraged to share
individual experiences and associated emotions (negative and
positive) related to their cancer and to use their experiencesand
emotions to help address their own and others' concerns.

Data-Collection Procedures

All study participants completed a packet of paper-and-
pencil instruments at three time points. Ten participants (five
each from the experimental and comparison groups) also pro-
vided narrative data about specific experiences that hel ped
them to feel better within the context of having breast cancer.
Data were collected at the time of enrollment into the study
(time[T] 1), within amonth after the end of the support group
sessions (T2) for women in the experimental group (two to
three months after baseline data collection for the comparison
group), and again 12 months after T2 data collection (T3).

Instruments

Self-Transcendence was assessed with two scales. The
Self-Transcendence Scale (STS) (Reed, 1989) consists of 15
items of activities and perspectives indicative of expanded
self-boundaries. This graphic rating scale contains response
categories ranging from 1 (not at all) to 7 (very much). Item
scores are totaled to obtain a potential range of scores from
15-105, with higher scoresreflecting more expansion of self-
boundaries. Coward (1990b) documented evidence for the
validity of the STS in women with breast cancer. The Pur-
pose-in-Life Test (PIL) (Crumbaugh & Maholick, 1964)
measures the extent to which people have found meaningful
goals around which to organize their lives. Scores range from
1-7 in this 20-item Likert-type scale. Item scores are totaled
to obtain a potential range of 20-140, with higher scores re-
flecting more purpose and meaningful goals. Evidence for
construct validity of the scale was documented using the
known groups technique (Crumbaugh, 1968; Crumbaugh &
Maholick, 1981). The scale has been used in studies with
people with cancer (Coward, 1998; Lewis, 1982; Taylor,
1993).

Emotional well-being was defined as an aspect of qual-
ity of lifein which aperson perceives acurrent level of hap-
piness (affective well-being) and cognitive satisfaction with
life (cognitive well-being). Affective well-being was as-
sessed by two scales, the Affect Balance Scale (ABS)
(Bradburn, 1969) and the short form of the Pr ofile of M ood
States (POMS) (McNair, Lorr, & Droppleman, 1992). The
ABS s afive-item scale of positive affect and a five-item
scale of negative affect, and the total scoreisthe difference
between the two subscales. The response categories for the
itemsrange from O (not at all) to 3 (often). Studies have sup-
ported the validity of the scale, particularly for evaluating
mood over time (Diener & Emmons, 1985; Warr, Barter, &
Brownbridge, 1983; Zevon & Tellegen, 1982). The scale has
been used in previous studies with women with breast can-
cer (Coward, 19903, 1998; Gotay, 1985; Northouse, 1989).
The POMS short form is a checklist of 30 adjectives such as
fatigued, efficient, vigorous, and lively. The response cat-
egoriesarein Likert format, ranging from 1 (not at all) to 5
(extremely). The total scale score isthe sum of the tension,
depression, anger, fatigue, and confusion subscales with the
vigor subscal e subtracted from that sum. Higher total scores
indicate more mood disturbance. The scale developers pre-
sented evidence for content and construct validity (McNair
et al.). The POMS has been used in numerous studies with
women with breast cancer (Coward, 1998; Lauver & Tak,
1995; Miaskowski & Dibble, 1995; Pistrang & Barker,
1995; Samarel et a., 1997.)
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Table 1. Activities Implemented in the Intervention Support Group Sessions

Activity

Rationale

Sources

Orientation to setting re-
sources (print and me-
dia materials and com-
puter databases)

Relaxation training

Assertive communication

skills

Values clarification

Problem solving

Brief educational compo-
nent

Constructive thinking and
self-instructional training

Feelings management

Pleasant activity planning

Information access leads to knowledge of options for treatment and treatment manage-
ment, facilitates decision making, and frees energy for development of transcendence.
During the process of using the breast cancer resource center, women also gain manual
skills, develop skill in communicating their needs, and have opportunity for increased
contact with other women with breast cancer who are at the center.

The practice of relaxation techniques at the beginning of a session helps women relax and
center their thoughts for group discussion. Relaxation techniques learned at the ses-
sion also may be useful for dealing with stress, pain, and insomnia (common concerns
while undergoing treatment for cancer).

