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SUPPORT GROUP AND LEVEL OF DEPRESSION IN 
MASTECTOMY CLIENTS 

ABSTRACT 

THERESE M. GION, R.N., B.S.N. 

TEXAS WOMAN'S UNIVERSITY 
COLLEGE OF NURSING 

DECEMBER 1986 

A descriptive exploratory study was conducted to 

determine the effects a support group had on levels of 

depression over time of mastectomy clients. The conceptuaJ 

framework selected for this study was Beck's (1963) theory 

of depression and Lieberman's (Lieberman & Borman, 1979) 

theory of support groups. The conceptual framework indi

cated that support groups assist individuals with similar 

problems to adjust to the problem situation. 

The instrument used for this study was the Beck 

Depression Inventory (Beck et al., 1963). The findings 

from the first research question indicated there was 

no relationship between levels of depression over time 

and the number of support group meetings attended or 

the length of involvement with the mastectomy self-help 

support group. The findings from the second research 

question indicated there was no relationship between 

a time frame regarding attendance in a mastectomy support 

group and the client's level of depression. 
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CHAPTER I 

INTRODUCTION 

Cancer is one of the most devastating illnesses that 

occurs in an individual's life. It is a severe insult to 

the psychological and physical well-being of the person 

(Krouse & Krouse, 1982; Youssef, 1984). The diagnosis of 

cancer precipitates a life crisis, especially since the 

disease's course cannot be definitively determined. Fear, 

anxiety, depression, and feelings of helplessness commonly 

occur following the diagnosis of cancer (Krouse & Krouse, 

1982). 

The American Cancer Society estimates that 1 in 13 

women will develop breast cancer. It is the leading cause 

of death in women (Schleuter, 1982; Woods & Earp, 1978). 

Most women diagnosed with breast cancer require medical 

and surgical treatment. The treatment of choice is the 

modified-radical mastectomy (Krouse & Krouse, 1982). 

Removal of lymphatic tissue in the axillary area may cause 

lymphedema, restricted arm motion, and reduced strength in 

the affected arm (Woods & Earp, 1978). 

Women who have a portion of or an entire breast 

removed are faced with an alteration in body image. The 

removal of breast tissue results in a visible defect on 



the woman's body. The postoperative physical effect and 

possible psychological sequelae may place an additional 

strain on the individual; thus, possible problems with 

interpersonal relationships may occur. 

2 

Cancer patients may interact with family and friends; 

however, the interaction may be superficial. There is 

often no meaningful effort by cancer patients to share 

their feelings about their disease and adjust to the 

devastating implications of cancer (Youssef, 1984). Women 

who have had mastectomies may suffer from "conversational 

isolationism" because few people, lay or professional, are 

perceived as willing to discuss problems related to breast 

cancer or death (Woods & Earp, 1978). If cancer patients 

cannot adequately communicate their feelings, anxiety, 

fear, and depression may worsen and they become unable to 

productively continue onward with their lives (Levitt, 

Guralnick, & Gilber, 1979). 

Interventions become of the utmost importance because 

cancer patients are living longer. Emphasis must be on 

improving the quality of life by reducing depression, 

anxiety, and maladaptive coping mechanisms. There is some 

evidence that psychological interventions, such as 

educating the patient about living with cancer and helping 



the patient to ventilate feelings, can improve the 

patient's quality of life (Youssef, 1984). 

Maxwell (1982) emphasized that social support is an 

important variable in determining how well a person will 

be able to cope with the disease. Support groups can 

provide an atmosphere in which to share common needs, 

reduce anxiety and depression, and alleviate feelings of 

helplessness and isolation (Byrne, Stockwell, & Gudelis, 

1984). Participation in a group with others who share a 

common condition can provide a sense of community and 

ameliorate the . feelings of isolation which is often 

experienced by individuals in a life-threatening status 

(Spiegel, Bloom & Yalom, 1981). 

This study investigated the effects of a mastectomy 

self-help support group on level of depression in 

mastectomy clients attending group meetings over a varied 

time frame. The study attempted to identify a possible 

critical time factor in relationship with attendance in 

the support group and the client's level of depression. 

Problem Statement 

The problem statement for this study was: What is 

the ~ffect, over time, on levels of depression in 

mastectomy clients attending a mastectomy self-help 

support group? 

3 
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Justification of the Problem 

Cancer patients have many psychological needs which 

can be satisfied through social interactions with other 

individuals with similar cancer diagnoses. Support groups 

can provide for these needs by sharing factual information 

about treatment and providing alternate coping mechanisms 

that others have successfully used. 

Many physicians believe that formation of cancer 

support groups can have an adverse effect on clients with 

a terminal diagnosis. In support groups, individuals may 

be confronted with the seriousness of their disease, and 

this could possibly lead to depression, anxiety, or 

demoralization (Spiegel et al., 1981). Many others 

believe support groups are an effective mode of treatment 

which enable adaptive coping and acceptance of the disease 

and its prognosis. Yalom and Greaves (1977) stated that 

group support is effective in providing a sense of worth 

and fulfillment because members are able to share coping 

mechanisms, personal experiences, and information about 

treatments and procedures. 

Quint (1963) identified three changes that occur 

following a mastectomy. First, the woman will experience 

shock from the cancer diagnosis and the required surgical 

procedure. Second, the woman will have to cope with the 
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bodily disfigurement. Third, the woman · must face death 

(Quint, 1963). Many women experience maladaptive coping 

mechanisms such as anger, increased anxiety, severe 

depression, withdrawal, and suicidal ideation. These 

feelings, if not ventilated to others, could lead to 

detrimental results. Since many cancer clients perceive 

others as avoiding them, and because they do not want to 

burden their family with their feelings, it becomes 

important for outside resources to be utilized (Quint, 

1963). Group support will allow for ventilation of 

feelings. Assistance will be offered if required. Often

times, a mastectomy client will enter a group and express 

anger on the initial visits or may demonstrate maladaptive 

coping strategies (Byrne et al., 1984). Evaluation of an 

individual's progress while involved in the support group 

must be considered. Although each person adjusts to 

crisis situations differently, it is important to assess 

if a mastectomy self-help support group· has an effect on 

level of depression over time, in mastectomy clients. 

Conceptual Framework 

The conceptual frameworks selected for this thesis 

are Beck's (1963) theory of depression and Lieberman's 

(Lieberman & Borman, 1979) theory of self-help groups. 

Beck (1963) proposed a cognitive theory of depression 
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which evolved from systematic clinical observations and 

empirical validation. Three major cognitive patterns 

exist within a depressed individual. First, the 

individual has a negative view of himself. He views 

himself as inadequate, worthless, undesirable, deprived, 

or defective. The second component involves a negative 

view of personal experiences. The depressed individual 

views the environment as making exorbitant and unrealistic 

demands upon him. The third pattern, concerns a negative 

view of the future. A depressed individual believes 

present difficulties will never cease and that hardship 

and frustration will continue to be present throughout the 

future (Beck, Rush, Shaw, & Emery, 1979). 

Beck (1973) focused not only on the cognitive aspect 

in his theory but also emphasized the emotional, 

motivational, physical, and vegetative manifestations of 

depression. The emotional manifestations refer to changes 

in feelings or behavior as a result of the depression. 

Dejected mood, negative feelings toward self, reduction in 

gratification, and loss of emotional attachments are 

common examples. The motivational manifestations refer 

consciously to experienced desires and impulses which are 

prominent in the depressed individual and include 

avoidance, withdrawal, suicidal wishes, and increased 
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dependency. Vegetative and physical manifestations are 

thought to be evidence for an autonomic or hypothalmic 

disturbance which results in the depressed state~ 

Symptoms include loss of appetite, sleep disturbances, 

loss of libido, fatigue, and delusions (Beckj 1973). 

Depression can be def~ned by a specific alteration in 

mood, negative self-concept, regressive and self-punitive 

wishes, vegetative changes, and changes in activity levels 

(Beck, 1963). A depressed individual may offer complaints 

in several ways. First, there may be an unpleasant 

emotional state in which one expresses statements such as, 

"I feel miserable" or "Everything is hopeless." Secondly, 

a complaint could indicate a change in attitude towards 

life, such as "I see no future ahead for me." Thirdly, a 

complaint may be in the form of a somatic symptom, such as 

loss of appetite or fatigue (Beck, 1973). 

Medical disorders can precipitate the onset of 

depression, especially when the condition requires 

hospitalization. Beck (1973) noted that infectious 

diseases, ulcerative colitis, asthma, rheumatoid 

arthritis, malignancies, and endocrine disturbances can 

.result in depressive states. These medical conditions may 

precipitate a crisis within an individual's life and 

result in psychological disruption. 
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According to Lieberman and Borman (1979), persons 

experiencing a crisis in their life oftentimes seek the 

assistance of others who are experiencing a similar 

crisis. Frequently, a person will utilize a group that 

can offer support and guidance. Self-help groups are 

non-professional groups composed of members that share a 

common condition, symptom, or experience. The groups are 

self-regulatory and self-governing. Control is built upon 

consensus from all members. Group networks may be through 

phone contact or face-to-face contact (Lieberman & Borman, 

1979). 

Many medical self-help groups have been formed for 

people with chronic conditions, especially since the lives 

of these individuals have been prolonged. The group is a 

support system that counteracts the effects of crisis or 

stressful life events by providing emotional support and 

frequent contact with members. The group is believed to 

be helpful to members and can be of assistance in decision 

making and with referrals to other social networks. 

Utilization of professional groups is discouraged since 

self-help groups provide for the necessary emotional 

support and guidance (Lieberman, et al., 1979). 

Self-help groups are characterized by five criteria. 

First, the purpose of the group is to provide support and 



guidance for its members in dealing with problems and to 

improve their psychological functioning and 
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effectiveness. Second, the origin and sanction of the 

group rests with group members, rather than with-outside 

agencies. Third, the group relies on efforts, skills, and 

knowledge of its members to enable the group to function. 

Concern for the group's members is the primary source of 

help (Lieberman & Bond, 1978). Fourth, the group is 

composed of members with common life problems or crisis 

situations. Fifth, the structure and mode of operation of 

the group is under the control of its members. The group 

may draw upon the guidance of professionals, if the 

members request such guidance. 

