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The present study compared the relative efficacy of comprehensive group coping skills training and
supportive group therapy for enhancing cancer patients' adjustment to their disease. Forty-one cancer patients exhibiting a marked degree of psychosocial distress were randomized to one of three
conditions: (a) group coping skills instruction, (b) support group therapy, and (c) no-treatment control. Support group sessions were nondireclive and emphasized the mutual sharing of feelings and
concerns. Coping skills training included instruction in: (a) relaxation and stress management, (b)
assertive communication, (c) cognitive restructuring and problem solving, (d) feelings management,
and (e) pleasant activity planning. Results demonstrated a consistent superiority of the coping skills
intervention over supportive group therapy and the no-treatment control. Patients receiving supportive group therapy exhibited little improvement, and untreated patients evidenced a significant deterioration in psychological adjustment. These results support providing psychologically distressed cancer patients with multifaceted coping skills training.

A significant proportion of cancer patients experience difficulty adjusting to their illness, and in many patients these prob-

tional distress. Spiegel, Bloom, and Yalom, (1981) compared
supportive group therapy and a no-treatment control with 58
metastatic breast cancer patients. No significant between-

lems are enduring (Maguire et al., 1978; Meyerowitz, 1983;
Morris, Greer, & White, 1977; Schonfield, 1972). Estimates of

groups differences were found at either the 4- or 8-month assess-

the prevalence of significant psychological disruption such as
depression, anxiety, anger, feelings of worthlessness, and hopelessness have ranged from between 23 and 66% of cancer patient
populations studied (Meyerowitz, 1980; Peck & Boland, 1977;

ment; however, at the 12-month assessment patients receiving
supportive group therapy were less tense, less depressed, less

Plumb & Holland, 1977). Additionally, patients frequently re-

fatigued, and had fewer phobias than untreated patients. In a
study of Hodgkin's patients, Jacobs, Ross, Walker, and Stockdale (1983) reported no significant differences in psychological

port adverse reactions to chemotherapy treatments (Araoz,
1983;Burish&Lyles, 1983; Redd &Hendler, 1983); family dis-

ing support group therapy and a no-treatment control group.

functioning at an 8-week posttest between those patients receiv-

tress (Burish & Lyles, 1983; Heinrich, Schag, & Ganz, 1983;
Lichtman et al., 1984); sexual problems (Andersen & Hacker,
1983; Andersen & Jochimsen, 1985; Jamison, Wellisch, & Pas-

volving structured training in the use of specific coping skills

nau, 1978); and disruption of their day-to-day physical, social,
vocational, and cognitive functioning (Heinrich, Schag, &

cer. Progressive muscle relaxation plus guided imagery (Burish

Recent research suggests that psychological interventions inmay help patients adjust to the psychosocial disruption of can& Lyles, 1981; Lyles, Burish, Krozley, & Oldham, 1982), hypnosis plus guided imagery (Redd, Andresen. & Minagawa,

Ganz, 1983). These studies suggest that the diagnosis and treatment of cancer can have pervasive negative psychosocial effects

1982), and systematic desensitization (Morrow & Morrell,

on the lives of many patients.
Although much is now known about the psychosocial effects
of cancer, only a handful of experiments have been directed at

1982) have been effective in reducing the nausea, vomiting, anxiety, and depression that many patients experience before, during, and after chemotherapy injections. Self-instruction plus

systematically evaluating psychological interventions for cancer

problem-solving training has been shown to reduce patients'

patients. Supportive group therapy has been the most widely
used and the most widely studied (Telch & Telch, 1985). Studies
by Ferlic, Goldman, and Kennedy (1979) and Vachon, Lyall,

emotional distress compared with a no-treatment control
group (Weisman, Worden, & Sobel, 1980). An intervention
program providing both educational (e.g., relaxation training)

Rogers, Cochrane, and Freeman (1981) found supportive group
counseling to be beneficial in reducing cancer patients' emo-

and individual supportive counseling services ameliorated
some patient problems and helped diminish negative affect
(Gordon et al., 1980).
The present study examined the relative efficacy of group
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coping skills instruction, supportive group therapy, and a notreatment control in promoting psychological adjustment
among clinically distressed cancer patients. It was hypothesized
that patients receiving group coping skills instruction would evidence significantly less psychological distress and greater adjustment than patients assigned to supportive group therapy or
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no-treatment control. It was expected that patients receiving
supportive group counseling would show less distress than patients receiving no psychological treatment.