Assertive communication is an honest and direct way to express thoughts and feelings.
Assertive communication can be learned. People with cancer may face many new
situations and people with whom they must discuss thoughts and feelings that are
difficult to express. Being able to express yourself leads to more successful commu-
nication and has the potential for promoting a greater sense of connectedness with
others.

Exploring beliefs can lead to positive changes in thoughts and feelings. Developing a
healthy personal meaning may involve working through negative feelings about can-
cer and lead to an expanded view of illness.

Identification of common problems and brainstorming solutions lead to sharing of emo-
tions and insights. Sharing of emotions and insights leads to an expanded view of self
and greater sense of connectedness.

Topics (chosen by group during the previous session) such as coping with specific side
effects, nutritional therapy, and stem cell transplants increase knowledge and provide
a focus for group discussion. Such information facilitates decision making and frees
energy for sharing and making connections with others.

Understanding the reciprocal nature of thoughts, feelings, and behavior leads to aware-
ness that changing destructive thought patterns can profoundly affect feelings and
behavior. A person can achieve cognitive control through learning to avoid negative
thinking and learning to use constructive self-talk.

Identifying and clarifying feelings may be the first step toward constructive thinking and
behavior change.

Enjoyable activities can be shared with others and are a means to stimulate pleasant

Fawzy & Fawzy, 1994; Samarel &
Fawcett, 1992

Braden et al., 1990; Spiegel &
Spira, 1991; Telch & Telch,
1986

Anderson, Nowacek, & Richards,
1988; Spiegel & Spira, 1991

Braden et al., 1990; Telch & Telch,
1986

Braden et al., 1990; Spiegel &
Spira, 1991

Braden et al., 1990; Fawzy &
Fawzy, 1994; Telch & Telch,
1986

Braden et al., 1990; Spiegel &
Spira, 1991; Telch & Telch, 1986
Grassman, 1993; Telch & Telch,

thoughts and feelings.

1986.

Cognitive well-being, the second component of emotional
well-being, was assessed by the Cognitive Well-Being Scale
(CWB) (Coward, 1990a), based on work by Campbell, Con-
verse, and Rodgers (1976). The score on the CWB is calcu-
lated as the mean of the total score of two similarly worded
phrases placed in different sections of the questionnaire. Sub-
jects rate their satisfaction with life in general on a graphic
rating scale ranging from 1 (completely dissatisfied) to 7
(completely satisfied). The potential range of scoresis 17,
with a higher score reflecting more satisfaction with life. The
CWB has been used with women with breast cancer (Coward,
1990z, 1998).

Physical well-being refersto functional ability and degree
of distress from cancer and treatment-related symptoms.
Functional ability is the degree to which a person is able to
maintain role function and self-help activities, as measured by
therevised Karnofsky Performance Scale (KPS) (Grieco &
Long, 1984). The KPS has been used since 1948 as ameasure
of functional status and quality of lifein patients with cancer
(Karnofsky, Abelmann, Craver, & Burchenal, 1948). The
scale has shown acceptable test/retest and inter-rater reliability
(Adams, Britt, Godding, Khansur, & Bulcourf, 1995). More
specific anchors for each level of functioning on the revised
version make it more accurate and discriminating among sub-
jects than the original KPS. The range of scores used in this
study was 21 (unable to care for self) to 100 (normal func-

tional ability). Participantsrated themselves on the instrument.
Symptom distressisthe degree of physical suffering experi-
enced from cancer or cancer treatment measured by the
Symptom Distress Scale (SDS) (McCorkle & Young, 1978).
The SDSis a 10-item self-report scale rating nausea, mood,
appetite, pain, mohility, fatigue, bowel pattern, concentration,
appearance, and insomnia with response categories ranging
from 1 (no change or difficulty) to 7 (symptom could not have
been worse). The scaleis scored by totaling the score on each
item for a potential range of 10-70, with higher scores indi-
cating more distress. The content validity of this scale for
people with cancer has been supported in numerous studies
(McCorkle, 1987). It has been used with women with breast
cancer (Coward, 1990a, 1991, 1998; Samarel et al., 1997).
A socia support measure was included in the questionnaire
packet to assess whether support available from other sources
was related to motivation and attendance at a cancer support
group. The Personal Resour ces Questionnaire 85—Part 2
(PRQ) measured the degree of perceived support from others,
the opportunity to give and receive assistance from others, and
the opportunity to discussfeelings (Brandt & Weinert, 1981).
The scale consists of 25 itemson aLikert scale, ranging from
1 (strongly disagree) to 7 (strongly agree). The potential range
of scoresis 25175, with higher scores reflective of more sup-
port resources. Construct validity and lack of socia desirabil-
ity response bias were supported by Weinert (1987). The scale
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was used previously in two studies of women with breast can-
cer (Coward, 19903, 1998). Table 2 presents reliability coef-
ficients for all of the study instruments obtained at the three
data-collection time points in this study.