Lieberman and Borman (1979) identified four types of 

self-help groups. First, there is the behavioral control 

or conduct reorganization group that is composed of 

members who are attempting to control or eliminate a 

problem situation. The second type of group is the stress 

coping and support group and is composed of members who 

share a common status or predicament that exhibits some 

degree of stress. The goal of this group is to ameliorate 

stress through mutual support in which members share 

advice and coping strategies. The third group is the_ 

survival oriented group and is composed of members who are 
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labeled or discriminated against because of lifestyle and 

values. The fourth group is the personal growth and 

self-actualization group and is made up of members who 

share a common goal of enhanced effectiveness in all 

aspects of their lives. The members have no core problem, 

but rather share the belief that their lives can be 

improved (Lieberman & Borman, 1979). 

There are seven common factors within a self-help 

group. First, the group helps to eliminate members' 

altered views over experiences. There is an increase in 

the expectancy for change because the group assists in 

providing rationale or explanations for the problems or 

stressful situations experienced. Second, the group 

provides information and advice from its members and/or 

other professionals by casual speaking. Third, there is 

an expansion of the problem situation and an investigation 

of coping mechanisms appropriate for the problem. Fourth, 

there is emphasis on elimination of feelings of 

hopelessness, both physical and psychological, through 

recognition that there is order surrounding the crisis 

situation. Fifth, the group provides support for 

attitudinal, behavioral, and societal changes. Sixth, the 

group enables elimination or reduction of feelings of 

uncertainty or isolation by allowance of interaction with 
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members who have experienced or are experiencing a similar 

situation. Seventh, the group helps its members to 

develop new norms and increase their self-esteem 

(Lieberman & Borman 1979; Lieberman, Yalom, & Miles, 1973). 

Mastectomy clients utilize the stress coping and 

support group. All of these women have had a portion or 

an entire breast removed, which results in an alteration 

in their body image. Psychological disturbances, such as 

fear, anxiety, and depression, commonly occur following 

the diagnosis of breast cancer. Mastectomy clients may 

express anger and/or depression upon the initial 

involvement_with a self-help group; however, they may 

express progressively lower levels of anger and depression 

with continued involvement with the group. 

The purpose of this study was to ascertain if there 

is a critical time factor in relationship with attendance 

in a mastectomy self-help support group and the client's 

level of depression. This study also investigated the 

effects of a mastectomy self-help support group on level 

of depression in mastectomy clients attending group 

meetings over a varied time frame. 



Assumptions 

The assumptions of this study were: 

1. Mastectomy clients suffer from some level of 

depression postoperatively. 
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2. Self-help groups have a positive effect on levels 

of depression. 

3. Participants would provide accurate information 

in relation to their subjective feelings of depression. 

Research Questions 

The research questions for this study were: 

1. Does level of depression vary over time in 

relationship to the number of support group meetings 

attended and/or the length of time the mastectomy client 

has been involved with the mastectomy self-help support 

group? 

2. Is there a critical time factor in relationship 

with attendance in a self-help mastectomy support group 

and the mastectomy client's level of depression? 

Definition of Terms 

For the purpose of this study, the following terms 

were operationally defined: 

1. Level of depression is the quantitative measure 

of depression demonstrated on the Beck Depression 



Inventory Guide. The higher the score, the greater the 

level of depression. 
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2. Mastectomy client is any woman who has had a 

portion or an entire breast removed. It may involve one 

or both breasts. The women can be at any stage of illness 

and may be receiving chemotherapy or radiation therapy. 

3. Self-help support group is a group for mastectomy 

clients which offers support for group members by mutual 

sharing of experiences, and allows for the ventilation of 

feelings. The group meets every first, third, and fifth 

Tuesday of each. month from 7:30 p.m. until 10:00 p.m. 

Limitations 

The limitations of the study were: 

1. A convenience sample was used. 

2. A cross-sectional sample was utilized. 

3. The subjects may have other crises occurring in 

their lives which cannot be controlled. 

4. There was no control for the length of time since 

the mastectomy. 

5. There was no control over previous experiences 

requiring the use of coping mechanisms. 



6. There was no control over any variables which 

could influence depression levels. 
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7. Depression changes over time despite intervention. 

Summary 

This study attempted to determine what effect a 

mastectomy self-help support group had on level of 

depression over time. The study attempted to identify a 

possible critical time factor in relationship to 

attendance in a mastectomy self-help support group and 

level of depression. The researcher attempted to identify 

if a mastectomy client can be expected to lower her 

depression level at a specific time. If a critical time 

frame can be identified, the mastectomy client can be 

encouraged to continue involvement in a mastectomy 

self-help support group until that critical time had 

passed. Beck's theory of depression and Lieberman's 

theory of self-help groups were used as the conceptual 

framework for this study. 



CHAPTER II 

REVIEW OF LITERATURE 

This chapter presents a review of relevant 

literature. The review will be presented under the 

subheadings of breast cancer incidence, psychological 

responses to breast cancer and mastectomy, depression and 

mastectomy, support groups and mastectomy clients, and 

critical time factor and depression. A sw~ary of the 

literature review will be presented at the end of the 

chapter. 

Breast Cancer Incidence 

Cancer is a disease feared by most individuals. 

People often associate cancer with a long painful death. 

Breast cancer produces many psychosocial disturbances in 

women. It is estimated that 1 of 13 women will develop 

breast cancer (Woods & Earp, 1978). Breast cancer 

commonly occurs in middle-aged women with the incidence 

increasing rapidly following menopause (Woods & Earp, 

1978). Women whose moth~rs or sisters have had breast 

cancer are twice as likely to develop breast neoplasms and 

there is evidence that women whose father's sister or 

maternal or paternal grandmothers had breast cancer are at 

15 
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an above average risk for the development of a breast 

neoplasm (National Cancer Institute, 1980). 

Women that regularly perform breast self-examination 

are frequently diagnosed at an earlier stage of the 

disease process than women that do not practice breast 

self-examination (National Cancer Institute, 1980). When 

breast cancer is detected and treated early, at a 

noninvasive stage, there is an 85% 5-year survival rate. 

Breast cancer detected at a later stage, with regional 

lymph node involvement, reduces the 5 year survival rate 

to 56% (Schleuter, 1982). 

Schleuter (1982) investigated the relationship 

between breast self-examination and a woman's knowledge of 

breast cancer, belief about susceptibility to breast 

cancer, and the benefits of breast self-examination. The 

sample consisted of 263 women. A self-report 

questionnaire requesting information pertaining to 

knowledge and beliefs about breast cancer, breast 

self-examination, and practice of breast self-examin~tion 

was distributed to each subject. It was determined that 

prevalence of breast cancer was overestimated; however, 

the women were aware that most lumps found in the breast 

were nonmalignant. Although most women believed that 

breast self-examination was beneficial in the early 
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detection of breast cancer, only 37% of the subjects 

regularly practiced breast self-examination. The findings 

indicated that there was not a significant relationship 

between knowledge of breast cancer and belief about 

susceptibility to breast cancer and breast 

self-examination. The conclusion from the study was that 

knowledge and beliefs of breast cancer do not affect the 

practice of breast self-examination. 

Psychological Responses to Breast 
Cancer and Mastectomy 

Women that discover a lump in the breast must· have a 

biopsy for a conclusive diagnosis of breast cancer. 

Discovery of the lump arouses fear of cancer, breast loss, 

death, and of the unknown. This fear continues when a 

positive diagnosis of cancer is made (National Cancer 

Institute, 1980). 

Most women request the results o~ a breast biopsy, 

believing they can cope with the cancer diagnosis 

emotionally (Abrams, 1966). This positive attitude fades 

or changes following a positive diagnosis of breast cancer. 

After the diagnosis of breast cancer, feelings of 

guilt and anger accompany the fear. Women experience 

guilt because they believe they are being punished for 

something they did in the past. Anger is commonly · 



directed towards medical professionals (National Cancer 

Institute, 1980). As the disease progresses, women 

commonly experience abandonment, and in the terminal 

stages they may suffer from loneliness (Abrams, 1966). 
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With a positive diagnosis of breast cancer, surgical 

and/or medical intervention is necessary. Surgical 

intervention may include radical mastectomy, modified 

radical mastectomy, or lumpectomy. Medical intervention 

may include chemotherapy, radiation therapy, and/or 

hormonal therapy. 

Mastectomy may arouse fear, a~xiety, or grief in 

women. The degree of anxiety that results from the fear 

of a mastectomy depends on a woman's culture, value 

system, and national, social, and family attitudes. 

Occupation, personal experience, and the role a woman's 

breast plays in her self-image also influences anxiety 

levels (Dietz, 1973; National Cancer Institute, 1980). 

Quint (1963) identified three phases a woman 

experiences following a mastectomy. The first phase is 

shock and is characterized by emotional turmoil and 

agitation. The emotional turmoil becomes greater with 

delayed tissue healing. Four months postmastectomy, 

feelings of let-down and exhaustion occur bedause of slow 

healing and lymphedema. The second phase is the change in 



body image which results from the realization that the 

breast has been surgically removed. The third phase 

involves uncertainty of the future and the recognition 

that life may be shortened as a result of the cancer. 

Fear of a slow painful death is commonly experienced 

(Quint, 1963). 
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Stoner (1985) stated that many cancer patients suffer 

from learned helplessness. Side effects from chemotherapy 

administration may be uncontrollable and lead to feelings 

of helplessness. Krouse and Krouse (1982) stated that 

emotional responses are intensified by the methods of 

treatment. The intensity and duration of the crisis 

period following a cancer diagnosis will vary depending 

upon the prescribed treatment. Byrne et al. (1984) 

stated cancer patients suffer from fear and anxiety of 

receiving chemotherapy and the subsequent side effects. 

Derogatis, Abeloff, and Melisaratos (1979) reported that 

women with metastatic breast cancer that survived 1 year 

from the onset of chemotherapy were more depressed, 

anxious, distressed, and alienated than women who survived 

less than 1 year. The women were reported to be hostile 

and maladjusted. 