Method
Patients
Forty-one cancer patients (27 women, 14 men) from 19- to 64-years
old (M = 41.3) receiving outpatient care at Stanford University Medical
Center participated in the study. Patients represented a variety of cancer
types, disease stages, treatment regimens, and times since the cancer
was initially diagnosed. The specific types of cancer included 15 breast,
12 Hodgkin's, 6 lymphoma, 2 lung, 2 ovarian, 1 colon, 1 melanoma, 1
tongue, and 1 malignant schwanoma. Patient entry criteria included (a)
age of 18-65 years, (b) Karnofsky Performance Status score' of 70 or
above, and (c) clear evidence of psychosocial distress as measured by a
structured interview score greater than 36.2

Design and Procedures
Potential study participants were recruited during routine clinic visits and invited to a structured screening interview developed for the
study. Patients meeting the entry criteria were assigned in groups of
5 and then each group was randomized to one of three experimental
conditions: (a) group coping skills instruction, (b) support group therapy, and (c) no-treatment control. Three separate patient groups were
recruited within each experimental condition. There were 14 patients
in the no-treatment and support group conditions and 13 in the coping
skills condition. The patient groups were comparable on demographic
and medical factors.

Assessments
All assessments were conducted at pretest and at the 6-week posttest.
Structured clinical interview ratings. The structured interview consisted of 21 questions. Responses to each question were rated on a 5poinl Likert scale according to the patient's level of distress. The questions targeted four general problem areas: (a) medical concerns; (b) family, social, and sexual relationships; (c) problems in daily living; and (d)
cognitive, affective, and behavioral adjustment difficulties. The 21-item
ratings were summed to derive an index of overall psychosocial adjustment. A higher score indicates greater distress. Screening interviews
lasted about 30 min and were conducted and scored by the first author
and a licensed clinical social worker. In addition, each interview was
audiotaped and evaluated by an independent rater who was blind to the
patients' group assignments. Interrater reliability for the interview was
.86 preprogram and .93 postprogram. Concurrent validity of the interview was established by demonstrating significant correlations between
the interview total score with other established indices of psychological
functioning (i.e., Profile of Mood States [POMS], r = .69; Cancer Inventory of Problem Situation [CIPS]: severity, r = .43; intensity, r = .42).
POMS. The POMS (McNair, Lorr, & Droppleman, 1971) is a standard instrument for assessing mood states and has been reported to
be a sensitive indicator of cancer patients' responses to psychological
intervention (Spiegel et al, 1981; Weisman et al., 1980). It is a 65-item
adjective checklist containing six mood-related subscales: TensionAnxiety, Depression-Dejection, Anger-Hostility, Vigor, Fatigue, and
Confusion-Bewilderment. High internal consistency and test-retest reliability has been reported for each of the six subscales (McNair et al.,
1971).
CIPS. The CIPS (Schag,Heinrich,&Ganz, 1983)contains 144items
that describe specific problems commonly confronted by cancer patients. Twenty-five problem area subscale scores and 3 total scores can
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be obtained. The total scores include (a) overall problem severity, (b)
total number of problems, and (c) the average problem intensity. Subjects were instructed to rate on a 5-point scale (ranging from not at all
a problem [0] to very much a problem [4]) the degree to which each
statement applied to them. Alpha coefficients for the CIPS subscales
average .84 and test-retest reliabilities for each of the subscales are
above. 80 (Schagetal., 1983).
Perceived Self-Efficacy
scale. This 38-item scale (Telch & Telch,
1982) assesses patients' beliefs concerning their ability to cope in various situations or to perform specific behaviors found to be difficult for
cancer patients (e.g., asking for help from family members, discussing
treatment options with the physician, feeling physically attractive). Patients were instructed to circle the number on a 0-10 scale (ranging
from not at all confident [0] to absolutely confident [10]) that best represented their confidence in coping with the situation described. The scale
consists of six subscales each demonstrating high internal consistency
(Cronbach as ranging from .77 to .92). The subscales are (a) Coping
With Medical Procedures; (b) Communication With Physicians,
Friends, and Family; (c) Participation in Vocational, Social, and Physical Activities; (d) Personal Management; (e) Affective Management; and
(f) Self-Satisfaction. A total score representing patients' overall efficacy
Strength is computed by summing patients' confidence ratings on each
of the 38 items. The scale has also demonstrated high test-retest reliability (r = .95).
Treatment credibility. All intervention patients were instructed to
complete a brief, 10-item anonymous form evaluating (a) feelings regarding the adequacy of the group in meeting various needs, (b) overall
level of satisfaction with the group content and process, and (c) satisfaction with the group leader. These ratings were made on a 9-point scale,
and were used to examine whether patients in the two intervention conditions were equally satisfied with the treatment received, and whether
the group leader was perceived as equally satisfactory in both intervention conditions.
Skills home practice records. Patients in the coping skills condition
rated on a 7-point scale the frequency with which they practiced the
specific skills taught in the treatment sessions. The major purpose of
these records was to assess whether patients were using the targeted skills
in their natural environment.