The demographic form used in the first pilot study was
modified to better assess participants' current treatment status,
stage of disease, and developmental stage at diagnosis. An
additional item assessed factors preventing women from us-
ing the resources at the BCRC, including participation in a
BCRC support group. For women in the intervention group,
minutes of attendance at support group sessions were re-
corded.

Results

Sample

Table 3 presents the background characteristics of the ex-
perimental and comparison groups. No statistically signifi-
cant differences were found between groupsin most demo-
graphic and disease variables. Women in the experimental
group were younger, ranging from 35-64 years of age, com-
pared to 35—77 years in the comparison group. More women
in the experimental group lived with a spouse and children,
had breast reconstructive surgery, and were receiving hor-
mone therapy. Participants were not restricted in accessing
other community cancer support groups because denying
that opportunity for afull year to women newly diagnosed
with breast cancer would have been unethical. Equal num-
bers of women (seven in each group) reported participation
in another cancer support group. Greater effort in recruiting
minority participants for this second pilot study resulted in
four minority participants compared to none in the first
study.

Measures

Questionnaire data were entered in SPSS® (SPSS Inc., Chi-
cago, IL) and analyzed using descriptive statistics and t test,

Table 2. Study Instruments and Reliabilities

Reliability Alpha

Instrument Author Time1 Time2 Time3

Self-Transcendence Reed, 1991a 0.87 0.83 0.84
Scale

Purpose-in-Life Crumbaugh & Maholick,  0.90 0.87 0.88
Test 1964

Affect Balance Bradburn, 1969 0.83 0.60 0.71
Scale

Profile of Mood McNair et al., 1992 0.95 0.94 0.93
States

Cognitive Well- Coward, 1990b 0.492 0.762@  0.68?
Being Scale

Symptom Distress  McCorkle & Young, 1978 0.90 0.83 0.93
Scale

Karnofsky Perfor-
mance Status

Personal
Resources
Questionnaire

Karnofsky et al., 1948 - - _

Brandt & Weinert, 1981 0.88 0.92 0.93

2 Pearson’s correlation

Table 3. Study Participant Characteristics by Group

Experimental
Group (n = 22)

Comparison
Group (n=17)

Variable X SD X SD
Age (years)** 46.1 7.1 51.8 11.4
Education (years) 17.5 3.4 16.1 3.4
Months since diagnosis 2.9 1.9 3.7 3.0
n % n %
Religion
Protestant 13 59 14 82
Catholic 3 14 1 6
Jewish 1 5 0 0
None 5 23 2 12
Race
Caucasian 20 9 15 88
African American 0 0 1 6
Hispanic 1 5 1 6
Asian 1 5 0 0
Treatment
Mastectomy and reconstruction®* 12 55 3 18
Mastectomy 16 73 10 59
Lumpectomy 6 27 6 35
Radiation therapy 6 27 6 35
Chemotherapy 16 73 11 65
Hormone therapy®* 8 36 1 6

