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Abstract

Background Quality of life is a multidimensional con-
cept that includes perceptions of one’s physical, psycho-
logical, social, and spiritual functioning, all of which are
theorized to be interdependent. The focus of this study
is social functioning, which itself is a multidimensional
concept that includes social support and social constraint
among other things. In cancer survivors, social support
receives most of the research attention, but social con-
straint may have a stronger influence on quality of life.

Purpose This systematic literature review evaluates which
aspect of social functioning—social support or social
constraint—has a stronger relationship with the psycho-
logical functioning of cancer survivors.

Methods The Preferred Reporting Items for Systematic
Reviews and Meta-Analyses guidelines were followed in
the identification and review of 32 independent records.
Multiple measures of social support and social con-
straint were used across studies, with most having ad-
equate psychometric properties. Psychological outcomes
were divided into (a) general distress, (b) cancer-specific
distress, (c) general well-being, and (d) cancer-specific
well-being.

Results For general and cancer-specific distress, social
constraint exhibited a larger association with distress
than social support. Similarly, for general well-being,
most studies reported a stronger association with so-
cial constraint than social support. For cancer-specific
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well-being, the opposite was true such that associations
were stronger for social support than social constraint.

Conclusions Results highlight the importance of con-
sidering social constraint when examining quality-of-
life outcomes like psychological distress and well-being.
Findings support social constraint as a target in inter-
ventions to reduce cancer survivors’ distress, while so-
cial support could be considered in attempts to promote
cancer-specific well-being.

Keywords Cancer - Social constraint - Social support -
Psychological functioning - Systematic review

Introduction

Quality of life is comprised of an individual’s perception
of her or his physical, psychological, social, and spiritual
functioning [1]. All domains of functioning are under-
stood to be interdependent, such that changes in one
domain affect the other domains [1, 2]. Although it is
not always the case, quality of life can be impaired in
the short and long term by stressful life events like dis-
ease occurrence. As individuals living with a chronic dis-
ease, cancer survivors often report worse overall quality
of life than individuals without a cancer history [3-6].
However, the underlying aspects of quality of life can be
differentially impacted by cancer diagnosis.

One of the more commonly studied quality-of-life do-
mains is psychological functioning. Psychological func-
tioning is broadly divided into two dimensions: distress
and well-being. Distress is a common, if not normal, re-
action to the stressful life event of a cancer diagnosis (for
reviews, see [7-9]), and it can range from modest feelings
of sadness to disabling problems like major depression
[10]. Furthermore, as the distress many cancer survivors
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experience may or may not improve with time [§], it is
important to note that distress is related to cancer care
outcomes like treatment compliance [11], hospital stay
[12], and medical costs [13]. Well-being is the positively
valenced counterpart to distress, and it includes the ex-
perience of happiness, gratitude, benefit finding, and
posttraumatic growth. Although both are important
quality-of-life dimensions, distress is studied far more
frequently in cancer survivors than well-being. With that
caveat, it is known that cancer diagnosis can elicit in-
creases in well-being [8, 14], although this experience is
far from universal or easily explained.

Cancer diagnosis is a stressful life event that reaches
beyond the cancer survivor to impact the lives of indi-
viduals close to the cancer survivor (e.g., family members
and romantic partners). Likewise, a cancer survivor’s so-
cial network can have a significant bearing on her or his
ability to cope with the stress of cancer and its sequelae.
Poor social functioning, which is broadly understood
as an inadequate or unhealthy interaction with one’s
social environment, can decrease opportunities to talk
about one’s cancer experience. According to the social-
cognitive processing model, insufficient and/or negative
social experiences would hinder cancer survivors’ ability
to emotionally and cognitively process their cancer ex-
periences [15], which is necessary for proper psycho-
logical adjustment. In this way, social functioning may
predict or explain psychological functioning, which
would support the interdependence of quality-of-life
domains [1, 2]. However, the nature and strength of the
association between cancer survivors’ psychological and
social functioning are inconsistent across studies [16-21].
This inconsistency in the literature could be explained by
social functioning also being a multidimensional con-
struct that encompasses distinct elements. If this is in-
deed the case, then one would expect the overarching
relationship between cancer survivors’ psychological and
social functioning to vary as a function of the underlying
dimensions at play.