Experimental Conditions
Three separate coping skills instruction groups and three support
groups were formed between November, 1983, and June, 1984. Each
group met once a week for 6 consecutive weekly sessions. Sessions lasted
about 90 min. All group sessions were conducted by an advanced doctoral student in counseling psychology or a licensed clinical social
worker. Both therapists had a minimum of 2 years of experience in con-

' The Kamofsky Performance Status Scale is an interviewer-rated instrument used to evaluate a patient's degree of impairment in physical
activity and self-care. It is divided into 10-point increments ranging
from 0 (dead) to 100 (normal, no complaints, no evidence of disease).
The score of 70 was selected as a cutoff based on our previous experience suggesting that patients scoring below 70 would be unable to fulfill
study requirements (i.e., attending group sessions). The scale has demonstrated high interrater reliability and construct validity (Schag, Heinrich,&Ganz, 1982).
2
Pilot data collected from 200 patients interviewed prior to the
study's initiation were used to determine the entry criterion. The structured interview cutoff score of 36 achieved the highest level of correct
classifications of patient status (distressed vs. nondistressed) as measured by dichotomous ratings of distress (yes or no) by the hospital social work staff.
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Table 1
Intergroup and Within-Group Comparisons on Profile of Mood States (POMS)
Intergroup (/-test) comparisons
at posttest*
Up 2

Upl

Measure
Tension-anxiety
Pretest
Posttest
Depression
Pretest
Posttest
Anger-hostility
Pretest
Posttest
Vigor
Pretest
Posttest
Fatigue
Pretest
Posttest
Confusion
Pretest
Posttest
POMS total
Pretest
Posttest

M

SD

Op 3

Within-group (Mest)
comparisons (pre- to posttest)

M

SD

M

SD

Gp 1 vs.
Gp2

G p l vs.
Gp3

Gp 2 vs.
Gp3

Gpl

Gp2

Gp3

2.52

7.54*"

5.31"*

5.25*"

3.42"

3.94"

18.38
7.20

7.65
1.66

12.61
9.14

5.13
3.90

13.30
18.01

6.04
7.32

21.82
5.71

12.81
2.57

11.60
9.22

5.93
6.09

12.82
19.40

7.42
10.02

3.14"