Financial status

Quite secure 3 14 1 6
Comfortable 9 41 8 47
Okay 7 32 7 4
Marginal 1 5 0 0
Poor 2 9 1 6
Physical health status
Very good 4 18 5 29
Good 11 50 7 41
Some disability, but doing okay 7 32 5 29
Living arrangement
Alone 5 23 6 35
Spouse or partner 3 14 5 29
Spouse and children®* 13 59 3 18
Other 1 5 3 18
a1 test
b chi-square
*p<.05

chi-sguare, repeated measures analysis of variance (ANOVA),
analysis of covariance (ANCOVA), and regression analyses.
Table 4 presents the means and standard deviations of the
experimental and comparison groups and results of t tests on
the self-transcendence, emotional well-being, physical well-
being, and social support mean scores for the three data-col-
lection time points. At baseline (T1), the comparison group
obtained more positive scores on all study measures, with sta-
tistically significant differences between groups on one self-
transcendence measure (STS) and one affective well-being
measure (ABS). Experimental group scores improved at the
end of the support group intervention, whereas the compari-
son group remained the same. Thusat T2, no statistical differ-
ence was found between groups on any study measure. At T3,
the comparison group obtained statistically significantly more
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Table 4. Experimental Group and Comparison Group Means and T Test Results

Time 1 Time 2 Time 3
Scale and Group X SD t p X SD t p X SD t p
Self-Transcendence Scale -2.270 0.03 -0.58 0.57 -2.13 0.04
Experimental group 73.9 12.3 80.6 9.3 80.9 11.0
Comparison group 83.1 12.8 825 1.7 87.6 8.1
Purpose-In-Life Test -1.620 0.11 -1.09 0.28 -2.13  0.04
Experimental group 107.4 14.9 110.0 12.2 109.7 13.1
Comparison group 115.2 15.4 114.5 12.9 118.1 11.0
Affect Balance Scale -2.240 0.03 -0.30 0.77 -2.32  0.03
Experimental group 18.2 5.7 20.5 49 20.5 4.6
Comparison group 21.8 3.8 21.0 4.5 23.5 3.3
Profile of Mood States 1.630 0.11 0.49 0.63 232 0.03
Experimental group 43.4 23.5 33.6 19.4 35.2 21.4
Comparison group 31.3 22.2 30.4 21.6 20.9 15.6
Cognitive Well-Being -1.350 0.19 -0.82 042 -3.17 0.00
Experimental group 4.5 1.0 49 11 49 1.0
Comparison group 4.9 1.0 5.2 1.3 5.8 0.7
Symptom Distress Scale 0.285 0.78 0.60 0.55 -0.03 097
Experimental group 32.3 10.7 29.9 8.6 26.5 12.4
Comparison group 311 15.6 27.9 12.0 25.6 15.7
Karnofsky Performance Status -0.260 0.80 0.20 0.84 013 0.90
Experimental group 77.5 12.6 13.3 86.0 16.1
Comparison group 78.5 121 14.7 85.4 13.8
Personal Resources
Questionnaire -0.820 0.42 -0.75 0.46 -1.33 0.19
Experimental group 147.0 21.5 147.5 25.6 140.9 26.2
Comparison group 152.3 17.6 152.9 17.6 151.0 19.0

positive scores on all of the self-transcendence and emotional
well-being measures. Physical well-being measure scores did
not differ significantly between the two groups at any time
point. Both groups of women improved over time in their
functional ability and reported less distress from symptoms
related to cancer and cancer treatment.

Repeated measures ANOV A assessed group changes over
time in mean scores on the study measures. No evidence was
found of main effect for group or group by time for any vari-
able. Significant positive change over time occurred for both
the experimental and comparison groups on the STS (F =
4.36, p = 0.02), POMS (F = 3.16, p = 0.05), CWB (F = 6.04,
p =0.004), SDS(F=3.14,p=0.05), and KPS(F=7.18, p=
0.001).

Because of the large difference in mean scores among
groups at baseline, T1 scoreswere used as covariatesin addi-
tional repeated measures ANCOVA. Preliminary analyses
indicated that the equal slopes assumption for ANCOVA was
justified. A main effect for group was found on one variable
only: T3 scores on the CWB (F = 7.96, p = 0.008), with the
comparison group reporting more satisfaction with life across
all three time periods.