Like psychological functioning, the various aspects of
social functioning can be divided into positive and nega-
tive dimensions, only two of which are the focus here.
First, social support is positively valenced, and it is de-
fined as the emotional, instrumental, and informational
support provided by an individual’s social network [22].
Second, social constraint is negatively valenced, and it is
defined as “the objective social conditions and individ-
uals’ construal of those conditions that lead individuals
to refrain from or modify their disclosure of stress- and
trauma- related thoughts, feelings, or concerns” [15]
(p. 315). As an illustration, social support and social
constraint might arise when a cancer survivor starts
telling a coworker about her fears of recurrence and the
response elicited is “Don’t worry. You will be fine!” With
this statement, the coworker is trying to be emotionally

supportive but, in doing so, may inadvertently shut down
the cancer survivor’s attempts to share her worries and
ask for precisely what she needs to cope. In general, so-
cial support and social constraint are inversely related,
where higher levels of social support are associated with
lower levels of social constraint [19, 23-25]. However,
like in the example above, because social support is gen-
erally planned and purposeful, while social constraint
can occur unintentionally, social support and social
constraint can co-occur within any given dyad or social
relationship [26]. The fact that social support is typic-
ally intentional, while social constraint is not, may ex-
plain why social support tends to increase in response to
cancer diagnosis but then fade within the first year [27],
while social constraint remains stable over time, at least
in the short term [28]. In terms of their association with
psychological functioning, social support is generally
related to less distress and more well-being [9, 29-34],
while the opposite is typically true of social constraint
[26, 35]. It is important to appreciate, though, that these
associations are neither universal nor unidirectional. For
instance, the provision of unwanted or inappropriate
social support can increase distress [36], and significant
or persistent distress can eventually degrade or exhaust
one’s social network, thereby harming social functioning
[37]. Finally, similar to how much research attention is
given to distress versus well-being, there is a clear differ-
ence in the amount of research on social support versus
social constraint, with the former being studied far more
frequently.

To the authors’ knowledge, no published literature
review has examined psychological functioning in rela-
tion to the two aforesaid aspects of social functioning.
This systematic literature review aims to evaluate which
aspect of social functioning, social support, or social
constraint has a stronger association with the distress
and well-being of cancer survivors. Based on the appli-
cation of “domain-specific effects” [38] to quality-of-life
models, the strength of relationship between psycho-
logical and social functioning should depend upon how
closely the underlying dimensions of interest “match” in
terms of their valence. Negative social exchanges (e.g.,
critical comments and invalidating statements) are ex-
pected to have a strong association with distress and
positive social exchanges (e.g., words of encouragement
and expressions of warmth) should have a strong asso-
ciation with well-being [37-41]. Thus, within the context
of cancer survivorship, these hypotheses are advanced:
(a) distress is more consistently and strongly associated
with social constraint than social support, while (b)
well-being is more consistently and strongly associated
with social support than social constraint. The current
systematic literature review will be the first to evaluate
the veracity of these hypotheses, the results of which
could give greater credibility to quality-of-life models
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of interdependence and guide development of quality-
of-life interventions for cancer survivors and potentially
others with chronic diseases. If social support demon-
strates a comparably stronger association with psycho-
logical functioning, then interventions that focus on
selectively increasing or strengthening social networks
and teaching individuals how to obtain the support they
need are warranted to mitigate distress and promote
well-being. However, if social constraint demonstrates
the stronger relationship, then interventions that attempt
to improve individuals’ interpersonal skills (e.g., creating
boundaries and being assertive) are needed to address
these same psychological outcomes. Of course, interven-
tions that center on social functioning as the target out-
come are equally possible, with the results of this review
also potentially informing their design.

Methods
Search Procedures and Data Sources

In accordance with best practices [42], this review was
registered on PROSPERO International at the outset
(#42018100816;http://www.crd.york.ac.uk/PROSPERO/
display_record.php?ID=CRD42018100816), and the
additional Preferred Reporting Items for Systematic
Reviews and Meta-Analyses guidelines were followed
throughout the process. A systematic search of peer-
reviewed, English language publications was conducted
in the CINAHL, PsycINFO, Pubmed, SCOPUS, and
Web of Science databases by a reference librarian, and
all search results were combined in a bibliographic ref-
erence management tool [43]. Respectively, two sets of
keywords representing the population and constructs of
interest were used in each search: (a) cancer (or neoplasm,
carcino-, oncol-, tumor and tumour) and (b) social con-
straint (or negative support, critical responses, holding
back, unsupportive behaviors, punishing responses, and
negative responses); the keyword search focused on social
constraint as opposed to social support or psychological
functioning because far fewer publications are published
on this topic, making it the least common denominator
for this research. A complete description of the Medical
Subject Headings (MeSH) and keyword terms and exact
search strategy is available upon request.

Inclusion—Exclusion Criteria

Eligibility for this review required the record to meet
these criteria: (a) written in English; (b) publication date
between January 1, 1996 and December 31, 2017; (c)
adult sample comprised of at least 50% cancer patients
or survivors; and (d) an empirical article as opposed to

a narrative or meta-analytic review, conference abstract,
commentary, letter to the editor, or case study. If all cri-
teria were met (Phase 1), the record was considered fur-
ther to determine whether it also included a quantitative
measure of psychological functioning, social support,
and social constraint plus a report of the correlation
among the variables (Phase 2). Measures of psychological
functioning encompassed: distress (e.g., anxiety, depres-
sion, fear, posttraumatic stress disorder, and worry)
and well-being (e.g., benefit finding, happiness, mental
functioning, and posttraumatic growth). Measures of
social support included but were not limited to indices
of emotional support, instrumental support, social pro-
visions, intimacy, solicitous responses, and support re-
ceipt. Finally, measures of social constraint included but
were not limited to indices of critical responses, holding
back, negative support, punishing responses, and unsup-
portive behaviors. If a record was otherwise eligible for
inclusion but correlations were not reported in it, then
the corresponding author was emailed and the missing
data requested, with three being the maximum number
of contact attempts.