7.05***

4.22*"

4.58"*

2.44*

5.31*"

13.52
3.89

11.92
2.94

7.81
6.42

5.34
4.52

7.88
11.72

3.30
7.32

1.90

4.51***

2.82"

3.20**

0.87

2.30*

8.90
17.02

4.86
6.28

13.92
14.21

5.27
6.01

10.58
9.35

3.28
5.29

3.33"

4.94***

1.40

5.12***

0.27

1.13

15.31
5.92

7.43
3.02

10.54
8.90

4.55
5.53

10.06
12.35

7.03
5.85

4.03*'*

6.52***

2.84"

5.62*"

1.82

0.41

12.32
5.24

4.62
2.02

7.60
7.55

3.54
3.22

9.23
11.62

3.31
4.65

2.81**

5.74***

2.82"

4.63*"

0.12

3.83"

87.41
25.81

42.32
12.26

51.09
42.02

23.21
23.21

57.83
78.84

26.85
32.71

3.13**

7.12***

4.07***

4.86*"

1.69

5.12*"

Note. Gp 1 = coping skills instruction. Gp 2 = support group therapy. Gp 3 = no-treatment control. For between-groups comparisons, df= 37. For
within-group comparisons, <#s = 12,13, and 13 for Gps 1-3, respectively.
* To adjust significance levels for multiple comparisons, Bonferroni adjustment may be applied by multiplying the significance level by 3 (i.e., the
number of comparisons within each variable).
*p<.05. "p<.01. '"/x.OOl.

ducting cancer patient groups. The doctoral student led two groups in
each condition while the social worker led one group per condition.
Group coping skills instruction. The group coping skills instruction
emphasized teaching and rehearsal of cognitive, behavioral, and affective coping strategies. One of five different instructional modules was
presented each week. The group instructor presented a general rationale
and introduction to each new topic area and then described specific
coping techniques relevant to each topic area. A variety of structured
exercises were used to demonstrate how the various skills could be implemented in common patient situations. Behavioral strategies included
(a) homework assignments, (b) goal setting, (c) self-monitoring, (d) behavioral rehearsal and role-playing, and (e) feedback and coaching. Behavioral rehearsal of specific skills was used to give each group member
an opportunity to practice the coping techniques and receive feedback
during the sessions. The importance of frequent home practice of these
skills was emphasized at the end of each session. To facilitate home practice, patients were provided with written materials that summarized
and highlighted each of the concepts and skills presented. The five coping skills module areas were (a) relaxation and stress management, (b)
communication and assertion, (c) problem solving and constructive
thinking, (d) feelings management, (e) pleasant activity planning.3
Support group therapy. Support group sessions were aimed at letting
patients discuss feelings, concerns, and problems. The group leader
served as a facilitator, pointing out common themes underlying individual problems (e.g., helplessness, sense of loss of control) and encouraging participation by all group members. The support group sessions had
no specific, preplanned agenda or set of structured exercises.
No-treatment control. Patients assigned to this condition completed
the structured interview and the paper-and-pencil measures at 0 and 6
weeks but received no psychological intervention. Controls were in-

formed that they could participate in ongoing service programs after
the 6-week assessment.

Results
Analysis of Medical Data
To test for differences in patients' medical status among the
three study conditions, chi-square analyses were performed on
categorical medical indices. Results revealed no significant
differences between groups with regard to (a) cancer type, (b)
time since the cancer was initially diagnosed, (c) metastatic
spread, and (d) receipt of treatment for localized or widespread
disease, or adjuvant treatment.

Analysis of Pretest Data
To assess the equivalency of groups on the psychological measures at pretest, one-way analyses of variance were performed.
Significant between-groups differences at pretest were found on
all but one subscale of the POMS, and 50% of the self-efficacy
scales. Examination of the pretest group means revealed that
patients in the coping skills condition reported higher mean lev-

5

A more detailed description of each of the five coping skill modules
is available from the authors.