Ervin (1973) contended that having a mastectomy was a 

devastating experience in which the emotional suffering 
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outweighed the physical suffering. Freeman (1973) stated 

the emotional impact following a mastectomy was profound 

and usually permanent. Common emotions experienced by 

women are fear, anger, depression, anxiety, guilt, 

regression, and denial (Dietz, 1973; Ervin, 1973; Lewis & 

Bloom, 1979; Tarrier, 1984). 

Morris, Greer, and White (1977) conducted a study 

involving 160 subjects that were admitted to the hospital 

for a breast biopsy. Sixty-nine subjects had a positive 

diagnosis of breast cancer with subsequent mastectomies. 

Ninety-one subjects had benign breast disease without 

mastectomies. Each subject was assessed prior to, and at 

3, 12, and 24 months postmastectomy for marital, sexual, 

interpersonal and work adjustment, and depression. The 

results of the study revealed higher levels of depression 

in subjects with mastectomies. Marital adjustment was 

essentially unchanged at 3, 12, and 24 months. Sexual 

adjustment deteriorated within the 2-year period, with 

greater deterioration noted in mastectomy subjects (£ < 

.01). Interpersonal and work adjustment deteriorated in 

mastectomy subjects over the 2-year period(£< .001). 

Jamison, Wellisch, and Pasnau (1978) conducted a 

study involving 41 women. A questionnaire was distributed 

to all subjects to examine various aspects of the 
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mastectomy procedure, emotional responses pre and 

postmastectomy, perceptions of effects of mastectomy on 

relationship with spouses, and attitudes towards 

physicians and nurses in the hospital. The instruments 

used were the Locke-Wallace Marital Adjustment, Rotter 

Internal-External Locus of Control, and Eysenck 

Personality Inventory (EPI). The overall emotional 

adjustment revealed 60% excellent or very good, 23% good, 

7% adequate, and 10% not very good, poor, or very poor. 

Better emotional adjustment was found in women that had 

lower scores on the. EPI (£ < .05), had an external locus 

of control(£< .003), were married longer(£< .04), were 

older (£ < .04), received more support from the physician 

(.I2, < .03), nurses (J2. < .01), spouses (J2. <.01), surgeons (J2. 

< .03). and children E <.01). 

Maguire (1976) conducted a study involving 94 women 

who had mastectomies performed and 65 women with benign 

breast disease. Taped interviews were conducted 

preoperatively, immediately postoperatively, at 3 to 4 

months, and 1 year postmastectomy. The findings from the 

study indicated significant differences between the 

mastectomy and benign breast disease subjects. Sexual 

deterioration resulted in 46% of mastectomy subjects and 

in 4% of the benign breast disease group. The mastectomy 
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subject experienced difficulty with work (61%) compared to 

4% of the benign breast group. In the mastectomy group, 

34% of the subjects experienced difficulty with leisure 

and social activities. The findings remained significant 

at the 1-year evaluation. 

Depression and the Mastectomy Client 

Depression is a common manifestation following a 

mastectomy. It may occur at any time postmastectomy. 

Depression may not occur for several months and then flare 

up with the occurrence of distressful life events (Ervin, 

1973; National Cancer Institute, 1980). The level and/or 

presence of depression depends on a woman's age, marital 

status, history of previous depressive states, ability to 

constructively deal with stress, and the degree of 

satisfaction with information provided by the physician 

(National Cancer Institute, 1980). Ervin (1973) stated 

depression is a normal concomitant of mastectomy. The 

degree of emotional turmoil is dependent on inner 

resources, support by family and friends, recognition of 

the problem, and guidance by the surgeon. 

Depression is often overlooked following a mastectomy 

despite its high incidence in women that suffer breast 

removal (Pfefferbaum, Pasnau, Jamison, & Wellisch, 1978). 

Postmastectomy depression is marked by anxiety, insomnia, 
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depressive attitude, occasional suicidal ideation, and 

feelings of worthlessness and shame. The most severe 

reaction is in women of childbearing age and the mildest 

reaction is in postclirnacteric women that are married with 

children (Renneker & Cutler, 1952). Iveson (1982) 

identified depressive symptoms as sadness, gloom, 

despondency, unhappiness, feelings of worthlessness, 

hopelessness, guilt, or dejection. A depressed person may 

also experience extreme anxiety, anger, and/or 

dissatisfaction (Iveson, 1982). 

Worden and Weisman (1977) conducted a study involving 

40 women with breast cancer and 50 patients with Hodgkin's 

disease. The Minnesota Multiphasic Personality Inventory 

(MMPI), Profile Mood Status, and Vulnerability were the 

instruments used to determine if a difference existed in 

depression, mood, and vulnerability between patients with 

a diagnosis of breast cancer and patients with Hodgkin's 

disease. The results from the study revealed no 

significant difference in depression, 10 days following 

diagnosis, between subjects with breast cancer and 

subsequent mastectomies and subjects with Hodgkin's 

disease. However, it was determined that 20% of 

mastectomy clients experienced postmastectomy depression 

after a period of 6 months. Marital problems, past 
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regrets, and pessimism are reliable predictors of 

vulnerability to distress. It was determined that peak 

level of distress occurred 2 to 3 months postmastectomy. 

This peak distress occurred as a result of women suffering 

from the effects of treatment and the return to 

responsibility. The National Cancer Institute (1980) 

stated the peak level of depression oc~urred 2 to 3 months 

postmastectomy because it was at this time that women were 

receiving treatments and/or expected to return to previous 

responsibilities. 

Woods and Earp . (1978) conducted a correlational study 

to describe the experiences of women immediately after and 

4-years postmastectomy. The study attempted to describe 

changes br problems encountered after returning home and 

to determine if quality of survival, as reflected by 

depressive symptoms and sexual adaptation, is associated 

with demographic variables, postoperative complications, 

and the presence and type of -social support. Women (! = 

122) were possible subjects for the study; however, due to 

a high refusal rate to participate in the study, the 

sample consisted of 49 postmastectomy subjects diagnosed 

with stage 1 to 3 tumors at .surgery with no metastasis of 

the disease. The sample's primary characteristics were 

young, mostly black, and predominantly premenopausal. A 
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questionnaire covering demographic, physiologic, 

psychologic, and social parameters was distributed to each 

subject immediately after and 4 years postmastectomy. The 

study revealed a significant relationship between the 

number of physical symptoms related to the surgery and 

depression(£< .01). With low levels of social support, 

there was no association between numbers of postoperative 

physical symptoms and symptoms of depression. With high 

levels of social support, surgically related symptoms were 

significantly related to the number of symptoms of 

depression(£< .025). The study determined that the 

extensiveness of the surgical procedure and the physical 

disfigurement influences the woman's sexual adaptation. 

Ervin (1973) conducted a descriptive exploratory 

study to determine emotional responses experienced in the 

years following mastectomy. The sample consisted of 12 

women who were 5 to 10 years postmastectomy and without 

evidence of disease. A 90 minute tape recorded interview 

was conducted by the investigator. Depression was a 

common occurrence for all women at some time in the 

recovery phase of the disease. A contributing factor for 

depression was repressed anger. The degree of emotional 

disturbance was dependent upon the patient's support 



system, recognition of the disease process, and guidance 

by the physician (Ervin, 1973). 
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Quint (1963) conducted a longitudinal study based on 

participant observation and interviews with 21 women 

during the first year postmastectomy. It was determined 

that emotional dysfunction for some women postmastectomy 

was longstanding. Many women had lonely, depressive 

recovery phases because family and friends expected the 

women to return to previous lifestyles soon after the 

surgical procedure. The course of physical and 

psychological healing was much longer than friends, 

family, and the patient expected. This often resulted in 

premature withdrawal of support (Quint, 1963). 

Pfefferbaum et al. (1978) conducted a study to 

determine the degree of clinical depression 

postmastectomy. Clinical depression was determined by 

responses from questions pertaining to appetite, sexual 

behavior, sleep patterns, tranquilizer and alcohol use, 

suicidal ideation, and seeking of professional 

assistance. The sample consisted of 41 women diagnosed 

with breast cancer following a breast biopsy and 

mastectomy. It was determined that 24.4% of the subjects 

experienced suicidal ideation, 2.7% suffered a reduction 

in sexual activity, 35.9% had an increase in tranquilizer 
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use, 15.4% had an increase in alcohol use, 9.8% suffered 

increased sleep disturbances, 7.3% experienced a decrease 

in appetite, and 14.6% sought professional help indicating 

that depression is a common manifestation of mastectomy. 

Viney and Westbrook (1981) conducted a study 

involving 88 subjects with varied chronic illnesses. A 

taped interview was performed to determine the level of 

uncertainty, anxiety, and depression in each subject 

during hospitalization and 6 months postdischarge. It was 

determined that expressed anger, anxiety, and helplessness 

were noted during hospitalization and 6 months following 

discharge. Uncertainty and depression were noted in the 

younger, less educated subjects that held high status 

occupations. Anxiety was noted in subjects that had 

severe disability as a result of the disease. The more 

severe the disability resulting from chronic illness, the 

greater the significant relationship to depression, 

directly expressed anger, fewer good feelings, and anxiety. 

Freeman (1973) noted that psychological stress from 

mastectomy decreases with an increase in age and having 

the attitude that breast loss does not decrease 

femininity. The promise of reconstruction can reduce 

depression and aid in the physical and social 

rehabilitation of mastectomy patients. 
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Support Groups and the Mastectomy Client 

Women suffering from breast cancer and subsequent 

mastectomies require support from family, friends, peers, 

and medical professionals. Support can be an effective 

means in assisting persons to cope with a disease, an 

uncertain future, altered body image, and impending death. 

Blumberg, Flaherty, and Lewis (1980) stated that 

support groups are formed because of a common problem. It 

is not uncommon for cancer victims to organize a group to 

assist other persons with a cancer diagnosis. Support 

groups can provide factual information about the disease 

and treatment, promote discussion of personal and 

stressful topics, allow for the realization that behavior 

manifested by friends and family is common, and assist in 

the reduction of feelings of helplessness and 

worthlessness (Blumberg et al., 1980; Levitt et al., 

1979). Support groups can also allow for shared problem 

solving, instillation of hope, ventilation of painful 

feelings, providing insight into patient needs, assis~ in 

reducing anxiety, promote the learning of new coping 

skills, and alleviate feelings of separation and isolation 

(Byrne et al., 1984; Spiegel et al., 1981). 