Search Results

Fig. 1 is a flow diagram of the search results and inclu-
sion—exclusion review process. The initial search of the
five databases resulted in 1,237 records, of which 695
(56.18%) were duplicates. Thus, 542 unique records (i.e.,
titles, abstracts, and full-length articles) were identified
and screened for inclusion—exclusion by two independent
coders. In the case of discrepancies between coders, con-
sensus was reached through facilitated discussion by
a third coder. Of the 542 unique records, 57 (10.52%)
were considered further for inclusion in the review. At
this point (Phase 3), the full-length article was thor-
oughly reviewed to ensure it met all inclusion—exclusion
criteria and did not duplicate data from another record.
Corresponding authors were also contacted at this point
(see comment above), with some furnishing the necessary
information. Finally, to identify any “missing records”
that should be included in this review, a manual search
of the reference list of a prior review on social constraint
in cancer survivors [35] as well as the reference list of
all records provisionally included in this review was con-
ducted. In the end, 32 independent records yielded data
for this review.

Data Extraction and Qualitative Synthesis

All data extracted from the aforesaid 32 records were
captured and stored securely in a Research Electronic
Data Capture (REDCap) database [44]. One coder
served as the primary coder, reviewing and extracting
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Records considered further
for inclusion in qualitative
synthesis (n=57)

Phase 1: Records excluded (n=347)

Non-English language (n=0)

Not published between 1996 and 2017 (n=3)
Sample did not include at least 50% adult
cancer patients (n=326)

Meta-analysis or literature review (n=61)
Commentary, case report, chapter, or letter
(n=89)

* Options not mutually exclusive

Phase 2: Records excluded (n=138)

No quantitative measure of psychological
functioning (n=79)
No quantitative measure of social support
(n=129)
No quantitative measure of social constraint
(n=86)
Social support and social constraint not
related to same psychological functioning
variable (n=14)

* Options not mutually exclusive

Ph

A 4

ase 3A: Records excluded (n=47)
Sample overlaps with or study duplicates data
from another record (n=11)

Information gleaned from the full-length paper
led to determination of Phase 1-2 ineligibility
(n=26)

Insufficient information in the full-length paper,
and corresponding author did not provide
requisite information (n=10)

Ph

A

ase 3B: Records added (n=22)
Identified via a review of the reference list of
previous, relevant literature reviews (n=1)
Identified via a review of the reference list of
provisionally included papers (n=21)
*Phase 3A and 3B are not mutually exclusive, as
determination of inclusion-exclusion was an
iterative process

Records included in qualitative
synthesis (n=32)

Figure 1. Flow diagram depicting the systematic review process

data from each record, while a second reviewer provided
quality control by independently coding 20% of the 32
records; no disagreement between these two coders was
found, but discussions about those records guided the
primary reviewer’s approach to the remainder of the

coding. Extracted data included key features of the study
described in the record, including the author(s), year of
publication, study location, study design, sample size,
and sample characteristics. Information about meas-
ures of psychological functioning, social support, and
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social constraint were also extracted. Descriptive infor-
mation about the variables of interests (e.g., means [Ms]
and standard deviation [SD]) and relationships among
them (e.g., bivariate correlations) were then extracted.
Finally, information about the methodological quality
of each study, as judged by the completeness and trans-
parency of the record was extracted via completion of
the appropriate STROBE checklist [45]. In a few cases, a
record would reference a prior publication for requisite
information and, whenever necessary, the requisite in-
formation in that publication was then incorporated in
the review. Additionally, the information from corres-
ponding authors was included. In total, all relevant data
extracted from the 32 records [19, 21, 23, 24, 26, 46-72]
and other, complementary sources [25, 52, 73-76] were
coded and are summarized below.

Vast heterogeneity in measures of psychological func-
tioning, social support, and social constraint across
studies prevented a quantitative meta-analysis, so a
descriptive synthesis approach was used. The data ex-
tracted were organized into four broad categories of
psychological functioning: (a) general distress, (b)
cancer-specific distress, (c) general well-being, and (d)
cancer-specific well-being. The effect size of the correl-
ations between each of these aspects of psychological
functioning and both social support and social constraint
was evaluated, with attention given to bivariate analyses
(Pearson’s r correlations unless otherwise noted) as op-
posed to multivariate analyses (e.g., beta weights from
covariate-adjusted linear regressions) as more data were
available for the former set of analyses and they allowed
a more parsimonious and direct evaluation of the study
question. To further aid interpretation of the results of
this review, the Pearson’s r correlations extracted from
each study were transformed into Z-scores, which were
then used to calculate average effect sizes for the associ-
ation between social support and social constraint on the
one hand and distress and well-being on the other hand.