The T2 experimental group scores on self-transcendence
variables and emotional well-being variables were re-
gressed on T1 scores plus the minutes of attendance vari-
able. Although minutes of attendance ranged from 180-
750, minutes of attendance at group sessions had no linear
effect on any T2 measure total score. When regressing T3
scores on the T1 score for each measure plus minutes of
attendance, only the PIL was affected by minutes of atten-
dance. However, minutes of attendance accounted for only
0.13 of an R? of 0.48 (adjusted R? = 0.43). Additionally,

minutes of attendance at the support group sessions were
not associated with scores on the PRQ at any data-collec-
tion time point.

Using entire sample data, few correlations were statistically
significant among background variables and study measures.
Older age was weakly related to higher scores on the T1 self-
transcendence measures (age and STS, r = 0.37; ageand PIL,
r = 0.35). Weak correlations were found between |ess secure
financial status at T1 and most study measures (r = 0.32—
0.41). Analyses also were conducted on the entire sample to
determine patterns of relationships among the self-transcen-
dence and well-being variables. Bivariate correlations at all
three time pointsindicated, as were expected, strong relation-
ships between the two self-transcendence measures (STS and
PIL, r = 0.78-0.85), between the two physical well-being
measures (SDS and KPS, r = 0.54-0.63), and among the three
emotional well-being measures (ABS, CWB, and POMS, r =
0.56-0.79). Moderate to strong relationships (r = 0.48—0.82)
were found between each self-transcendence measure and
each emational well-being measure. The few weak to moder-
ate significant correlations among self-transcendence mea-
sures and physical well-being measures (r = 0.32-0.48) indi-
cated that self-transcendence views and activities were not
strongly associated with women’ s functional status or degree
of symptom distress.

Discussion

Although the sample for this pilot study was small, the
study findings supported previous correlational research
and provided direction for the investigator’s current re-
search.
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Recruitment and Retention

Twenty-three of the 41 women who agreed to participate in
the study did so because they wished to participate in asupport
group at the BCRC; 12 women did not want a support group at
that time, and 6 were willing to be randomi zed. Because so few
women were willing to be randomized into groups, this study
could not compare the influence of motivationa factors on the
outcome measure scores. The experience of selecting and
implementing the partially randomized preferencetria design
is discussed in a separate article (Coward, 2002).

Although two women in the intervention group dropped
out early in the study, all other participants completed the
study. Retention of participants was enhanced by continued
personal contact with the investigator or volunteer staff at the
BCRC. The few study participants not otherwise in contact
with theinvestigator or the BCRC staff received a*just check-
ing on you” phone call from the investigator between the T2
and T3 data-collection points.

An unanticipated problem in this study was the amount of
time and effort needed for recruitment of participants. Al-
though the study timeline designated two support groups over
four months, three groups over a seven-month period were re-
quired. As aresult, awider advertising campaign and longer
length of time for recruiting study participants and conduct-
ing support groups was planned for the next support group
intervention project.

Facilitation of Self-Transcendence Perspectives

Activities implemented within the support group sessions
were designed to help participants expand their perceptual
boundaries inwardly through introspection, outwardly through
concern and care for others, and temporally by using past ex-
periences and hopesfor the future to enhance their present situ-
ations. Theinvestigator believed that women newly diagnosed
with breast cancer participating in the intervention would im-
prove more on measures of self-transcendence and well-being
than women not participating. The findings of this study some-
what support that hypothesis. All women in the pilot study im-
proved on self-transcendence scores over the 14 months of the
study. At baseline, women in the comparison group had higher
scores on measures of self-transcendence than the experimen-
tal group. Because women in the experimental group improved
on those measures to where no difference existed between
groups at the end of the intervention, the intervention was suc-
cessful. However, women in the experimental group did not
continue to improve after the gains they made during support
group sessions. One year later, the comparison group had the
more positive scores in self-transcendence.

Most women in the experimental group self-selected that
group. The investigator could randomize only six potential
participants, most women expressed a strong preference for
participation or honparticipation in a support group. The study
findings may indicate that women choose to participate in
breast cancer support groups because they feel the need for a
placeto discussthe effects of breast cancer on their lives. Dur-
ing the experimental group sessions in this pilot study, many
women revealed that their family members and friends did not
let them talk about their fears of recurrence and dying or listen
to their worries about what would happen if they were not able
to do the things that were important to them. Improvement in
their scoresimmediately postintervention may reflect the sense
of community and shared problem solving fostered in their

support group. The finding that the comparison group did bet-
ter than the intervention group one year postintervention may
indicate that the women preferring the support group needed an
intervention lasting more than eight weeksto maintain the gains
they made in sdlf-transcendence views and behaviors.

