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Abstract

Objective—Optimism and social support serve as protective factors against distress in medically

ill patients. Very few studies have specifically explored the ways in which these variables interact

to impact quality of life (QOL), particularly among patients with advanced cancer. The present

study examined the role of optimism as a moderator of the relationship between social support and

anxiety, depression, hopelessness, and QOL among patients with advanced cancer.

Methods—Participants (N = 168) completed self-report assessments of psychosocial, spiritual,

and physical well-being, including social support, optimism, hopelessness, depressive and anxious

symptoms, and QOL. Hierarchical multiple regression analyses were conducted to determine the

extent to which social support and optimism were associated with depressive and anxious

symptomatology, hopelessness and QOL, and the potential role of optimism as a moderator of the

relationship between social support and these variables.

Results—Higher levels of optimism were significantly associated with fewer anxious and

depressive symptoms, less hopelessness and better QOL. Higher levels of perceived social support

were also significantly associated with better QOL. Additionally, optimism moderated the

relationship between social support and anxiety, such that there was a strong negative association

between social support and anxiety for participants with low optimism.

Conclusions—This study highlights the importance of optimism and social support in the QOL

of patients with advanced cancer. As such, interventions that attend to patients’ expectations for

positive experiences and the expansion of social support should be the focus of future clinical and

research endeavors.
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A growing number of studies focus on variables that promote psychological resilience, or

the capacity to continue functioning normally or even optimally soon after a traumatic event

[1–3]. This literature extends to the field of psycho-oncology, where resilience has been

associated with decreased psychiatric symptoms and improved quality of life (QOL) in

patients with cancer and their caregivers [4–8]. Quality of life is a multidimensional

construct, including physical, psychological, and social well-being [9]. Studies of resilience

and QOL focus on variables that impact patients’ ability to successfully navigate the

transitions of the cancer trajectory, from diagnosis and treatment, to survivorship and

recurrences. Two variables that have received increasing attention as correlates of QOL and

potential sources of resilience are optimism and social support.

Optimism is defined as the degree to which one expects positive experiences in the future

[10]. It is positively associated with psychological well-being both in the general population

and among medically ill patients [11]. This relationship holds for patients with cancer,

among whom optimism is positively associated with psychological well-being and

negatively associated with distress and depression [12, 13], and pessimism is positively

associated with poorer health-related QOL [14] and increased anxiety and depression [15].

Several mechanisms driving the relationship between optimism and psychological well-

being have been suggested, including higher expectations of the results of health related

behaviors and the use of more adaptive coping strategies [11]. In what appears to be the only

study of optimism among patients with metastatic cancer, optimism specifically regarding

treatment outcome was negatively associated with psychological distress [16]. While an

optimistic outlook specifically regarding survival and prognosis has the potential to

negatively impact treatment decision making among patients with advanced cancer [17],

there is evidence that maintaining a generally optimistic attitude, including optimism

regarding the quality of life left to live, is associated with reduced anxious and depressive

symptomatology among such patients [18].

Social support has also been widely examined across the psychiatric, medical, and

sociological literature, and has been found to have beneficial effects on overall well-being.

For example, social support serves as a protective factor against physical morbidity and

mortality [19], protects against distress and psychopathology [20–22], and promotes

psychological adjustment to chronic medical illnesses, including cancer [23, 24]. Among

patients with cancer, social support is associated with fewer psychological symptoms and

greater well-being [25–33], and appears to serve as a protective factor against negative

health outcomes, including mortality [34]. There is also evidence that perceived social

support may be more critical than actual support available or received in terms of these QOL

outcomes [35, 36].

Similar to optimism, several mechanisms driving the relationship between social support

and mental health outcomes have been suggested. Research suggests that social support

promotes QOL through an enhancement of mood and sense of identity, a decrease in the

burden associated with instrumental activities of daily living, positive appraisals of coping

resources, and the provision of information [37]. Furthermore, in accord with the social-

cognitive model of emotional adjustment to stressors, the discussion of stressors with

supportive individuals can facilitate cognitive processing and adaptation to such stressors
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[38]. Social support may also help individuals focus on the positive aspects and potential

benefits of a difficult situation [39], and is therefore connected to optimism.