Patients in support groups have reported improved 

self-concept, lower mood disturbance scores, demonstrated 
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fewer maladaptive coping responses, less phobia, have 

increased communication, and improved family relationships 

(Byrne et al., 1984; Ferlic, Goldman, & Kennedy, 1979). 

Lierman (1984} conducted an experimental study to 

determine the effects .support groups have on the recovery 

and mood of the mastectomy client. It was hypothesized 

that subjects receiving psychological preparation and 

supportive care would have a more positive mood, greater 

satisfaction with care, and have a better recovery than 

women that did not receive psychological preparation and 

supportive care. The second hypothesis was that the 

experimental group would demonstrate better 1 and 3 month 

adjustment than the control group. The sample consisted 

of 108 subjects. The experimental group received 

preoperative teaching and emotional support followed by 

reinforcement of teaching· and emotional support 

postoperatively. The instruments used were the Moods and 

Feelings Inventory, a questionnaire for satisfaction with 

care, and a form to complete utilizing medical records to 

document use of analgesics, sedatives, number of hospital 

days, and incidence of nausea and vomiting. The study 

revealed the experimental group had a more positive 

attitude, suffered less distress, used fewer analgesics 

and sedatives, demonstrated a more positive recovery 
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phase, and was more satisfied with care than the control 

group. There was no significant difference between the 

experimental group and control group on the 1 and 3 month 

adjustment measure. 

Youssef (1984) performed a quasi-experimental study 

involving 18 women receiving breast cancer treatment. The 

treatment group received 18 group therapy sessions, while 

the control group received none. A pretest/posttest 

design was used to measure self-esteem and depression. 

The experimental group showed significant positive 

differences on the pretest/posttest scores on the 

Tennessee Self-Concept and Self Rating Depression Scales. 

The control group showed no significant differences; thus, 

the positive benefit of group support was demonstrated. 

Spiegel et al. (1981) conducted a 1 year, randomized 

prospective outcome study of breast cancer patients with 

metastasis. Two groups were formed consisting of 34 

subjects for the experimental group and 24 subjects for 

the control group. The experimental group attended 

support meetings once a week, lasting 90 minutes, for 1 

year, while the controls received no group support. 

Pretest and posttest measurements were done using the 

Rotter Internal-External Locus of Control Scale, Profile 

of Mood Scale, and Janis-Field Self-Esteem Scale. 
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Posttest measurements were every 4 months. The results 

revealed the experimental group had less tension, less 

depression, less fatigue, less confusion, less maladaptive 

coping responses, fewer phobias, more vigor, and less 

anxiety than the control group. This study generates 

objective evidence that support groups for metastatic 

breast cancer patients provide psychological benefits. 

Bloom, Ross, and Burnell (1978) conducted a 

quasi-experimental study with 39 postmastectomy patients. 

Two groups were formed. The experimental group consisted 

of 21 women who received group support over a 2-month 

period. The control group consisted of 18 subjects and 

received no group support. A pretest-posttest measurement 

was done using the Profile of Mood States and Health Locus 

of Control Scale. The pretest was administered 4 to 7 

days following surgery, and the posttest was completed 2 

months postmastectomy. It was hypothesized that women who 

received group support would have a reduction in a 

negative affective state and an increase in the perception 

of self-efficacy. Results of the study revealed less 

negative affect and an increase in the perception of 

self-efficacy in the experimental group, when compared to 

the control group. This study demonstrates that support 



is beneficial in helping breast cancer patients cope and 

adjust to their disease. 
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Yalom and Greaves (1977) described their 4-year 

experience with a therapy group of terminally ill cancer 

patients, the majority having breast cancer. It was shown 

that patients found support and had the opportunity to 

express their needs and fears openly~ Patients in the 

group were able to help others move away from morbid 

self-absorption and to realize they were valuable persons 

who could offer support and information to other group 

members. Yalom and .Greaves have contended that group 

therapy is an effective therapeutic modality in treating 

terminally ill cancer patients and that group therapy · 

becomes the key support system that enables the cancer 

patient to cope with the disease more effectively by 

reducing anxiety and depression which normally accompanies 

terminal illness. 

Whitman, Gustafson, and Coleman (1979) found group 

therapy meetings to be an effective method in helping 

cancer patients overcome their fears, anxiety, and 

depression. They discovered that patients relied on one 

another for emotional support through shared experiences 

and that members learned new coping skills from one 

another. 
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Woods and Earp (1978) stated that social support had 

a mediating effect on the relationship between physical 

symptoms and depression; however, if physical 

complications were high, social support did not reduce 

depression. If few complications existed, the level of 

depression was low when a strong support system was

available. It was believed that social support was 

beneficial to women in terms of depression until 

complications reached a threshold, in which case, 

depression was unaffected. 

Husbands and friends are an important source of 

support. The reaction of spouse and friends to a 

mastectomy is crucial for the woman's adjustment to the 

mastectomy (Ervin, 1973; Jamison et al., 1978; Maguire, 

1976). Maguire (1976) stated that an unsympathetic 

response from a husband leads to avoidance behavior and 

social isolation in women who have mastectomies. Husbands 

who accept the mastectomy scar, encourage social 

interaction, or encourage love-making promote an increase 

in the morale and recovery of the woman. 

Critical Time Factor and Depression 

Little research could be found that e~amined the 

critical time factor for the resolution of depression in 

women that attend support groups. Studies indicate that 



depression peaks at 2 to 3 months without group support 

(National Cancer Institute, 1980; Worden & Weisman, 
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1977). Few studies address a critical time factor 

existing in relationship to the length of involvement in a 

support group and/or the number of support groups meetings 

attended. 

Capone, Good, Westie, and Jacobson (1980) conducted a 

study to estimate the effects of psychotherapy on women 

diagnosed with gynecological cancer. The subjects were 

interviewed before medical treatment and counseling. 

Subjects were reassessed at 3, 6, and 12 months 

posttreatment. The results of the study revealed that 

psychotherapy facilitated the rehabilitation of subjects. 

Three months after treatment, counseled subjects reported 

a reduction in affective distress, less confusion, and 

less contradiction in areas of self-perception. 

Sixty-four percent of subjects that did not receive 

counseling suffered from maladjustment evident by sexual 

dysfunction and lack of employment. 

Bloom et al. (1978) conducted a quasi-experimental 

study to demonstrate the benefit of institutional support 

over a period of 2 months following discharge. The 

experimental group consisted of 21 women and the control 

group consisted of 18 women. The instruments used were 
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the Profile of Mood State and Health Locus of Control. 

The results revealed women in the experimental group had a 

decrease in negative affective states and an increase in 

perception of self-efficacy as the time increased 

postoperatively. The study demonstrated that a change in 

the psychosocial state of a woman postmastectomy may be as 

early as 2 months following attendance at a support group. 

Lierman (1984) conducted a study which revealed that 

women who received psychological preparation and 

supportive care have a more positive mood, greater 

satisfaction with care, and better recovery than women . .. 

that do not receive psychologic preparation and supportive 

care. There was no significant difference in the 

adjustment from the experimental group from the 1 and 3 

month evaluation. This lack of adjustment was believed to 

have resulted because of the need for additional 

explanation and interpretation of events, sensations, and 

experiences that would be geared towards each woman's 

personal experience. It was suggested that the 

intervention of psychologic preparation and supportive 

care be extended for an additional 3 months and then be 

evaluated to determine long-range positive effects. 

Youssef (1984) conducted a study which provided group 

therapy for hospitalized breast cancer patients for a 
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2-month period to determine if group therapy affected the 

level of depression and self-esteem. The sample consisted 

of 8 experimental subjects and 10 control subjects. The 

study demonstrated a change in level of depression and 

improvement of self-esteem among the experimental subjects 

after group therapy was completed. Measurement of 

depression was done using the self-rating depression scale 

and self-esteem was measured using the Tennessee 

Self-Concept Scale. 

Support does provide women the opportunity to cope 

with the diagnosis of cancer and subsequent breast 

removal. The rehabilitative phase can be complicated by 

acute depression, limited range of motion, pain, wound 

drainage, · lymphedema, and side effects from chemotherapy 

and/or radiation therapy (Lewis & Bloom, 1979). Support 

groups can assist in the coping of an uncertain future and 

allows for social interaction, feelings of hope, 

self-worth, and the promotion of enhanced self-esteem 

(Blumberg et al., 1980). 

Summary 

The diagnosis of breast cancer followed by mastectomy 

is a devastating ordeal. Women experience various 

psychological and emotional responses following a positive 

diagnosis of breast cancer and breast removal. Depression 
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is commonly experienced by all women at some time during 

the recovery phase with its peak levels at 2 to 3 months 

postoperatively. Depression may be longstanding or 

subside within a short time f~ame. Factors such as 

culture, values, beliefs, importance of the breast, and 

availability of support directly affect how women with 

mastectomies cope with their cancer diagnosis and altered 

body image. 

Support, whether individual or group, has been found 

to be beneficial in the psychological and emotional 

recovery of women following the mastectomy. Since women 

with mastectomies suffer from a variety of emotional 

responses, support from spouses, family, friends, and 

health care professionals becomes vital. Studies revealed 

that these emotional responses subside more rapidly when 

support is available and utilized. Changes in emotional 

responses have been detected as early as 2 months 

following the initiation of supportive care. Despite this 

possible emotional response, support should be continued 

for a longer period of time and evaluated at periodic time 

intervals. 

A critical time factor has not been found in the 

literature review. As cited previously, 2 months of 

supportive care alters the psychological state back 
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towards its recovery; however, research recommends that 

supportive care be available beyond that time. Studies 

indicate that supportive care should be available for 6 to 

7 months following mastectomy because the medical 

treatment, with its possible adverse side effects, .can 

result in a negative affective state. 



CHAPTER III 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

A descriptive exploratory study was conducted to 

determine what effect a mastectomy self-help support group 

had on the level of depression of mastectomy clients over 

time. The study attempted to identify if a critical time 

factor in relationship with attendance in a self-help 

mastectomy support group and level of depression existed. 