Interestingly, the amount of timeindividual women spentin
attendance at group sessions did not affect their scores on self-
transcendence or any other study measure. Perhaps quality of
time had more influence than quantity in terms of effect onthe
study variables. Group members missing asession usualy were
checked on viae-mail or telephone by other support group par-
ticipants. Contact among members outside of group sessions
was encouraged as ameans to strengthen bonds that would fa-
cilitate problem sharing and expansion of self-conceptual
boundaries. Unfortunately, data on frequency and quality of
outside contacts among dl study participants were not collected.

Although women in the experimental group had improved
scores on emotional well-being measures after the interven-
tion, the comparison group had significantly higher scoreson
all three emotional well-being measures at the end of the
study. As suggested earlier, women in the intervention group
might have benefited more from an ongoing peer support in-
tervention than from one that lasted only eight weeks.

No differences were found between the experimental and
comparison groups on the two physical well-being measures at
any data-collection point. That both groupsimproved over time
infunctional ability and reported less distress from cancer and
cancer trestment indicated that the intervention did not affect
functioning or fedling better. Two other recent nursing interven-
tion studies with women with breast cancer reported similar
findings related to functional ability and symptom experience
(Badger, Braden, & Mishel, 2001; Samard et ., 1997). Such
findings suggest that perception of physical well-being isinflu-
enced by something other than nursing interventions to assist
women in managing the effects of breast cancer and treatment.
The adverse effects of a cancer diagnosis and treatment on
physical well-being may be resolved more asafunction of time
beyond treatment than from a nursing intervention.

Support for Self-Transcendence Theory

The moderate to strong correlations found between emo-
tional well-being measures and self-transcendence measures
in the total sample are similar to the association of self-tran-
scendence with mental health variables found in previous
studies (Coward, 1990a, 1990b, 1991, 1995, 1996, 1998;
Coward & Lewis, 1993; Leidy, 1994; Mdllors, 1999; Mellors
et al., 1997; Reed, 1986, 1989, 1991a). These study findings
add additional support for Reed’s (1991b, 1996) emerging
nursing theory of self-transcendence.

The association of older age with stronger self-transcen-
dence views and behaviors in this study is congruent with
Reed’ s notion that self-transcendence is a developmental phe-
nomenon and with the findings of studieswith healthy adults
(Coward, 1996; Reed, 1991b). Older adults are expected to
have had more opportunity to adopt perspectives and behav-
iors associated with reaching out to others and acceptance of
increasing physical frailty. Conversely, apositive relationship
between older age and higher scores on the STS was not
found in women with advanced breast cancer (Coward, 1991)
or in a population of people with HIV (Mellors, 1999). Per-
haps changes in perspective and behavior can occur at any age
in people for whom lifeitself is at issue.
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Weak to moderate correlations among physical well-being
measures and self-transcendence indicate that, although most
relationships became stronger over time, little association
existed between self-transcendence views and behaviors and
role functioning or symptom distressin this sample of women
who were newly diagnosed. Although other psychosocial can-
cer intervention research (Fawzy et al., 1993; Spiegel, Bloom,
Kraemer, & Gottheil, 1989) has produced evidence that
changesin personal perspectives can result in improved func-
tional ability (aswell aslengthened time to cancer recurrence
and improved length of survival), no evidence for that asso-
ciation was found in this study.

Conclusions

The findings of the study provide preliminary support for
promotion of self-transcendence views and behaviors within
a breast cancer support group but indicate that the new per-
spectives and behaviors may not be maintained after the end
of group sessions. The fact that scores on self-transcendence
and emotional well-being measures were lower at baselinein
the experimental group participants, most of whom had se-
lected to be in the experimental group, supports the conclu-
sion that such women knew they needed to reach out for in-
formation and support they were not receiving elsewhere.
Because they did not maintain the gains they made during the
l[imited number of group sessions, such women may need
access to supportive interventions for amuch longer period of
time or to a different type of intervention such as individual
counseling or medication.