Results

Demographic and Clinical Characteristics of Study
Samples

Table 1 contains details about some of the design fea-
tures and sample characteristics of the 32 studies in
this review, and a summary of that information follows.
Most studies were based in the USA (71.88%; n = 23)
[19, 23, 26, 46, 48-53, 56-58, 60, 63-69, 71, 72] with
Australia being the second most common study loca-
tion and most other studies originating from European
countries. The number of cancer survivors in each study
ranged from 25 [47] to 1,127 [23], with an M (£SD) of

227.94 + 231.16 and median of 135. In every study, the
data reported were comprised entirely of cancer sur-
vivors; no other patient populations are represented in
this review. Across studies, the M age of participants was
56.62 + 6.77 years, with a median of 56. Thirty-one per-
cent (n = 10) of studies included only female cancer sur-
vivors [19, 23, 26, 46, 48, 59, 62, 68, 69, 72], while 21.88%
(n = 7) included only males [51, 52, 55, 61, 65, 66, 71].
Of the remaining studies, the average sample was 48.89 +
15.95% female, with a median of 51. Across all studies
who reported on race and ethnicity, the majority of par-
ticipants were White, non-Hispanic (M = SD = 85.90
19.13; median = 91), though one study had a singular
focus on Hispanics/Latinxs [46]. Eight studies did not
report race and ethnicity, all of which were conducted
outside the USA [24, 47, 54, 55, 59, 61, 62, 70]. One third
(n = 11) of studies only included married or partnered
cancer survivors [26, 49-53, 57, 58, 66, 68, 70]. Of the
remainder, an average of 74.87 * 10.52% (median = 75)
of participants were married or partnered.

Many studies were exclusive to female breast cancer
survivors (31.25%; n = 10) [19, 23, 26, 46, 48, 59, 62,
68, 69, 72]. Other common single cancer type studies
were prostate (21.88%; n = 7) [51, 52, 55, 61, 65, 66, 71],
gastrointestinal (12.50%; n = 4) [57, 58, 61, 70], hema-
tological/blood (9.38%; n = 3) [56, 64, 67], and brain
(3.13%; n = 1) [47] cancers. For studies with mixed cancer
types (21.88%; n = 7) [24, 49, 50, 53, 54, 60, 63], a wide
range of cancer sites were included. Twenty-five percent
(n = 8) of studies did not report participants’ cancer
stage [23, 24, 54, 56, 63, 64, 66, 67]. Of those that did,
all except one [68] included participants with different
cancer stages (95.65%; n = 23). Notably, 25.00% (n = 8)
of studies expressly excluded cancer survivors with meta-
static cancer [26, 48, 50, 51, 59, 62, 65, 69, 71, 72], while
three (9.38%) studies focused exclusively on those with
late stage disease [50, 58, 68]. Similar to cancer stage,
most studies included participants at different phases of
cancer survivorship (59.38%; n = 19) [19, 21, 23, 24, 46,
49, 51, 53-55, 57-61, 63, 64, 68, 69]. However, 34.38%
(n = 11) of studies were with recently diagnosed cancer
survivors, often diagnosed within the last year [26, 47,
48, 50, 52, 62, 65, 66, 70-72].

Study Design and Construct Measurement

The Supplementary Material 1 describes the basic study
design of the 32 studies reviewed and the measures used
to assess psychological and social functioning. Only
21.88% (n = 7) of studies were longitudinal [26, 47-49,
65, 66, 70]. Of those seven studies, six included two time
points (spanning 3-8 months) and 1 included seven daily
assessments [26]. The methodological quality of studies,
as judged by STROBE checklists [45], was generally
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high. Total scores for each study ranged from 70.00 [21,
24, 69, 72] to 87.10 [66, 68], with the best possible score
being 100.00. The average methodological quality score
was 76.80 £ 4.63 (median = 76.67); the information for
each study is available in Supplementary Material.

Psychological functioning

Ninety percent (n = 29) of studies measured distress
(exceptions [46, 59, 71]), while only 46.88% measured
well-being (n = 15) [23, 24, 26, 46, 48, 50, 51, 57, 59, 61,
63, 65, 66, 69, 71]. Of those that measure distress, 72.41%
(n = 21) measure general distress [19, 23, 24, 26, 47-53,
56, 58, 61-63, 66-70] and 44.83% (n = 13) measure
cancer-specific distress [19, 21, 23, 24, 49, 54, 56, 57, 60,
61,64, 65, 69]. Of the 15 that measure well-being, 93.33%
(n = 14) measure general well-being [23, 24, 26, 46, 48, 50,
51, 57, 59, 63, 65, 66, 69, 71] and 26.67% (n = 4) evaluate
cancer-specific well-being [23, 24, 61, 63].