Polit and Hungler (1983) stated a descriptive exploratory 

study aims to describe a phenomena rather than explain the 

phenomena. The purpose is to observe, describe, and 

document aspects of a situation (Polit & Hungler, 1983). 

This chapter will address the setting, population and 

sample, protection of human subjects, instrumentation, 

data collection, and treatment of data. 

Setting 

The setting for this study was at a building owned by 

a Presbyterian church in a·1arge metropolitan city located 

in a southwestern state. The home was designed for the 

mastectomy support group, as well as for other group 

activities. The home had a large living room which 

comfortably seated 40 individuals in single chairs. There 
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was a kitchen where coffee was made for women attending 

the meetings. Soft drinks were also available. 
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The meetings were held every first, third, and fifth 

Tuesday of each month. They began at 7:30 p.m. and 

conclude at 10:00 p.m. 

Population and Sample 

The target population was women who had unilateral or 

bilateral mastectomies for breast cancer and were 

attending th~ support group meetings. The accessible 

population was 50 women who were members of the mastectomy 

self-help support group. Fourteen questionnaires were 

distributed at a regularly scheduled meeting. Each 

questionnaire was completed by the subjects voluntarily 

and returned to the researcher. Forty questionnaires were 

mailed to potential subjects requesting their 

participation in the research study. Fifteen mailed 

questionnaires were returned. Twenty-nine usable 

questionnaires were available for the study. The sample 

was a convenience sample of 29 women who had mastectomies 

and voluntarily agreed to participate in this study. 



41 

Protection of Human Subjects 

The subjects' rights were protected as -outlined by 

Texas Woman's University for research involving human 

subjects. The Beck Depression Inventory (BDI) requested 

information pertaining to sexual interest. This topic of 

sexuality could have been a sensitive topic for an 

individual, which could have resulted in emotional 

turmoil. Due to the sensitivity of this item, the study 

was classified under Category II of the Department of 

Health and Human Services regulations (Appendix A). 

Permission was obtained to conduct the study from t~e 

Texas Woman's University (Appendix B). Permission was 

also obtained from the leader of the mastectomy support 

group (Appendix C) as well as from all members of the 

group. 

Each subject was informed of the purpose of the study 

by an oral and written explanation (Appendix D). This 

written explanation was stapled to the demographic data 

sheet and the BDI. The statement: "COMPLE'rION OF THIS 

QUESTIONNAIRE WILL BE CONSTRUED AS INFORMED CONSENT TO 

PARTICIPATE IN THE STUDY" was typed at the top of the 

BDI. Subjects were instructed not to sign their name to 

the BDI or to the demographic data sheet, in an effort to 

ensure anonymity. Each subject was informed that 



participation or lack of participation would not affect 

their involvement in the support group. 
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Subjects were informed that _completion of the two 

forms would require 20 minutes. The researcher's name and 

phone number were provided to all subjects. Subjects were 

able to contact the researcher to express concerns 

pertaining to the study and/or to ventilate their 

feelings. The researcher offered to provide emotional 

support to women participating in the research study; 

however, this was not needed. An explanation was provided 

to all subjects indicating that the collected data would 

provide vital information which could increase nurses' 

awareness of the needs of a woman postmastectomy. 

Participants were informed that a summary of the study 

would be made available through the group leader. 

Instrument 

Two instruments were used in the study. The first 

instrument, developed by the researcher, was used to 

collect demographic data . (Appendix E). Variables included 

in the demographic data were age, length of involvement in 

the mastectomy support group, approximate number of 

meetings attended, marital status, recency of mastectomy, 

and present treatment course. These data were used to 

describe the sample. 
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The second instrument chosen for this study was the 

Beck Depression Inventory (BDI), which was first described 

by Beck, Ward, Mendelson, Mock, and Erbaugh (1961) 

(Appendix F). Written permission to use the BDI was 

obtained (Appendix G). The questionnaire may be 

self-administered or each item may be read by the 

researcher. The BDI consists of 21 items, each consisting 

of 4 possible responses. The response range is defined by 

a 4 point scale, ranging from 0-3, with 3 being the most 

severe depressive response. Each item corresponds to a 

specific attitude or symptom indicative of depression 

(Beck, 1970). 

An individual completing the BDI may have a score 

ranging between 0-63. The BDI requires 10 to 15 minutes 

to complete. It is a tool which allows for a quantifiable 

measure of depression {Beck et al., 1961). It provides a 

standardized consistent measure that allows for a 

numerical score to assist in the determination of the 

severity of the depressive state (Beck, 1967). Beck 

(1970) documented the following score ranges in relation 

to levels of depression: 0-9 normal range, 10-15 mild 

depression, 16-19 mild-moderate depression, 20-29 

moderate-severe depression, and 30-63 severe depression. 
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The directions accompanying the BDI request that 

persons completing the BDI answer each item with the way 

they have felt in the past week, including that day. If 

the person indicates that there are two or more statements 

that describe the way the person is feeling, the higher of 

the two values should be recorded. 

Reliability of the BDI was established by utilizing 

the Kruskal-Wallis one-way analysis of variance by ranks 

to evaluate the statistical significance of the 

differences between-the scores on the BDI and depth of 

depression ratings. The statistical significance was 

noted to be E < 0.001 (Beck et al., 1961). This was 

obtained through the comparison of scores obtained by the 

analysis of depressed individuals, by four experienced 

psychiatrists, to the total score obtained by these 

individuals on the BDI. The psychiatrists had several 

preliminary meetings in which they obtained criteria for 

each of the nosological entities and focused special 

attention on the various types of depressive states (Beck 

et al., 1961). This was done to obtain interrater 

reliability. 

The evaluation for internal consistency was through 

the determination of a split-half reliability. The 



Spearman-Brown reliability coefficient was found to be 

0.93 (Beck et al., 1961). 
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Two indirect methods for estimating the stability of 

the instrument were available. The first involved~ 

test-retest method. The BDI was administered to 38 

subjects at two different times. The time interval varied 

from 2 to 6 weeks. At the time of the administration of 

the BDI a clinical estimate of the depth of depress~on was 

made by one of the psychiatrists. It was revealed that 

changes on the BDI paralleled changes made by the 

psychiatrist (Beck et al., 1961). 

The second method of estimating the stability of the 

BDI was through measuring interrater reliability. The 

scores obtained by the psychiatrist were plotted against 

the clinical ratings. A very high degree of consistency 

was noted for the mean scores respectively obtained at 

each level of depression (Beck et al., 1961). 

Validation of the BDI was determined through use of 

the Mann-Whitney Q test. • This test was used to determine 

the ability of the BDI to discriminate between specific 

categories of the Depth of Depression. A statistical 

significance of E < 0.0004 was revealed between 

categories, except for the differences between the 
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moderate and severe categories, which had a E value of< 

0.1 in Study 1 and< 0.02 in Study 2. 

Data Collection 

The researcher met with the potential subjects at one 

of the regular meetings that had been agreed upon by the 

director of the mastectomy support group. After providing 

an oral explanation of the study, the researcher asked for 

volunteers. Those who agreed to participate in the study 

were requested to sit in a chair, in the living room 

area. A circle of chairs was formed prior to the meeting 

by the researcher. Fourteen women volunteered to 

participate in the research study. 

The data collected consisted of demographic 

information and the data obtained by the BDI. The 

subjects received a stapled packet consisting of the 

written explanation for the study, the demographic data 

sheet, and the BDI. The researcher requested that all 

subjects read the written explanation before completing 

the other forms. The written explanation informed 

subjects' of the purpose of the study, offered a brief 

explanation of the subject's rights for voluntary consent 

and anonymity, and provided an explanation that 

participation or lack of participation in the study would 



47 

not affect their involvement in the mastectomy self-help 

support group. 

The subjects were requested to complete the two, 

questionnaires. The subjects were instructed to answer 

each item on the BDI indicating the way they felt in the 

past week including the day the data were collected. The 

subjects were requested not to place their names on any of 

the forms. 

The researcher provided number 2 pencils so the 

questionnaires could be completed. Chairs were already 

available since the. researcher had set them up prior to 

the meeting. The researcher stood behind the circle while 

the subjects completed the questionnaires. They were 

instructed to raise their hand if they had any questions 

pertaining to the questionnaires. The researcher attended 

to questions immediately. Upon completion of the 

questionnaire and BDI, the researcher collected them and 

placed them in a large manila envelope. 

The researcher had access to a list of all women 

involved with the mastectomy self-help support group. The 

researcher obtained the names of the women who did not 

attend the meeting on the day the research data were 

collected by reviewing the roster. To increase the sample 

size, the researcher mailed the research packet to 40 
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women soliciting their participating in the research 

study. Included in the packet was the BDI, demographic 

data questionnaire, and a written explanation pertaining 

to the purpose of the study, subject's rights for 
-

voluntary consent and anonymity, and an explanation that 

participation or lack of participation in the study would 

not affect their involvement in the mastectomy self-help 

support group. Two weeks were allowed for the return of 

mailed questionnaires. Fifteen questionnaires were 

returned within the 2 week time frame. No follow-up 

contact was made. 

Treatment of Data 

Descriptive statistics were used to describe the 

sample and to answer aspects of the research questions. 

Analysis of variance (ANOVA) was used to determine the 

relationsh~p between level of depression and the number of 

months in the mastectomy self-help support group and level 

of depression and the number of meetings attended at the 

mastectomy self-help support group. The level of 

significance was .05. 



CHAPTER IV 

ANALYSIS OF DATA 

This descriptive exploratory study was conducted to 

determine if levels of depression vary over ti,rne in 

relationship to the number of months or the number of 

meetings attended at a mastectomy self-help support 

group. This research study also attempted to identify if 

a critical time factor existed in regards to the number of 

months and/or the number of meetings attended at the 

mastectomy self-help support group. This chapter will 

address a description of the sample, statistical findings, 

and a summary of the findings. 