805

COPING WITH CANCER

Table 2
Intergroup and Within-Group Comparisons on Perceived

Self-Efficacy
Intergroup (/-test) comparisons
at posttest*

Gp2

Gpl
Measure
Coping with medical
procedures
Pretest
Posttest
Communication
Pretest
Posttest
Activity
Pretest
Posttest
Personal
management
Pretest
Posttest
Affective
management
Pretest
Posttest
Self-satisfaction
Pretest
Posttest
Self-efficacy total
Pretest
Posttest

Gp 3

Within-group (Mest)
comparisons
(pre- to posttest)

SD

Gp 1 vs.
Gp2

Gp 1 vs.
Gp3

Gp 2 vs.
Gp3

32.64
25.83

8.91
9.83

6.50***

8.33***

2.11*

7.23***

1.62

4.20***

15.68
16.27

61.61
53.60

14.37
16.26

3.83***

5.82***

2.15*

4.23***

0.14

4.12***

22.57
18.92

8.42
11.41

17.61
13.90

8.72
8.73

5.02***

5.62***

0.34

7.11***

2.00

3.02**

11.71
8.91

40.07
38.32

7.83
9.11

36.13
30.62

6.72
10.80

3.72***

5.71***

1.83

5.62***

1.00

2.92**

43.10
62.33

6.11
9.90

56.52
58.12

10.90
13.52

54.40
46.44

11.22
13.24

3.62***

6.23***

6.83***

0.64

3.42**

15.02
24.75

7.42
8.23

21.73
19.82

7.41
8.44

16.14
12.81

9.12
8.29

4.85***

6.24***

1.22

6.22"*

1.33

2.23*

183.33
260.01

35.80
41.52

231.12
223.42

42.92
56.72

218.32
183.13

43.80
56.23

6.61***

9.12***

2.34*

9.53***

0.90

4.71***

SD

M

SD

25.52
38.40

9.65
7.42

30.01
28.15

10.32
11.61

54.52
70.52

20.80
12.87

60.32
60.21

15.59
23.73

10.61
8.23

29.52
40.41

M

M

2.72**

Gpl

Gp2

Gp3

Note. Gp 1 = coping skills instruction. Gp 2 = support group therapy. Gp 3 = no-treatment control. For between-groups comparisons, df=37. For
within-group comparisons, djs = 12, 13, and 13 forGps 1-3, respectively.
* To adjust significance levels for multiple comparisons, Bonferroni adjustment may be applied by multiplying the significance level by 3 (i.e., the
number of comparisons within each variable).
*p<.05. **p<.01. ***p<.001.

els of distress and lower mean levels of coping efficacy than patients in the other two conditions.
To adjust for differences between groups at pretest, 3 X 2
(Group X Trial) repeated-measures analyses of covariance, using pretest score as the covariate, were performed on all dependent measures. Specific hypotheses concerning between-groups
effects were tested with a priori linear contrast comparisons of

ment conditions revealed a significant support group superiority. However, examination of the within-group changes indicated that these findings are primarily the result of a deterioration of mood from pretest levels among the no-treatment
patients. With the exception of the Tension-Anxiety and Depression subscales, support group patients showed no significant improvement from their pretest levels.

covariate adjusted posttest means. Within-group changes from
pre- to posttreatment were assessed separately for each experimental condition using two-tailed t tests for dependent samples.