The most common measures of general distress
were the 20-item Center for Epidemiological Studies
Depression Scale (23.81%; n = 5), the 7- or 10-item
version of the Positive and Negative Affect Schedule—
Negative Affect Scale (19.05%; n = 4), the l4-item
Hospital Anxiety and Depression Scale (14.29%; n = 3),
and the 23- or 24-item version of the Mental Health
Inventory—Psychological Distress Scale (14.29%;
n = 3); see Table 2. For cancer-specific distress, the most
common measures were different versions of the Impact
Event Scale (61.53%; n = 8) and 17-item Post-Traumatic
Stress Disorder Checklist (46.15%; n = 6); see Table 2.
All distress measures were multi-item; however, 20.69%
(n = 6) of studies did not provide a coefficient o [21, 23,
47, 55, 63, 64]. Of those that did, the average coefficient
a fell well within the acceptable range (M £ SD = .88 *
.06; median = .89).

The most common measures of general well-being
were the Medical Outcomes Study—Mental Health
Index (21.43%; n = 3), the 5- and 10-item version of
the Positive and Negative Affect Schedule—Positive
Affect Scale (21.43%; n = 3), the 6-item Functional
Assessment of Cancer Therapy—Emotional Well-Being
Scale (14.29%; n = 2), and the 14-item Mental Health
Inventory—Psychological Well-Being Scale (14.29%;
n = 2); see Table 3. Few measures of well-being were iden-
tified as cancer specific, and they included the 21-item
Posttraumatic Growth Inventory (75.00%; n = 3) and
17-item Benefit Finding Questionnaire (25.00%; n = 1);
see Table 3. Only one study had a single-item measure
for well-being [26] and 50.00% (n = 7) of studies with
multi-item measures did not provide a coefficient o [23,
24,46, 59, 63, 65, 71]. The average coefficient a reported
for the multi-item measures was high (M £ SD = 91 £
.06; median = .94).

Social functioning

The most common social constraint measures were at
least four different versions of the Social Constraint
Scale (59.38%; n = 19) followed by a 10-item measure
of Holding Back (12.50%; n = 4), 13-item measure of
Perceived Negative Spouse Behaviors (9.38%; n = 3), and
9-item Illness-Specific Social Support Scale—Negative
Support Subscale (6.25%; n = 2). All measures included
were multi-item. However, 31.25% (rn = 10) of studies did
not provide a coefficient a [21, 23, 47, 55, 58, 59, 62-64,
71]. The reported coefficient a for the social constraint
measures ranged from poor to excellent (M = SD = .83 +
.10; median = .88), with 21.88% (n = 7) of studies having
a social constraint measure with a coefficient o < .80 [46,
50, 53, 62, 66, 68, 70].

In contrast to social constraint, less consistency
across studies was found for the social support measures.
Social support was more commonly measured through
the 8-item Duke-UNC Functional Social Support
Questionnaire (9.38%; n = 3), a 10-item Level of Self-
Disclosure measure (9.38%; n = 3), and the 7-item
Personal Assessment of Intimacy in Relationships
(9.38%; n = 3). Nine percent (n = 3) of studies had a
single-item measure for social support [26, 49, 69], and
28.13% (n = 9) of studies did not provide a coefficient
a for the multi-item measures [21, 23, 47, 55, 58, 59, 63,
64, 71]. The reported coefficient o for the multi-item so-
cial support measures ranged from poor to excellent (M
+ SD = .83 £.10; median = .85), with 25.00% (n = 8) of
studies having a social support measure with a coeffi-
cient o < .80 [48, 50, 54, 61, 65, 67, 68, 70].

Seventy-two percent (n = 23) of studies reported a
correlation between social constraint and social support.
These variables were negatively correlated to each other
79.17% (n = 38) of the time, and the mean effect size was
Z =-.26 (SD = .27). No clear pattern emerged in terms
of the relationship between measures used and direction
or strength of the association.