Description of Sample 

A nonprobability convenience sampling technique was 

utilized to obtain a sample of 29 subjects. Descriptive 

statistics were used to describe the sample. Demographic 

data were obtained for age, marital status, date of 

mastectomy, present treatment, number of months involved 

in the mastectomy support group, and the number of 

meetings attended at the mastectomy support group (Table 

1). The descriptive statistics revealed that the mean 

number of months involved with the mastectomy support 

group was 10 months and the mean number of meetings 
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Table 1 

Age, Marital Status, Months Postmastectomy, Present Treatment, Months 

Involved with Mastectomy Support Group, and Meetings Attended at the 

Mastectomy Support Group 

Demographic Subject Response 
variables frequency percentage 

(N = 29) of subjects 

Age 
26-35 2 6.9 
36-45 10 34.5 
46-55 13 44.8 
55-65 4 13.8 

Marital Status 
Single 2 6.9 
Married 24 82.8 
Divorced 1 3.4 
Widowed 2 6.9 

Months Postmastectomy 
1-6 6 20.6 
7-12 9 30.9 
13-24 9 30.8 
over 24 5 17.1 

Ul 
0 

(table continues) 



Demographic 
variables 

Present Treatment 
Chemotherapy 
Radiation 
Physical therapy 
No treatment 

Months With Support Group 
0-6 
?°-12 
over 12 

Meetings Attended 
0-6 
7-12 
over 12 

Subject 
frequency 
(N = 29) 

3 
4 
1 

21 

10 
8 

11 

10 
8 

11 

Response 
percentage 
of subjects 

10.3 
13.8 

3.4 
72.4 

34.3 
27.5 
37.8 

34.3 
27. 5 
37.8 

U1 
~ 



attended at the mastectomy support group was 14 meetings. 

The majority of the subjects(~= 24) was married. The 

majority of the subjects (n = 21) was not receiving any 

treatment. 

Findings 

A Cronbach's alpha test for reliability was 

calculated to determine the reliability of the Beck 

Depression Inventory (BDI) with this sample of 29 

mastectomy clients. It was determined that alpha equaled 

0.86. This demonstrated high reliability and was 

consistent with previously stated reliability ratings of 

the BDI (Beck et al., 1961). 

The first research question for this study was to 

determine what effect a mastectomy self-help support group 

would have on the level of depression in mastectomy 

clients over time. The independent variables for this 

aspect of the study were the number of months involved in 

the support group and the number of meetings attended at 

the support group. The dependent variable was level of 

depression as determined by the scores obtained on the 

BDI. The score range for the BDI is: 0-9 normal range, 

10-15 mild depression, 16-19 mild-moderate depression, 

20-29 moderate-severe depression, and 30-63 severe 

depression. First, an analysis of variance was used to 
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test whether a relationship between levels of depression 

and the number of months involved in the mastectomy 

support group existed. The groups were formed by 

arbitrarily placing subjects into three categories. This 

arbitary placement was done because of the lack of data 

from the literature in providing time frames. The first 

group consisted of subjects that were involved in the 

support group from 0-6 months, the second group was 

subjects involved in the support group for 7-12 months, 

and the third group consisted of subjects involved with 

the support group over 12 months. The 0-6 month group had 

a mean depression score of 8, placing them in the normal 

range; the 7-12 month group had a mean depression score of 

12, placing them in the mild depression category; and the 

greater than 12 month group had a mean depression score of 

10, placing them in the mild depression category according 

to the BDI depression scale. The analysis of variance 

produced an F value of 0.53 with a E of 0.60; therefore, 

no significant relationship was found between the number 

of months involved in the mastectomy self-help support 

group and level of depression (Table 2). 

Second, an analysis of variance was used to determine 

the relationship between the level of depression of 

subjects and the number of meetings attended at the 
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Table 2 

Number of Months in a Mastectomy Self-Help Support Group and Level of 

De:eression 

Number of 
months 

0-6 

7-12 

over 12 

£'.. = 0.53 

E. = 0.60 

Number of 
cases 

10 

8 

11 

Mean 
depression 

8 

12 

10 

Standard 
deviation 

3.99 

6.60 

9.64 

U1 
J::,. 
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mastectomy support group. The groups were formed by 

arbitrarily placing subjects into three groups. This 

arbitrary placement was done because of the lack of data 

from the literature in providing time frames. The first 

group consisted of subjects that attended 0-6 meetings, the 

second group contained subjects that attended 7-12 

meetings, and the third group consisted of subjects that 

attended more than 12 meetings. The mean depression score 

of the subjects that attended 0-6 meetings was 7, placing 

them in the normal range. The mean depression score of 

the subjects that attended 7-12 meetings was 11, placing 

them in the mild depression category of the BDI. The mean 

depression score of the subjects that attended greater 

than 12 meetings was 11, placing them in the mild 

depression category ~ccording to the BDI scoring range. 

The analysis of variance produced an F value of 1.11 with 

a E of 0.34; therefore, no significant relationship was 

found between the number of meetings attended at the 

mastectomy self-help support group and the level of 

depression (Table 3). 

The depression score ranges was obtained from the BDI 

and were used to place the subjects into the depression 

ranges. The mean number of months involved with the 

mastectomy self-help support group was then calculated 



Table 3 

Number of Meetings Attended at a Mastectomy Self-Help Support Group 

and Level of Deeression 

Number of 
meetings 

0-6 

7-12 

over 12 

F = 1.11 

E. = 0.34 

Number of Mean 
cases depression 

10 7 

8 11 

11 11 

Standard 
deviation 

4.54 

6.49 

9.17 

U1 

°' 



(Table 4). A pattern appeared to exist. Scores that 

indicated mild-moderate depression were subjects who were 

more recently involved in the mastectomy self-help support 

group. The depression level decreased as the length 6f 

time involved with the mastectomy self-help support group 

increased, with a normal depression range noted at an 

average of 11 months involvement in the mastectomy 

self-help support group. Subjects' scores indicated 

moderate-severe or severe depression following 11 months 

of involvement in the mastectomy self-help support group, 

indicating that after 11 months the support group did not 

assist in decreasing levels of depression. 

The ranges of depression were obtained from the BDI 

and were used to group subjects into the appropriate 

depression category. The mean number of meetings attended 

at the mastectomy self-help support group was then 

calculated (Table 5). A pattern appeared to be present. 

Subjects that were in the mild-moderate depression range 

attended the support group the least, with the mean number 

of meetings attended being 11 meetings. The depression 

level decreased as the number of meetings attended 

increased with a normal depression range reached after 

attendance at 15 meetings. There was one subject whose 

score indicated severe depression who had attended 15 
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Table 4 

Months in Ma~tectomy Support Group and Depression Levels 

Depression level Number of Mean number 
cases of months 

{N = 29) 

Normal 16 11 

Mild 8 9 

Mild-Moderate 2 6.50 

Moderate-Severe 2 15 

Severe 1 15 

Standard 
deviation 

8.74 

6.79 

2.12 

12.02 

0.00 

Ul 
CX) 



Table 5 

Number of Meetings Attended at the Mastectomy Support Group 

and Deoression Levels 

Depression Number of Mean number 
level cases of meetings 

(N = 29) 

Normal range 16 15 

Mild 8 11 

Mild-Moderate 2 10 

Moderate-Severe 2 21 

Severe 1 15 

Standard 
deviation 

16.98 

8.97 

11.31 

12.72 

0.00 

U1 
\.0 



meetings; however, the majority of subjects (n = 16) 

attended an average of 15 meetings and experienced a 

normal depression range. It appears that the longer the 

subjects continue to attend the mastectomy self-help 

support group, the higher their depression score. 

Moderate-severe depression was noted in two subjects who 

attended an average of 21 meetings. 

60 

The second research question was to determine whether 

a critical time factor existed between attendance in a 

mastectomy self-help support group and level of depression 

in mastectomy_clients. Su~jects were grouped according to 

the number of months of involvement in the mastectomy 

self-help support group (see Table 2). An analysis of 

variance revealed that groups •did not differ significantly 

in mean depression scores. The test produced an F value 

of 0.53 with a E of 0.60. 

Subjects were also grouped according to the number of 

meetings attended at the mastectomy self-help support 

group. An analysis of variance was performed and it 

revealed that groups did not differ significantly in mean 

depression scores (see Table 3). The calculated F value 

was 1.11 with a E of 0.34. 
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Additional Findings 

An analysis of variance was used to determine whether 

mean depression scores differed in subjects of 

childbearing age and subjects of nonchildbearing age. 

Subjects in the age range of 15-45 years were classified 

childbearing(~= 12) and subjects in the age range of 46 

years and older were placed in the nonchildbearing 

category Ca= 17). The mean depression score of 

childbearing subjects was 13, placing them into the mild 

depression range according to the BDI. The mean 

depression score of . subjects in the nonchildbearing age 

range was 8, placing them in the normal depression range 

according to the BDI. The analysis showed no significant 

difference between the age of the subjects and level of 

depression. The F value was 3.56 with a E of 0.07. 

An analysis of variance was used to compare marital 

status and levels of depression. Subjects who were 

married were placed in the category, subjects with spouses 

(Q = 24)~ Subjects who were single, divorced, or widowed 

were placed into the category, subjects without spouses (a 

= 5). The mean depression score for both groups was 10, 

placing them into the mild depression range according to 

the BDI. There was no significant difference between the 

groups, as the f value was 0.05 with a E value of 0.82. 
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An analysis of variance was used to determine whether 

mean depression scores differed in subjects according to 

the postmastectomy time frame. Subjects were placed in 

either of two groups. The first group consisted of 

subjects whose mastectomy was performed 1-12 months prior 

to the investigation {g= 13). The second group consisted 

of subjects whose mastectomy .was greater than 12 months 

prior to the investigation{~= 15). · One subject was 

deleted from this portion of the study because her 

mastectomy was performed 13 years earlier and this time 

factor was identified as an unusual case. The mean 

depression scores in subjects whose mastectomies were from 

1-12 months ago was 8 and the mean depression scores of 

subjects whose mastectomies were greater than 12 months 

was 11. The subjects with the more recent mastectomies 

{1-12 months) were within the normal range of the BDI 

while the subjects with mastectomies greater than 12 

months were within the mild depression range. The groups 

did not differ significantly in mean depression scores. 

The analysis of variance indicated an F value of 1.52 with 

a E value of 0.23. 