While many studies have examined the unique relationships between optimism and social

support on mental health outcomes, few have focused specifically on the ways in which

these two variables might interact to promote psychological well-being. In the general

population, it has been proposed that social support serves as either a mediator or moderator

of the relationship between optimism and QOL [40–47]. Studies of cancer patients similarly

suggest that these variables may serve as mediators and moderators for one another in

relation to QOL [48–50]. For example, in their study of optimism and social support among

breast cancer survivors, Trunzo and Pinto (2003) suggested that significant others may find

it easier to provide support to more optimistic patients, as they may be less likely to place

intense emotional demands on others and hence create less stressful social environments

than less optimistic patients [50]. Indeed, there is evidence in the general population that

optimistic individuals receive more positive responses from others than pessimistic

individuals, and that an optimistic disposition attracts others and promotes the development

of social support [40, 42, 51]. Optimists tend to have greater overall social support [52] and

increases in social support during stressful experiences [42]. It is therefore likely that the

potential beneficial impact of social support on mental health outcomes, such as anxiety and

depression, may be greater for individuals who have low levels of optimism, and thus there

may be a need for interventions that foster the development of social support among such

individuals.

Currently, there is no consensus on the nature of the relationship between optimism, social

support and mental health outcomes among patients with cancer and research has yet to

examine these relationships specifically in patients with advanced cancer. Due to the high

rates of psychological distress experienced by patients with advanced disease [53–55] and

the unique protective benefits - including the promotion of resilience - conferred by

optimism and social support, a clearer understanding of the ways in which these variables

impact each other likely has significant implications for clinical practice. The purpose of this

study was to examine the relationship between optimism, social support and mental health

outcomes in patients with advanced cancer. Specifically, we examined the role of optimism

as a moderator of the relationship between social support and depression, anxiety,

hopelessness, and quality of life, variables which have each been shown to impact resilience

among patients with cancer [56–59]. In light of previous research findings among patients

with earlier stage disease, we hypothesized that the positive impact of social support on

anxiety, depression, hopelessness and quality of life would be greater for patients with low

levels of optimism.

Method

Participants and Procedures

Participants were recruited from outpatient clinics at Memorial Sloan-Kettering Cancer

Center (MSKCC) in New York City between August 2007 and May 2012. Recruitment was

primarily through posted flyers or physician referral, soliciting participants for a randomized

controlled trial evaluating the impact of Meaning-Centered Group Psychotherapy (MCGP)
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on advanced cancer patients’ sense of meaning, psychological distress, and QOL. Eligible

patients were diagnosed with stage III or IV solid tumor cancers or non-Hodgkin’s

lymphoma, were ambulatory, over 18 years old, and English speaking. Patients were

excluded if they had significant cognitive impairment or psychosis, or physical limitations

that precluded participation in an outpatient group intervention. Prospective participants

were informed of the risks and benefits of study participation and were provided written

informed consent. The study was approved by the Institutional Review Boards of MSKCC

and Fordham University. The data presented here represent a cross-section from patients

recruited for the randomized trial of MCGP who completed the baseline assessment. This

assessment was completed in person via paper-and-pencil measures before the initiation of

the psychotherapy.

Measures

Life Orientation Test – Revised (LOT-R) [60]—The LOT-R is a ten-item scale with

four items used as unscored fillers. Scores range from 0 to 24 with higher scores

representing greater optimism. It was revised from the 12-item (four-item filler) version as a

means of better assessing expectations of good versus bad outcomes. It has demonstrated a

moderately high degree of internal consistency (Cronbach’s alpha of .78), discriminant

validity with measures of anxiety (ρ=−.53 with Trait version of State-Trait Anxiety

Inventory) and neuroticism (ρ=−.43 as assessed by Guilford-Zimmerman Temperament

Survey), and convergent validity with measures of self-esteem (ρ=.50 with Rosenberg’s

Self-Esteem Scale) and self-mastery (ρ=.48 with Self-Mastery Scale).

Hospital Anxiety and Depression Scale (HADS)[61]—The HADS is a 14-item self-

rated questionnaire that has been well established as a measure of overall psychological

distress in cancer patients, with Depression and Anxiety subscales of seven items each. It

was developed without physical indicators of anxiety and depression so that it could be used

with medically ill patients [61]. Scores range from 0 to 21 for each subscale, and cut-off

scores for identifying clinically significant depression and anxiety range from eight [62, 63]

to eleven [64]. Singer and colleagues demonstrated that the optimal diagnostic cutoff scores

for use with a cancer population receiving acute care were ≥ 5 HADS-D (depression

subscale), ≥ 7 HADS-A (anxiety subscale), and ≥ 13 HADS-T (total score) [65].