An important aspect of the study was the increased re-
cruitment of low-income participants associated with arelo-
cation of the BCRC with outreach to a city hospital breast
cancer clinic. Thisresulted in two benefits: The center was
able to provide group support for more women, and the
study findings became generalizable to a more diverse group
of women.

Implications for the Intervention Study
Currently Being Conducted

Only women who wish to participate in a support group are
recruited for the author’ s National Institutes of Health-funded
study currently being conducted. Women are randomized into
the intervention support group or a standard care support
group of their choice. This procedure limits generalizability to
only women who are interested in being in a support group
but does control for motivation to participate in a cancer sup-
port group.

A socia support variableis not assessed in the new study.
Perceived social support was similar for al pilot study partici-
pants at baseline, indicating that women’s choices for or
againgt participation in the study support group were unrelated
to emotional, financial, and instrumental support available
from family, friends, and professionals. An additional reason
for deleting a social support measure was that perception of
support was unchanged over time in women in both pilot stud-
ies. A second measure, ABS, was deleted because scores on
that measure were redundant with POM S scores in both pilot
studies.

Women in the pilot support groups reported that practice
discussing difficult topicsin group sessions helped them com-

muni cate better with their significant othersin regard to breast
cancer and treatment implications. The Dyadic Adjustment
Scale (Spanier, 1976), previously used with breast cancer
populations (Carter, Carter, & Siliunas, 1993; Lewis, Woods,
Hough, & Bensley, 1989; Ptacek, Ptacek, & Dodge, 1994),
has been added to tap potentia change in communication with
significant others as aresult of the intervention.

Implications for Oncology Nurses

During the recruitment phase of the pilot studies, most po-
tential participants expressed clear preferences regarding sup-
port group participation at that particular time during their
breast cancer diagnostic or treatment phase. Some women
wanted immediate support; others were too overwhelmed at
first to make a commitment to support group participation.
Oncology nurses may best assist women by making them
aware of the various community support resources, not just at
the time of diagnosis, but throughout the treatment period and
beyond.

Women'sindividual needsfor support may vary depending
on current supportive resources, time available for activities
other than treatment and work commitments, and even the
severity of treatment side effects. Not all women wish or are
ableto avail themselves of asupport group, even if an appro-
priate group is available. Nurses may be able to help women
give and obtain support from other women with breast cancer
by promoting conversation and interaction among women
during their treatment sessions and follow-up appointments.
Nurses in oncology settings also may be able to implement
open breast cancer education groups and social support
groups on an ongoing and regular basis, perhaps monthly.
Such groups provide an opportunity to participate for women
who cannot commit to a closed-enrollment, time-limited
group. An ongoing group also would help women attending
time-limited groups that are based in self-transcendence
theory to maintain the gains they made in expanding their
perceptua boundariesin earlier support group sessions.

Ganz (1995) suggested that healthcare providers have an
important facilitator role in advocating for various aspects of
care and recovery after breast cancer. The complexity of
breast cancer treatment, the many treatment decision points,
and the emphasis on patient participation in decision making
lead to a great need for information and support for most
women. Oncology nurses can use their knowledge and past
experience in the healthcare system to advocate for women
with breast cancer and their families so that the best possible
resources can be accessed and used. Breast cancer support
groups are an excellent resource and provide opportunitiesfor
learning more about cancer and cancer treatment. Such groups
also may facilitate the expansion of self-conceptual bound-
aries so that participants can take on broader life perspectives
and activities than experienced before the cancer diagnosis. In
the support group model used in the pilot studies and the study
currently being conducted, an oncology nurse, abreast cancer
survivor, and a psychotherapist played important advocate
roles in assisting the recovery and health of women with
breast cancer.

Author Contact: Doris Dickerson Coward, RN, PhD, can be
reached at dcoward@mail.utexas.edu, with copy to editor at
rose_mary@earthlink.net.
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For moreinformation. ..

O National Breast Cancer Coalition
www.natlbcc.org

O National Breast Cancer Awareness Month
www.nhbcam.org/index.cfm

O National Breast Cancer Centre
www.nbcc.org.au

Links can be found using ONS Online at www.ons.org.
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