An analysis of variance was conducted to compare mean 

depression scores and the type of treatment presently 

being received.· Subjects who received chemotherapy, 
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radiation, hormone therapy, or physical therapy were 

placed in the treatment group (,!! = 8 ) . Subjects who 

received no treatment were placed in the no treatment 

group (n = 21). The group receiving treatment had a mean 

depression score of 9 placing them into the normal range 

according. to the BDI. The group receiving no treatment 

had a mean depression score of 10 indicating mild 

depression according to the BDI. There was no significant 

difference in the mean depression scores of these groups 

as the F value was 0.05 with a E value of 0.83. 

Summary of Findings 

The purpose of this study was to determine if level 

of depression of mastectomy clients varied over time in 

relationship to the number of months and/or the number of 

meetings attended at a mastectomy self-help support 

group. The study also attempted to determine if a 

critical time factor existed in relationship to the 

clients' level of depression and the number of months 

and/or the number of meetings attended in a mastectomy 

self-help support group. Descriptive statistics were used 

to describe the sample. Analysis of variance was used to 

answer the research questions. The findings of the study 

were as follows: 
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1. Subjects did not differ significantly in mean 

depression levels when grouped by the number of months in 

the mastectomy self-help support group. 

2. Subjects did not differ significantly in mean 

depression levels when grouped by the number of meetings 

attended at the mastectomy self-help support group. 

3. A critical time factor for depression level was 

not identified in terms of the number of months invoLved 

with the mastectomy self-help support group. 

4. A critical time factor for depression level was 

not identified in terms of the number of meetings attended 

at the mastectomy self-help support group. 

Analysis of variance was used to determine the effect 

of age, marital status, medical treatment, and/or time 

postmastectomy on levels of depression of mastectomy 

clients who attended the mastectomy self-help support 

group. The findings were: 

1. There was no significant difference between 

childbearing and nonchildbearing subjects in mean 

depression scores. 

2. There was no significant difference in mean 

depression scores of subjects grouped by marital status. 

3. There was no significant difference in mean 

depression scores of -subjects that received medical 



treatments and subjects that did not receive medical 

treatment. 

4. There was no significant difference in mean 

depression scores of subjects grouped by time since 

mastectomy date. 
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CHAPTER V 

SUMMARY OF THE STUDY 

This chapter presents a sum~ary of the study, a 

discussion of the findings, and conclusions and 

implicatLons based on -those findings. There are 

recommendations offered for further research. 

Summary 

This was a descriptive exploratory research study. 

The problem was to determine what effect a mastectomy 

self-help support group had on levels of depression in 

mastectomy clients over time. The conceptual framework 

for this study was based on Beck's (1963) theory of 

depression and Lieberman's (Lieberman & Borman, 1979) 

theory of self-help support group. Two research questions 

were investigated. First, the research study attempted to 

identify if levels of depression in mastectomy clients 

varied over time in relationship to the number of months 

involved in a mastectomy self-help support group and/or by 

the number of meetings attended at the mastectomy 

self-help support group. Second, the research study 

attempted to determine whether a critical time factor 

was identifiable in relationship to the level of 
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depression and length of involvement in a mastectomy 

self-help support group. 
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The sample was a convenience sample of 29 subjects 

who were involved in a support group for mastectomy 

clients. The instrument used to measure levei of 

depression was the Beck Depression Inventory (BDI). A 

demographic questionnaire was also utilized to obtain data 

for age, marital status, date of mastectomy, present 

treatment, number of months with the support group, and 

the number of meetings attended at the mastectomy 

self-help support group. 

Descriptive statistics were used to describe the 

sample. An analysis of variance was conducted to answer 

the two research questions. The findings from the 

statistical tests were: 

1. Subjects did not differ significantly in mean 

depression scores when they were grouped by the number of 

months and by the number of meetings attended w~th the 

mastectomy support group. 

2. A critical time factor for depression level was 

not identified in terms of the number of months or number 

of meetings attended with the mastectomy support group. 
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Discussion of Findings 

The findings from the research study demonstrated a 

nonsignificant relationship between mean depression scores 

on the BDI when mastectomy clients were grouped by the 

number of months involved with the mastectomy self-help 

support group and when subjects were grouped by the number 

of meetings attended with this support group. This 

finding is inconsistent with findings from other similar 

research studies; however, these findings were based on a 

one time measurement. 

Yalom and Greaves (1977) described their 4 year 

experience with a therapy group for terminally ill cancer 

patients. It was determined that group therapy was an 

effective treatment modality. Group therapy became the 

key support for these patients and it enabled them to cope 

with the disease more effectively by reducing depression 

and anxiety levels. 

Bloom et al. (.1978) conducted a quasi experimental 

study to determine the effects of support group therapy in 

39 postmastectomy subjects. It was determined that 

support group therapy was beneficial. Subjects that 

received group therapy had a reduction in negative 

affective state and an increase in the perception of 



self-efficacy when compared to subjects that did not 

receive group therapy. 
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Youseff (1984) noted a significant positive 

difference in self-esteem and depression of mastectomy 

clients who attended 18 group therapy sessions. This 

finding was consistent with the findings of Spiegel et al. 

(1981). Spiegel et al. (1981) noted a reduction in 

depression, tension, fatigue, confusion, and maladaptive 

coping responses in mastectomy clients who received group 

therapy weekly for 54 weeks. 

The findings from the present research study did not 

reveal significance for the number of months or for the 

number of meetings attended at the mastectomy self-help 

support group and the level of depression. The small 

sample size of 29 subjects may have contributed to the 

nonsignificant findings. 

A critical time factor was not identifiable when 

comparing support group involvement to mean depression 

scores. An analysis of variance revealed subjects grouped 

by the number of months involved with the support group 

did not differ significantly in mean depression scores 

(f = 0.53; E = .060). Subjects grouped by the number of 

meetings attended at the support group did not differ 

significantly in mean depression scores (r = 1.11; E = 
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0.34). This may be due to the small sample size. A 

pattern did appear to exist. Scores that indicated 

mild-moderate depression were subjects who were more 

recently involved with the mastectomy self-help support 

group. The depression level decreased as the length of 

time involved with the support group increased, with a 

normal depression range noted at an average of 11 months 

involvement with the mastectomy self-help support group. 

Subjects' scores indicated moderate-severe or severe 

depression following 11 months of involvement in the 

support group, indicating that after 11 months, the 

support group does not assist in the reduction of 

depression levels. Spiegel et al. (1981) stated that many 

physicians believed that the formation of cancer support 

groups can have an adverse effects on terminally ill 

clients. The support group was believed to promote an 

individual's awareness of the seriousness of the cancer 

diagnosis. This could lead to depression, anxiety, or 

demoralization (Spiegel et al., 1981). 

Few studies addressed the investigation of a critical 

time factor to identify when support group therapy becomes 

beneficial. Lierman (1984) conducted a research study to 

investigate the effects of psychological preparation and 

supportive care for women 1 and 3 months following 



mastectomy. Although the subjects who received this 

treatment had more positive mood, greater satisfaction 

with care, and better recovery than subjects who did not 

receive this treatment, the findings did not reach a 

significant level. Lierman (1984) believed the 

insignificant findings were a result of the lack of 

personalized explanation of sensations and events that 

each woman was experiencing. 
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Capone et al. (1980) found different results in their 

research study. Psychotherapy was used with gynecological 

cancer patients. Emotional and psychological states were 

assessed before treatment and at 3 months after 

treatment. At 3 months, the emotional and psychological 

states of the subjects differed from the pretest states. 

Many factors determine the coping abilities of a 

woman following a mastectomy. Postoperative 

complications, age, marital status, and continued medical 

treatment may influence a woman's capability of coping 

with the diagnosis of cancer and the physical 

disfigurement from the mastectomy (National Cancer 

Institute, 1980). 

Quint (1963) conducted a longitudinal study of 21 

subjects over a 1 year period. Quint (1963) stated that 

emotional adjustment to the cancer diagnosis and the 



physical disfigurement of the mastectomy required a 

prolonged recovery phase. 
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Woods and Earp (1978) agreed that other variables 

will influence an individual's coping ability •. From their 

research study, social support was found to have a 

mediating effect between a woman's physical complications 

and her level of depression. If physical complications 

are numerous, social support does not reduce depression 

levels. However, if physical complications are few, and 

strong social support is available, the level of 

depression decr:eases .. 

Support does become an essential part of the 

postmastectomy recovery phase. Spouses and family must 

offer emotional support and encouragement. An analysis of 

variance was conducted to compare subjects grouped by 

marital status by mean depression scores. Subjects with 

spouses (~ = 24) and subjects without spouses (n = 5) had 

mean depression scores indicative of mild depression. A 

significant difference between the groups was not found. 

This could have been the result of the uneven distribution 

of the subjects into each group with 82.8% of the subjects 

with spouses and 17.2% of the subjects without spouses. 

This finding is inconsistent with other research 

findings. Jamison et al. (1978) conducted a study with 41 
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postmastectomy subjects to examine emotional responses and 

perceptions of the effects of mastectomy on the 

relationship with the spouse pre and postmastectomy. 

Better emotional adjustment was noted in subjects who were 

married longer, older, and received more support from 

spouse and children. 

These findings were supported by Ervin (1973). Ervin 

(1973) stated that emotional responses following a 

mastectomy were dependent on inner resources, support by 

family and friends, recognition of the disease process, 

and guidance by the surgeon (Ervin, 1973). 

Husbands and friends are an important source of 

support. The reaction of the spouse and friends to a 

mastectomy is crucial for the woman's adjustment to the 

mastectomy (Ervin, 1973; Jamison et al., 1978; Maguire, 

1976). Maguire (1976) stated that an unsympathetic 

response from a spouse led to avoidance behavior and 

social isolation in women with mastectomies. Family and 

friends must encourage acceptance of the mastectomy scar 

and encourage the woman to continue social interaction 

with people. 