Beck Hopelessness Scale (BHS)[66]—The BHS is comprised of 20 true/false

questions that assess degree of pessimism and hopelessness. Several studies have

demonstrated a high degree of internal consistency (KR-20 mostly in the .90s) and

concurrent validity (e.g., correlations of .74 with clinical ratings of hopelessness) [67].

Scores range from 0 to 20 with higher scores representing greater hopelessness.

Duke-UNC Functional Social Support Questionnaire (DUFSS) [68]—The DUFSS

is an 8-item multidimensional, functional social support questionnaire that measures

perceived social support [68]. The DUFSS is a reliable and valid self-report instrument that

generates a total score representing overall social support, and two subscale scores

corresponding to confidant support and affective support and has been used in studies with

medically ill patients [69]. The measure has adequate demonstrated levels of internal
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consistency (Cronbach’s alpha of approximately .80-.85) and test-test reliability (.50-.77), as

well as significant correlations with other measures of social functioning. Scores range from

8 to 40 with higher scores representing more perceived social support [70].

McGill Quality of Life Questionnaire (MQOL) [71]—This is a brief, self-report

instrument designed to assess various domains of psychological, spiritual, and physical

functioning among terminally ill patients. Patients rate their current functioning on a scale of

0 to 10. The physical and psychological domains of the MQOL are highly correlated with

other measures of quality of life, although the existential/spiritual domain assessed by this

measure has not typically been included in other QOL measures. The MQOL has

demonstrated reliability (internal consistency > .70 for the non-physical subscales), and

adequate levels of concurrent validity (e.g., correlation of .34 with the Spitzer Quality of

Life Index; correlation of .48 with the Single Item Scale).

Additional data gathered at baseline included demographic (e.g., age, race, education,

distance from home to treatment center) and clinical data (e.g., cancer diagnosis, stage of

disease, Karnofsky Performance Rating Scale (KPRS)) [72, 73]. Demographic and clinical

data were collected via self-report, but participants’ cancer diagnosis and stage was verified

via review of medical records. KPRS was rated by the study staff.

Statistical Analyses

Separate hierarchical regression analyses, in which sets of variables were added

sequentially, were conducted using IBM SPSS Statistics for Windows, version 20.0 (IBM

Corp., Armonk, NY, Released 2011) for each of the four dependent psychological well-

being variables (Hopelessness, Anxiety, Depression, and Quality of Life). Within each

hierarchical regression, step 1 included demographic variables, step 2 added optimism, step

3 added social support, and step 4 added the interaction of optimism and social support.

Based on previous studies, the demographic variables of age, gender, employment status,

marital status, and education were analyzed for inclusion in the regressions [74–77]. Missing

data were examined and ranged from 1–3% across study measures. Due to the small number

affected, cases missing values were deleted from each regression analysis. A sensitivity

analysis was conducted using mean substitution and differences in all cases were negligible.

Results

Demographic characteristics of the study sample are presented in Table 1. Of the 3,291

patients who were screened and found eligible for the study, 253 patients were consented to

participate, and of these, 168 completed the baseline assessment. Participants were

predominantly female (N=126, 75.0%) and white (N=132, 78.6%), on average, 58.4 years

old (SD=11.3, range: 27 to 91), and had on average 16.1 years of education (SD = 2.4, range

9–23). Half of the sample (N=85, 50.6%) were partnered. The most common cancer site was

breast (N = 56, 33.3%), followed by pancreas/liver/stomach/kidney (N = 34, 20.2%).

In terms of the psychosocial variables, approximately 55% of participants had a score of 7 or

higher on the HADS-A indicating clinically significant anxiety, and 52.7% of participants

had a score of 5 or higher on the HADS-D indicating clinically significant depression [65].
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Participants’ average score on BHS (M = 5.7, SD = 5.0) was indicative of moderate levels

of hopelessness. Additionally, participants exhibited moderate levels of optimism (LOT-R,

M = 17.1, SD = 5.7) and social support (DUFSS, M = 32.0, SD = 6.6), and average levels of

QOL (MQOL, M = 6.6, SD = 1.7) [78].

Table 2 illustrates the Pearson product moment correlation coefficients among all study

variables. Social support and optimism were moderately correlated (r = .34, p < .01), and

consistent with previous findings, social support was negatively related to anxiety,

depression, and hopelessness and positively related to QOL (r = −.34, r = −.34, r = −.35, and

r = .43, ps < .01) [79, 80]. Optimism showed stronger negative correlations than social

support with anxiety, depression and hopelessness (r = −.61, r = −.62, r = −.70, ps < .01),

and a stronger positive correlation with quality of life (r = .64, p < .01). These correlations

suggest no issues of multi-collinearity among the predictors, but do highlight the related

nature of the four psychosocial outcome variables.