Association between Psychological and Social
Functioning

General and cancer-specific distress

Table 2 shows the relationship between general distress
and both social constraint and social support. Social
constraint was positively correlated with general dis-
tress in all cases (n = 42 correlations) and social sup-
port was negatively correlated with general distress
72.72% (n = 32 correlations) of the time. With the ex-
ception of two studies [52, 66], social constraint had a
stronger overall association with general distress than so-
cial support. This can be observed in the last column of
Table 2, which compares the mean effect size for social
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Table 2. Bivariate correlations among psychological distress and social functioning for the 32 studies in the qualitative synthesis
Study Distress Social Effect Social support  Effect size Overall finding
measures constraint size measures (Pearson’s r)*  (Z-score)*
measures (Pearson’s r)*
Badr et al. (2011) [68]; CES-D MPI-SP¢ .20 MPI-HDR® .01 SC >SS (.20 vs. —.02)
Badr et al. (2010)° [75] MPI-SS¢ -.05
Bishop et al. (2007) [63]; CES-D SCS* 49 FSSQ -.49 SC > SS (.52 vs. —.35)
Wingard et al. (2010)° [25] IES SCS* 46 FSSQ -17
Boinon et al. (2012) [62] BDI PSS-N 22 PSS-E —-.01 SC >SS (.16 vs. .02)
SS-A .10 PSS-Inf -.03
PSS-Inst -.08
PANAS-NA PSS-N 24 PSS-E .09
SS-A .09 PSS-Inf .04
PSS-Inst .08
Champion et al. (2014)* [23] CES-D SCS* 40 NSSS* -.36 SC >SS (.41 vs. —.32)
CARS* SCS* .32 NSSS* -22
IES SCs¢ 42 NSSS© =27
TAS SCS* 40 NSSS¢ —-.40
Cordova et al. (2001) [69] CES-D SCS* 72 TAC -.31 SC > SS (.69 vs. —.32)
IES-A* SCs¢ 42 TAC -.29
IES-T* SCS* .62 TAC -.14
Dagan et al. (2011) [70] CES-D ISSL-UB* 17 ISSL-SB¢ -.11 SC >SS (.17 vs. —.11)
Dunn et al. (2011) [24]; HADS-A SCS 49 ESSI -.36 SC >SS (.47 vs. —.32)
Green et al. (2013)° 73] HADS-D SCS 35 ESSI .40
IES-A* SCS 46 ESSI -.26
IES-T* SCS 45 ESSI =22
Figueiredo et al. (2004) [72] MOS-RL UsIH 33 SSQ -21" SC >SS (.33 vs. —.21)
Gourvitz (2007) [64] PCL-C* SCS .55 SIP-P ©¢ .05, —.02 SC >SS (.53 vs. .02)
SIP-N*¢ 41, .50
Kangas et al. (2012) [46] PCL-S* SCSs*¢ .33, .48 PRCI® 23 SC > SS (.43 vs. .23)
Lepore et al. (1999) [48] PANAS-NA SCS*¢ .20, .32 UCLA-SSI*¢ .16, .10 SC >SS (.27 vs. .13)
Manne (1999) [49] IES* PNSB-AR® 23 AS¢ .06 SC >SS (.27 vs. —.02)
PNSB-CR® 17
MHI-PDS PNSB-AR® .35 AS¢ -.10
PNSB-CR® 29
Manne et al. (1997) [50]; MHI-PDS PNSB-AR® 36", .38 PSSB® -21h 18 SC > SS (.41 vs. —.02)
Manne et al. (1999)° [76] PNSB-CR® 38", 44!
Manne et al. (2015) [51] MHI-PDS HB* 49 PAIR® -.33 SC >SS (.53 vs. —.34)
Manne et al. (2010) [52] BSI-GSI HB* 12 MCC* -.36 SC <SS (.17 vs. —.24)
MA® 25 PAIR® —.40
PD-PW° 13 LD¢ .07
Manne and Badr (2010) [53] BSI-GSI PB° .39 CSRI* -.14 SC >SS (.41 vs. —.14)
PAIR® —-.14
SD¢ =22
McDowell et al. (2011) [54]; IES* NASH .26 ESSI -.26 SC >SS (.39 vs. .07)
Steginga et al. (2008)° [74] SCS 48 PASH .39
Mehnert et al. (2010) [55] Psych- composite ISSS-NS 1.38) ISSS-PS -.691 SC >SS (1.38 vs.
—-.69)
Mosher et al. (2010) [56] BSI-GSI SCS 44 PRCI® -.24 SC > SS (.45 vs. —.23)
PCL-C* SCS 41 PRCTI* =21
Mosher et al. (2011) [57] BSI-GSI SCSs*¢ 42,.52 PANSES-ES*®  —.10, .19 SC >SS (.58 vs. —.15)
UCLA-LS .61
Oh (2009) [66] PANAS-NA SCS* .03 BSS-R¢ -.24 SC <SS (.10 vs. —.33)
PB-Pt* .10 DAS-R¢ -.39
PB-Sp° 18
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Table 2. Continued