A mastectomy does have a profound psychological impact 

in women. Age .has been known to play a role in the 

emotional adjustment following a mastectomy. An analysis 
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of variance was conducted to determine whether women of 

childbearing age differed from women of nonchildbearing 

age in mean depression scores. It was revealed that 

childbearing aged women (n = 12) had mean depression 

scores indicating mild depression according to the BDI and 

nonchildbearing aged · women (n = 17) had mean depression 

scores indicating normal depression range . . The findings 

did not reach a significant level and may have been a 

result of the small sample size. Despite the lack of 

significance, these findings are consistent with other 

reports. Renneker and Cutler (1952) stated women of 

childbearing age suffered a more depressive response to 

mastectomy than postclimacteric women who were married and 

had children. Freeman (1973) stated that psychological 

stress associated with mastectomy decreases as the age of 

the woman increases, especially if the attitude that 

breast loss does not decrease femininity is present. 

Medical treatment does affect the coping abilities of 

a woman following a mastectomy. Chemotherapy, radiation 

therapy, and/or hormone therapy may lead to adverse side 

effects. Women suffer physically and psychologically with 

the diagnosis of cancer and the subsequent mastectomy. 

Side effects from the postmastectomy medical treatment can 

complicate the recovery phase of ~he woman. 
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An analysis of variance was conducted to compare 

subjects grouped by the type of treatment by mean 

depression scores. Subjects that received medical 

treatment (g = 8) had a mean depression score indicative 

of normal depression. Subjects who were receiving no 

medical treatment at the time of data collection (Q = 21) 

had mean depression scores indicative of mild depression. 

The groups did not differ significantly in the mean 

depression scores. This lack of significant findings may 

have been because of the unequal distribution of subjects 

according to treatment, with 72.4% of the subjects 

receiving no treatment and 27.5% of the subjects receiving 

a treatment. 

The findings were inconsistent with previous 

documentation of medical treatment and emotional 

responses. Stoner (1985) stated many cancer patients 

receiving chemotherapy suffer from uncontrolled side 

effects resulting in learned helplessness. Krouse and 

Krouse (1982) supported this fact by stating medical 

treatment does intensify emotional responses. They 

believed that the duration and intensity of the crisis 

period following the cancer diagnosis varied depending 

upon the prescribed treatment. 
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Byrne et al. (1984) stated cancer patients suffered 

from fear and anxiety of receiving chemotherapy and the 

subsequent side effects. Derogatis et al. (1979) revealed 

that women with metastatic breast cancer who survived 1 

year from the onset of chemotherapy suffered from 

depression, anxiety, distress, and alienation. 

Conclusions and Implications 

Based on the findings of this study, the following 

conclusions were drawn: 

1. Self-help group therapy may be an effective 

treatment modality for some mastectomy clients; however; 

other factors may determine how well a woman copes with 

the cancer diagnosis and mastectomy. 

2. A critical time factor, if one does exist, was 

not identifiable based on the study variables. 

In the absence of significant findings, no 

implications are identified. 

Recommendations for Further Study 

Based on the findings of this study, the following 

recommendations were made. 

1. Studies utilizing a larger sample size should be 

conducted to determine the effect of group therapy on 

coping responses of women following mastectomy. 



2. An exploratory study to isolate factors that 

may be associated with women's ability to cope with a 

mastectomy could be performed. 
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TEXAS WOMAN'S UNIVERSITY 
Box 23717, TWU Station 

Denton, Texas 76204 

1810 Inwood Road 
Dallas Parkland Campus 

HUMAN SUBJECTS REVIEW COMMITTEE 
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Name of Investigator: __ T_h_e_r_e_s_e __ M_._G~i~o~n:,_ _________ Center: Dallas 

Address: 10010 Whitehurst #1128 
Dallas, Texas 75243 

Dear Ms. Gian: 

Date:_ 8/4/86 

Your study entitled Self-Help Support Group aoo Leve] of 

Depression in the Mastectomy Client 

has been reviewed by a committee of the Human Subjects Review Committee 
and it appears to meet our requirements in regard to protection of the 
individual's rights. 

Please be reminded that both the University and the Department of 
Health, Education, and Welfare regulations typically require that signa
tures indicating informed consent be obtained from all human subjects 
in your studies. These are to be filed with the Human Subjects Review 
Committee. Any exception to this requirement is noted below. Further
more, according to DHEW regulations, another review by the Cammi tte•:? is 
required if your project changes. 

Any special provisions pertaining to your study are noted below: 

Add to informed consent form: No medical service or compensation 
-is provided to subjects by the Universi.ty as a result of injury 

from participation in research. 

Add to informed consent form: l UNDERSTAND THAT 'IHE RETURN OF MY 
-QUESTIONNAIRE CONSTITUTES MY INFORMED CONSENT TO ACT AS A SUBJECT 

IN THIS RESEARCH. 

The filing of signatures of subjects with the Human Subjects 
-Revi~w Committee is not required. 



_other: 

_x __ No special provisions apply. 

PK/smu 
3/7/80 

Sincerely, 

Chairman, Human Subjects Review 
Committee 

1\t Dallas ---------------
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THE GRADUATE SCHOOL 

Ms. Therese Marie Gion 
10010 Whitehurst - Apt. 1128 
Dal las, TX 75243 

Dear Ms. Gion: 

August 28t 1986 

I have received and approved the Prospectus for your 
research project. Best wishes to you in the research and 
writing of your project. 

ay 

cc: Dr. Oneida M. Hughes 

Sincerely, 

Leslie M. Thompson 
Provost 
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a student enrolled in a program of nursing leading to a 
Master's Degree at Texas Woman's University, the privilege 
of its facilities in order to study the following 
problem. 

SELF-HELP SUPPORT GROUP AND LEVEL OF DEPRESSION IN THE 
MASTECTOMY CLIENT 

The conditions mutually agreed upon are as follows: 

1. The agency (may) (~j not:4 be identified in the 
final report. 

2. The names of consultative or administrative 
personnel in the agency (may) (mal 11~-t) be 
identified in . the final report. 

3. The agency (wants) ( d,Q.eo-=no:t- :.ant) a conference 
with the student when the report is completed. 

4. The agency is ( wi 11 ing) (.JJ11 ii 1 i eg )- to al low the 
completed report to be circulated through 
interlibrary loan. 

5. Other 

1 /)9 /Jt. _D_a_t_e~,,,...._ ' 

JiL i l ..!..l. )t. . 1/t(:-x., 
Signature of Student 

*Fill out &. sign 3 copies to be distributed: Original
student; 1st copy-Agency; 2nd copy-TWU School of Nursing 
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My name is Therese M. Gion. I am a registered nurse 
presently attending the graduate school of nursing at 
Texas Woman's University. My thesis is investigating 
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the needs of women following a mastectomy. The question
naire you will be completing will provide vital information 
that may increase nurses' awareness of the needs of a 
woman following a mastectomy. 

There are two questionnaires to be completed within the · 
packet you have received. It will require approximately 
15 minutes to complete both questionnaires. Your partici
pation in this study is voluntary. Your decision to 
participate or not participate will not result in adverse 
consequences. Completion and return bf the questionnaires 
is considered as your consent to participate in the study. 
In order to insure anonymity, please refrain from writing 
your name on either questionnaire or the return envelope. 

Some of the items in the questionnaire may be considered 
sensitive in nature and res~lt in emotional responses. 
If you wish to contact me about the study or to discuss 
anything pertaining to the study, please contact me at 
214/343-4287. I will be available to listen to any concerns 
and answer questions. You may withdraw from this study 
at any time without adverse consequences. 

If you are willing to participate in the study, please 
read the directions and each item in the questionnaires 
carefully. Select and circle the statement which best 
describes the way you have felt in the past week, including 
today. If more than one statement applies equally well, 
circle each of them. Please return the questionnaires 
by September 12, 1986. 

Sincerely, 

Therese M. Gian, R.N., B.S.N. 
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COMPLETION OF THIS QUESTIONNAIRE WILL BE CONSTRUED AS 
INFORMED CONSENT TO PARTICIPATE IN THE STUDY 

DIRECTIONS: This demographic data will assist the re
searcher to identify possible needs of a woman following 
a mastectomy. Please place an X next to the most 
appropriate response for each item. 

Demographic Data 

What is your age range? 
15-25 
26-35 
36-45 
46-55 
56-65 
66-75 
over 75 

What is your marital status? 
Single 
Married 
Divorced 
Widowed 

When was your mastectomy performed? 
Month ___ Year 

Please check all treatments which you are presently 
receiving? 

Chemotherapy 
Radiation 
Hormone therapy 
No therapy 
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How long have you been attending this support group? 

Approximately how many meetings have you attended? 
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The Beck Depression Inventory is a copyrighted instrument. 
Information regarding this instrument may be obtained 
from: 

Dr. Aaron T. Beck 
Center for Cognitive Therapy 
133 South 36th St. 
Room 602 
Philadelphia, PA 19104 
Phone: 215/243-4100 
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CENTER FOR COGNITIVE THERAPY 

AARON T. ■£CIC. M. 0.. DIHCTOII 

ROOM eoa 

Therese M. Gion, RN, BSN 
10010 Whitehurst 11128 
Dallas, TX 75243 

Re: Permission Grant 

Dear Ms. Gion: 

, •• eouTM aene STRlrT 

PMILADa.PtUA. l'A. ·••o• 

T---. ,a,a, au ... ,oo 

April 29, 1986 
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Thank you for your recent letter. On behalf of Aaron T. Beck, 
M.D., I am responding to your interest in our scales and research. 

For your convenience, I have enclosed a copy/copies of the most 
recent version(s) of the Beck Depression Inventory, as well as 
relevant scoring information. 

You have Dr. Beck's permission for use and reproduction of the 
above-mentioned scale(s) for your research study. There is no charge 
for this permission. 

In reciprocation, we would like you to send us a complimentary 
copy of any reports, preprints and publications in which our materials 
are used. These reports will · be stored in our central library to 
serve as a resource for other researchers or clinicians. Please 
advise as to whether you agree to this arrangement. 

We would also appreciate further information regarding your 
proposed research project~ 

If you have any questions, please feel free to contact me during 
business hours at (215) 898-4100. I will look forward to hearing from 
you. 

Sincerely, 

/1-r- I~ 
Harvey W. Ziff, M.Ed. 
for Aaron T. Beck, M.D. 
University Professor of Psychiatry 
Director, 
Center for Cognitive Therapy 
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