Perceived

POMS

sented in Table 2. A similar pattern to that of the POMS

Self-Efficacy

The results of the analyses conducted on self-efficacy are preemerged. Coping skills instruction produced a marked imTable 1 presents means, standard deviations, and a summary

provement in patients' total self-efficacy score as well as each of

of the intergroup and within-group statistical analyses for the
POMS. Within-group analyses for the coping skills condition

the six subscales. The support group therapy patients showed
no significant improvement in self-efficacy total, nor any of the

revealed marked pre- to posttest reductions on the POMS total
score and all six subscales. Between-groups differences at post-

efficacy subscales with the exception of a decline in coping

test were significant for the POMS total and each of the six subscales. The coping skills patients exhibited significantly lower
scores on tension, depression, anger, fatigue, and confusion subscales and higher scores on the vigor subscale compared with
support group or no-treatment patients.
Posttest comparisons between support group and no-treat-

efficacy on the Activity subscale (p = .07). In contrast, the notreatment controls exhibited a marked and consistent deterioration of patients' perceived coping efficacy.
Intergroup comparisons of covariate adjusted posttest means
resulted in a significant superiority of coping skills over support
group and no-treatment conditions for total self-efficacy as well
as each of the self-efficacy subscales. Comparisons between the
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Table 3
Intergroup and Within-Group Comparisons on Cancer Inventory of Problem Situations
Intergroup (Mest) comparisons
atposttest"

Gp2

Gpl
Measure
Total severity
Pretest
Posttest
Total problems
Pretest
Posttest
Average problem intensity
Pretest
Posttest

Gp3

Within-group (/-test)
comparisons
(pre- to posttest)

M

SD

M

SD

M

SD

Gp 1 vs.
Gp 2

Gp 1 vs.
Gp 3

Gp 2 vs.
Gp 3

Gpl

Gp2

Gp3

106.91
67.92

38.22
32.11

85.83
77.11

32.71
35.73

85.90
87.23

47.42
45.72

2.82**

3.84"*

1.12

5.04***

1.22

0.21

53.11
45.32

12.62
19.78

50.22
45.05

12.91
13.86

48.61
49.94

13.62
13.89

0.32

2.20*

1.92

2.42*

2.61*

0.50

2.04
1.51

0.56
0.22

1.72
1.74

0.54
0.38

1.70
1.62

0.42
0.41

3.73***

3.25**

0.47

4.33***

0.25*

0.82

Note. Gp 1 = coping skills instruction. Gp 2 = support group therapy. Gp 3 = no-treatment control. For between-groups comparisons, ^f= 37. For
within-group comparisons, life = 12,13, and 13 forGps 1-3, respectively.
• To adjust significance levels for multiple comparisons, Bonferroni adjustment may be applied by multiplying the significance level by 3 (i.e., the
number of comparisons within each variable).
*p<.05. **p<.OI. ***p<.001.

support group and no-treatment conditions revealed a signifi-

distressed on both therapist and independent observer ratings

cant superiority for support group therapy on the total score as
well as the following subscales: (a) Coping With Medical Proce-

than support group and no-treatment patients, whose ratings
did not significantly differ from each other.

dures, (b) Communication, and (c) Affective Management.

Intervention Credibility Evaluation
CIPS
Table 3 presents means, standard deviations, and a summary
of the intergroup and within-group statistical analyses for the
three total scores from the CIPS. Consistent with the other measures, coping skills instruction produced significant pre- to
posttest improvements in all three CIPS scales. The support
group patients reported significantly fewer problems at posttest,
while no-treatment patients showed no significant pre- to posttest changes on any of the CIPS total scores.
Intergroup comparisons of adjusted posttest means showed
coping skills instruction to be significantly superior to support
group therapy on two of the three dimensions of the CIPS (i.e.,
Total Severity and Average Problem Intensity) and superior to
no-treatment controls on all three total score dimensions. No
significant differences were found between support group therapy and no treatment.

Structured Clinical Interview Ratings

Patients in the coping skills and support group conditions
anonymously completed a 10-item questionnaire to assess their
level of satisfaction with various aspects of the treatment experience; t tests for independent samples were conducted on each
item and the total score. Results indicated that both groups
were equally satisfied with the treatment received, the group
content, the group process, and the group leader.