Regression Analyses

Separate hierarchical regression analyses were conducted for each of the four psychosocial

outcome variables (anxiety, depression, hopelessness, and QOL). Marital status,

employment status, gender, and age were controlled for in step 1, as these demonstrated

significant correlations with the outcome measures (Table 3). Social support was entered in

step 2 and optimism in step 3. The interaction between social support and optimism was

entered in step 4 of the regression analyses. Additionally, social support and optimism were

centered to reduce issues of multicollinearity with the interaction variable, and age was

centered to improve interpretability.

Overall, the amount of explained variance in each of the four outcomes ranged from 42.6%

for anxiety to 53.7% for hopelessness (Table 3), with more than half of the explained

variance coming from the addition of optimism as a predictor. The demographic variables

accounted for 7.8%–12.5%, and the addition of social support accounted for 5.1%–11.6% of

the variance in the outcome variables.

As can be seen in the standardized regression coefficients resulting from the full regression

completed in step 4 (Table 4), higher optimism was significantly associated with fewer

anxious and depressive symptoms, lower levels of hopelessness, and higher QOL (β=−.500,

β=−.611, β=−.659, β=.538, ps<.001, respectively). Higher social support was also

significantly associated with higher QOL (β=.204, p=.003).

Our examination of the role of optimism as a moderator of social support uncovered a

significant interaction between optimism and social support in the outcome of anxiety (β=.

153, p=.024). Figure 1 illustrates how, among participants with low optimism (one standard

deviation below the mean), higher social support was associated with fewer anxious

symptoms, while among participants with high optimism (one standard deviation above the

mean), there was no relationship between social support and anxiety.
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Discussion

This is the first study to examine the relationship between optimism and social support and

mental health outcomes in patients with advanced cancer. Optimism was significantly

associated with fewer anxious and depressive symptoms, less hopelessness and better QOL,

while social support was significantly associated with better QOL. As previously noted,

there is evidence that both optimism and social support are associated with improved overall

well-being for cancer patients [12–15, 25–32, 81] and these results extend such findings to

patients with advanced cancer. Our findings, however, highlight a particularly robust role for

optimism in mental health outcomes for patients with advanced cancer, which may be a

reflection of the importance of attitude when confronting the challenges of end of life issues.

Additionally, optimism emerged as a moderator of the relationship between social support

and anxiety. Among participants with low optimism, social support was associated with

fewer anxious symptoms, while among participants with high optimism, social support was

not associated with fewer anxious symptoms. As noted previously [40, 42, 82], optimistic

individuals are responded to more positively than pessimistic individuals and an optimistic

disposition attracts others and promotes the development of social support. It is possible that

for individuals with low levels of optimism, increases in social support may have been

experienced as more meaningful than similar increases for individuals with high levels of

optimism, for whom social support was more consistent. It is also possible that, for

individuals with high levels of optimism for whom social support is generally present,

additional social support may signal to the patient decreasing health status, as family and

friends traditionally increase their support as cancer patients’ physical well-being declines

[83]. This may account for why increases in social support for these patients did not

translate into decrease in anxious symptomatology. Additionally, as anxiety may be more

malleable than other types of distress examined here, it may have been more susceptible to

the influence of social support than depression or hopelessness. Importantly, in light of the

small effect size found here, it is also possible that this interaction was due to chance. Future

studies with larger samples are needed to provide additional evidence for this specific

relationship between social support and anxiety.

Interestingly, optimism and social support were relatively high in this sample. This may be

due to the high level of education of participants, as increased education has been associated

with high levels of optimism [74, 84]. Moreover, individuals with higher levels of optimism

may be more likely to believe a psychotherapy group will be beneficial to them and

accordingly more likely to enroll in such an intervention. Additionally, the high levels of

optimism and social support in this sample may explain their relatively low levels of

psychopathology. Indeed, higher levels of optimism are generally associated with improved

psychological functioning in cancer patients [12, 15, 85] and social support has been found

to minimize the risk of psychological distress [20]. There is also evidence that optimism

may be higher among patients with cancer than among individuals in the general population