Study Distress Social Effect Social support  Effect size Overall finding
measures constraint size measures (Pearson’s )" (Z-score)*
measures (Pearson’s r)*
Pasipanodya et al. PANAS-NA SCS .51 DAS-RH* -.12 SC >SS (.56 vs. —.30)
(2012) [26] LI —-.40
QMI° -.34
Porter et al. (2005) [57] IES-A* HB* .33 LD¢ .20 SC >SS (.36 vs. .17)
IES-I* HB* .36 LD¢ .14
Porter et al. (2012)¢ [58] POMS HB* .34 LD¢ -.19 SC >SS (.33 vs. —.04)
PNSB¢ .29 MSIS® 11
Roberts (2004) [65] IES* SCS* 43 SPS -.36 SC >SS (.46 vs. —.38)
Schmidt et al. (2004) [19] HADS-A SCS 40 FSSQ -.28 SC >SS (.42 vs. —.27)
HADS-D SCS 44 FSSQ -42
IES-A* SCS 42 FSSQ -.18
IES-T* SCS 32 FSSQ -.17
Swartzman et al. (2017) [21] PCL* SCS .62 MOS-SSS -.24 SC >SS (.73 vs. —.32)
GIS® -.37
Widows et al. (2000) [60] PCL* SCS 44 ISEL -43 SC > SS (.47 vs. —.46)
Wilson et al. (2014) [61] ERRI-IR SCS .37 MEIM-CP 29 SC >SS (.50 vs. .22)
MEIM-UP 33
IES-A* SCS .51 MEIM-CP 18
MEIM-UP .19
IES-I* SCS .51 MEIM-CP 15
MEIM-UP 15

Acronym explanation for each measure is available in Supplementary Material 1.
Unknown = information not provided. SS = social support. SC = social constraint.
*Cancer-specific measure.

“Data in the first and second effect size columns correspond to the Pearson’s r correlation between the measure(s) of distress and social
constraint and social support, respectively. Data in the overall finding column summarize the head-to-head comparison of the Z-score
transformed average effect size for social constraint and social support based on the aforementioned effect size data. Here, the informa-
tion inside the parentheses compares the average effect size for social constraint versus the average effect size for social support across all
measures of all variables considered.

®Data was extracted from this article as it provides relevant information that was not included in the selected paper.
“Data correspond to a measure specific to spouses or partners.

YInformation missing from the selected paper was provided by one of its authors in separate correspondence.

“The data correspond to a measure specific to family or friends.

"Data shown corresponds to a covariate-adjusted, standardized beta weight from a hierarchical linear regression.
£Correlations of social functioning at baseline with Time 2 psychological distress variables.

"Correlations reported for female participants in the study sample.

iCorrelations reported for male participants in the study sample.

Data shown corresponds to a covariate-adjusted, standardized beta weight from a logistic regression.

constraint to social support across the various measures ~ Dunn et al. [24] found that the Social Constraint Scale
of distress in any given study. The mean effect size across ~ was correlated with Hospital Anxiety and Depression
all studies was Z = .39 (SD = .18) for social constraint ~ Scale anxiety and depression subscales at » = .49 and
and Z = —.15 (SD = .21) for social support. As an ex- .35, respectively (Z-score M + SD = .45 + 12), while the
ample, in the Manne et al. study [51], the Holding Back ~ ENRICHD Social Support Instrument measure of so-
measure of social constraint was correlated with the  cial support was correlated with the same distress meas-

Mental Health Inventory—Psychological Distress Scale ures at r = —.36 and —.40, respectively (Z-score M *
at r = .49, while the Personal Assessment of Intimacy in ~ SD = —.40 + .03).
Relationships measure of social support was correlated Table 2 also includes the bivariate correlations for the

with this same distress measure at » = —.33. Similarly, outcome of cancer-specific distress. Similar to general
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Table 3. Bivariate correlations among psychological well-being and social functioning for the 32 studies in the qualitative synthesis

Study Well-being Social Effect size Social Effect size Overall finding
measures constraint (Pearson’s r)*  support (Pearson’s r)*  (Z-score)*
measures measures
Bishop et al. (2007)° [63]; MOS-MHI  SCS$¢ - 41 FSSQ 48 SC <SS (-.19 vs. .34)
Wingard et al. (2010)° [25] PTGI* scsd 05 FSSQ 15
Champion et al. (2014)°[23] IWB scs¢ 04 NSss¢ 13 SC <SS (—.17 vs. .31)
PTGI* scs? -37 NSSs! 45
Cordova et al. (2001) [69] RWBS SCs® -.57 TAC 36 SC >SS (-.65 vs. .38)
Dunn et al. (2011) [24]; BFQ* SCS .10 ESSI 18 SC <SS (—.09 vs. —.33)
Green et al. (2013)° [73] MOS-MHI  SCS -28 ESSI -.69
Eton et al. (2001) [71] PCI-MF Scsde -.26,-.26 SpPsde .16, .16 SC >SS (.27 vs. .16)
Graves et al. (2012) [46] FACT-EWB  SCS -23 FSSQ 19 SC >SS (=23 vs. .19)
Lepore et al. (1999) [48] PANAS-PA  SCS%¢ 01,-.03 UCLA-SSI* 07,07 SC <SS (—.01 vs. .07)
Manne et al. (1997) [50] MHI-PWB  PNSB-CR -30,-.39¢  PSSBY 24" — 148 SC > SS (=.36 vs. .05)
Manne et al. (1999)° [76] PNSB-AR! -.30%, —.39¢
Manne et al. (2015) [51] MHI-PWB  HB? -.54 PAIR? 49 SC >SS (—.60 vs. .54)
Oh (2009) [66] PANAS-PA  SCS¢ 18 BSS-R¢ -.16 SC <SS (.02 vs. —.10)
PB-Pt° -.10 DAS-R® -.04
PB-Sp° -.02
Pasipanodya et al. PANAS-PA  SCS -.05 DAS-RH! 24 SC <SS (—.23 vs. .46)
(2012) [26] L1¢ 27
QMmI¢ 35
SE SCS -39 DAS-RH! .58
L1 .59
omr¢ .50
Porter et al. (2005) [57] FACT-EWB HB! -24 LD! -.07 SC >SS (.24 vs. —.07)
Roberts (2004) [65] MOS-MHI  SCS* -.16 SPS 21 SC <SS (-.16 vs. .21)
Shim et al. (2006) [59] SF12-MCS  ISSS-NS -.33,-.19"  ISSS-PS 29, .12 SC >SS (=27 vs. .21)
Wilson et al. (2014) [61] PTGI-AL*  SCS 14 MEIM-CP 34 SC < SS (.10 vs. .36)
MEIM-UP 32
PTGI-NP*  SCS 11 MEIM-CP 37
MEIM-UP 43
PTGI-PS*  SCS .05 MEIM-CP 29