Discussion
The present findings lend strong support for the efficacy of
group coping skills training to enhance cancer patients' psychosocial adjustment to their illness. Patients exposed to the coping
skills training achieved positive treatment gains across a number of different measures, including (a) affect; (b) satisfaction
related to work performance, social activities, physical appearance, and sexual intimacy; (c) physical and social activities; (d)
cognitive distress; (e) communication; and (f) coping with medical procedures. In contrast, patients receiving supportive

Results of the analyses performed on interviewer ratings revealed a pattern similar to that found with the self-report mea-

group therapy showed little improvement in psychological distress, whereas control patients' psychological functioning dete-

sures. The coping skills patients exhibited marked improve-

riorated.
It is unlikely that the consistent superiority of the coping
skills treatment over support group therapy was due simply to
nonspecific factors such as therapist attention or meeting together with others experiencing similar problems. These factors
were present in both the coping skills and the support groups
conditions. Our data also suggest that treatment credibility can
be ruled out as a rival hypothesis for the differential effectiveness
of the two treatments, as credibility assessment at posttest revealed that patients in both conditions were equally satisfied

ment from their own pretest distress levels on both therapist,
r(12) = 12.22, p < .001, and independent observer ratings,
z(12) = 14.14, p < .001. The support group patients exhibited
significant improvement on therapist ratings, f(l3) = 2.34, p <
.05, but not on independent observer ratings, whereas no-treatment patients showed no significant pre- to posttest gains on
either therapist or independent observer ratings.
Intergroup comparisons of adjusted posttest means revealed
that coping skills patients were rated as being significantly less
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with the group content, the group process, and the group leader.
Therapist bias is a potential threat to internal validity, because
one of the therapists conducted twice as many groups as the
other. However, data from the posttreatment credibility probe
argues against this explanation, because both therapists were
rated as equally effective.
One possible explanation for the powerful effects of the group
coping skills intervention is that these patients regained a sense
of personal control and mastery by learning techniques for coping with stressful thoughts, feelings, and behaviors. One way to
reduce the distress associated with aversive events is to exert
control over them. Moreover, to be effective the control need
not be real; the perception of control may be sufficient to aid
successful adjustment (Thompson, 1981). Patients receiving the
coping skills treatment learned cognitive and behavioral coping
strategies that may have enhanced adjustment by expanding
coping repertoires and increasing patients' perceptions of control.
Data from the home skills practice records suggest that patients receiving the coping skills instruction actually used these
skills in their natural environment. The mean frequency of reported practice episodes per week was 12.3 with a range of from
3 to 25, suggesting that most patients reported using the coping
skills on a daily basis. It should be noted, however, that corroboration of patients' reported use of coping skills (e.g., from significant others) was not obtained.
Data on patients' perceived self-efficacy provide some support for the contention that perceptions of control help mediate
psychological distress. Regardless of the mode of treatment, increases in self-efficacy were associated with improvements on
other indices of psychological distress. Overall, patients receiving group coping skills instruction exhibited marked increases
in perceived self-efficacy compared with both the support group
and no-treatment controls. In contrast, patients receiving support group therapy showed little improvement on any of the
efficacy subscales and control patients' coping efficacy actually
declined.
The relative ineffectiveness of support groups in the present
study may have been due in part to the heterogeneous patient
sample. This may have hindered the development of group cohesion, thought by some (i.e., Yalom, 1975) to be crucial for
support groups to be effective. It is also possible that the 6-week
intervention was not long enough to bring about significant patient improvement.
The absence of follow-up data needs to be considered. Forty
percent of the study participants were unavailable for reevaluation at the scheduled 3-month follow-up assessment. Reasons
included death (7 patients), hospitalization or physical incapacitation (5 patients), return to their home country (5 patients),
and other extenuating circumstances (1 patient). Because of the
high attrition rate, meaningful conclusions regarding the durability of treatment effects cannot be made. Future research is
needed to examine the long-term efficacy of group coping skills
interventions for cancer patients.
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