[86]. It is possible that the experience among many cancer patients across the disease

trajectory of periods of medical challenges and then well-being may foster a deeper

appreciation for life and an optimistic outlook.
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Limitations

Several limitations of this study should be acknowledged. The demographic profile of

participants, and in particular, the high level of education, underrepresentation of ethnic

minorities and exclusion of those who lacked English fluency, limit our findings’

generalizability. Additionally, the sample’s comparatively low level of psychopathology

precludes comparisons to samples of medically ill patients who exhibited more significant

psychiatric symptomatology. Moreover, the study sample consisted entirely of individuals

who agreed to participate in a randomized controlled clinical trial of a novel group

psychotherapy that was free of charge. While complementary participation may have

attracted individuals who could not on their own afford psychiatric treatment, participants

were limited to those who had the financial and temporal resources needed to commit to

travel to and participate in eight in-person group therapy sessions, in addition to being

interested in receiving such support. This latter point is particularly important in light of this

study’s focus on social support. Also, while the sample size was adequate for the

investigation of main effects, it may have been underpowered to detect the interaction

effects given the small effect sizes. Finally, conclusions regarding causal relationships

between any of the variables examined cannot be drawn due to the cross-sectional design of

this study.

Conclusions and Future Directions

This study highlights the significance of optimism and social support in the QOL of patients

with advanced cancer. In light of the importance of addressing psychopathology among

these patients [87], future studies should include more comprehensive examinations of

variables that impact mental health and well-being, such as optimism and social support.

While challenging in the setting of managed care, the incorporation of screening for these

variables into routine clinical care will allow for the prompt identification and referral of

patients with low levels of optimism and social support to psychosocial programs that either

directly provide (e.g., through group psychotherapy) or facilitate (e.g., through focused

interventions targeting the expansion of social support networks) social support, and

promote the recognition of the possibility of benefit and growth despite suffering (e.g.,

meaning-centered interventions [88]). This will ultimately foster resilience and serve as a

protective factor against psychopathology among patients with advanced cancer.
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Figure 1.
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Table 1

Sociodemographic and Medical Characteristics of Participants (N=168)

Variable N (%)

Sex

 Male 42 (25.0)

 Female 126 (75.0)

Race

 White 132 (78.6)

 African American 22 (13.1)

 Other 14 (8.3)

Ethnicity

 Hispanic/Latino 21 (12.5)

 Non-Hispanic/Latino 145 (86.3)

Relationship Status

 Partnered 85 (50.6)

 Non-partnered 83 (49.4)

Employment Status

 Working 56 (33.3)

 Retired 46 (27.4)

 Unemployed/disabled/homemaker/other 66 (39.3)

Religion

 Catholic 61 (36.3)

 Protestant 16 (9.5)

 Jewish 38 (22.6)

 None 16 (9.5)

 Other 37 (26.6)

Cancer Diagnosis

 Breast 56 (33.3)

 Colon/Rectal/Prostate/Testis 27 (16.1)

 Pancreas/Liver/Stomach/Kidney 34 (20.2)

 Lung/Bronchi 28 (16.7)

 Other 23 (13.7)

Cancer Stage

 Stage III 18 (10.7)

 Stage IV 148 (88.1)

Mean (SD)

Age 58.4 (11.3)

Years of Education 16.1 (2.4)

Psychooncology. Author manuscript; available in PMC 2015 March 01.



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Applebaum et al. Page 16

T
ab

le
 2

C
or

re
la

tio
ns

 a
m

on
g 

St
ud

y 
V

ar
ia

bl
es

1
2

3
4

5
6

7
8

9
10

11
12

13
14

15

1.
 H

op
el

es
sn

es
s 

(B
H

S)
--

2.
 A

nx
ie

ty
 (

H
A

D
S-

A
)

.5
2*

*
--

3.
 D

ep
re

ss
io

n 
(H

A
D

S-
D

)
.6

9*
*

.5
8*

*
--

4.
 Q

ua
lit

y 
of

 L
if

e 
(M

Q
O

L
)

−
.6

8*
*

−
.6

0*
*

−
.6

9*
*

--

5.
 S

oc
ia

l S
up

po
rt

 (
D

U
F

SS
)

−
.3

5*
*

−
.3

4*
*

−
.3

4*
*

.4
3*

*
--

6.
 O

pt
im

is
m

 (
L

O
T

-R
)

−
.7

0*
*

−
.6

1*
*

−
.6

2*
*

.6
4*

*
.3

4*
*

--

7.
 G

en
de

r 
(F

em
al

e)
.1

0
.1

8*
.0

7
−

.1
3

−
.0

6
−

.1
2

--

8.
 A

ge
.0

1
−

.1
7*

.0
4

.1
0

.0
0

.1
9*

.0
5

--

9.
 M

ar
it

al
 S

ta
tu

s 
(P

ar
tn

er
ed

)
.1

8*
.0

5
.1

6*
−

.1
5

−
.2

3*
*

−
.1

0
.2

4*
*

.1
7*

--

10
. R

et
ir

ed
−

.0
6

−
.1

4
.0

5
.0

6
.0

9
.1

5
−

.1
1

.4
8*

*
.0

6
--

11
. W

or
ki

ng
−

.2
6*

*
−

.1
6*

−
.2

4*
*

.2
3*

*
.2

4*
*

.2
1*

*
−

.0
6

−
.1

8*
−

.0
9

−
.4

3*
*

--

12
. E

du
ca

ti
on

 (
Y

rs
)

.0
2

−
.0

3
−

.0
6

−
.0

7
.1

3
.0

9
.1

1
.0

6
−

.0
2

−
.1

3
.1

3
--

13
. R

ac
e 

(N
on

-C
au

ca
si

an
)

−
.0

9
.0

2
.0

2
−

.0
4

−
.0

1
.0

3
.1

3
−

.1
0

.0
5

−
.0

2
−

.0
2

−
.1

2
--

14
. E

th
ni

ci
ty

 (
H

is
pa

ni
c)

−
.0

9
.0

4
−

.0
1

.0
3

−
.1

0
.0

1
−

.0
3

−
.2

0*
−

.0
9

−
.0

7
.0

4
−

.2
5*

*
−

 .2
6*

*
--

15
. C

an
ce

r 
D

ia
gn

os
is

.0
4

−
.0

9
.0

9
.1

2
.0

3
.0

8
−

.3
3*

*
.1

7*
−

.1
2

.1
2

.0
6

−
.0

3
.1

6*
−

.1
0

--

* p 
<

 .0
5;

**
p 

<
 .0

1 
(n

=
16

8)

Psychooncology. Author manuscript; available in PMC 2015 March 01.



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Applebaum et al. Page 17

T
ab

le
 3

C
ha

ng
es

 in
 R

2  
in

 E
ac

h 
St

ep
 o

f 
th

e 
H

ie
ra

rc
hi

ca
l R

eg
re

ss
io

n 
A

na
ly

se
s

P
sy

ch
ol

og
ic

al
 W

el
l-

B
ei

ng
 V

ar
ia

bl
es

St
ep

 1
: 

So
ci

od
em

og
ra

ph
ic

s
St

ep
 2

: 
So

ci
al

 S
up

po
rt

St
ep

 3
: 

O
pt

im
is

m
St

ep
 4

: 
In

te
ra

ct
io

n
T

ot
al

 R
2

A
nx

ie
ty

.1
16

**
.0

75
**

.2
16

**
.0

20
*

0.
42

6*
*

D
ep

re
ss

io
n

.0
78

*
.0

66
**

.2
96

**
.0

01
0.

44
0*

*

H
op

el
es

sn
es

s
.1

25
**

.0
51

**
.3

56
**

.0
04

0.
53

7*
*

Q
ua

lit
y 

of
 L

if
e

.1
09

**
.1

16
**

.2
43

**
.0

06
0.

47
4*

*

* p 
<

 .0
5;

**
p 

<
 .0

1

Psychooncology. Author manuscript; available in PMC 2015 March 01.



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Applebaum et al. Page 18

Table 4

Standardized Regression Coefficients of Social Support, Optimism, and Sociodemographic Variables from

Full Regression (Step 4)

Predictors

Psychological Well-Being

Anxiety Depression Hopelessness Quality of Life

Social Support −.123 −.117 −.060 .204**

Optimism −.500** −.611** −.659** .538**

Interaction – Social Support and Optimism .153* .029 .071 −.087

Sociodemographics:

 Gender .108 −.048 −.030 −.043

 Age −.059 .088 .120 .038

 Marital Status −.056 .034 .070 −.025

 Employment Status:

  Working −.013 −.017 −.077 .019

  Retired −.018 .113 −.050 −.063

*
p < .05;

**
p < .01

Note: Regression coefficients are standardized for purposes of comparison. However, p-values are based on unstandardized regression coefficients.
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