MEIM-UP 32

Acronym explanation for each measure is available in Supplementary Material 1.
Unknown = information not provided; SS = social support. SC = social constraint.
*Cancer-specific measure.

“Data in the first and second effect size columns correspond to the Pearson’s r correlation between the measure(s) of well-being and social con-
straint and social support, respectively. Data in the overall finding column summarize the head-to-head comparison of the Z-score transformed
average effect size for social constraint and social support based on the aforementioned effect size data. Here, the information inside the parentheses
compares the average effect size for social constraint versus the average effect size for social support across all measures of all variables considered.

"The author provided additional information for inclusion.

“The article provides additional relevant information (demographics information and/or results) not included in the selected article.
YData correspond to a measure specific to the spouse or partner.

“The data correspond to a measure specific to family or friends.

"The correlations reported for the female sample.

£Correlations reported for the male sample.

"Data shown corresponds to a covariate-adjusted, standardized beta weight from a linear regression. The first value corresponds to data
from Germany and the second to Japan.

distress, social constraint was positively correlated with outcome only 62.50% (n = 15 correlations) of the time.
cancer-specific distress in all cases (n = 23 correlations), Across the 13 relevant studies, social constraint had a
while social support was negatively correlated with this stronger overall association with distress in all studies.
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The mean effect size was Z = .42 (SD = .15) for social
constraint versus Z = —.14 (SD = .21) for social sup-
port. As an example, in the Champion et al. study [23],
the Social Constraint Scale was correlated with the
Concerns About Recurrence Scale at r = .32, while the
Northouse Social Support Scale was correlated with
this same distress measure at » = —.22. Similarly, in the
Schmidt et al. study [19], another Social Constraint Scale
was correlated with the Impact Event Scale Avoidance
and Intrusion subscales at r = .42 and .32, respectively
(Z-score M £ SD = .39 £ .08), while the Duke-UNC
Functional Social Support Questionnaire measure was
correlated with these same distress measures at » = —.18
and —.17, respectively (Z-score M £ SD = —.18 = .01).
For both general and cancer-specific distress, the effect
size varied across the measures used in any given study,
but the overall trend of social constraint demonstrating
a more consistent and stronger association with distress
than social support is clear.

General and cancer-specific well-being

Table 3 contains the bivariate correlations between gen-
eral well-being and both social constraint and social sup-
port. Of all the associations between social constraint
and general well-being, 86.36% (n = 19 correlations) were
negative, and the associations between social support
and general well-being were positive 82.61% (n = 19 cor-
relations) of the time. Of the 14 relevant studies, 50.00%
(n = 7) reported a stronger association with social sup-
port than social constraint. The mean effect size across
studies was Z = —.26 (SD = .21) for social constraint
and Z = .14 (SD = .35) for social support. For example,
in the Graves et al. study [46], the Social Constraint
Scale was correlated with the Functional Assessment of
Cancer Therapy—Emotional Well-Being Scale measure
of general well-being at r = —.23, while the Duke-UNC
Functional Social Support Questionnaire was correlated
with this same well-being measure at » = .19. However, in
the Bishop et al. study [63], the Social Constraint Scale
was correlated with Medical Outcomes Study—Mental
Health Index measure of general well-being at r = —.41
while the Duke-UNC Functional Social Support
Questionnaire was correlated with this same outcome at
r=.48.

Information pertinent to cancer-specific well-being
is also found in Table 3. Only 16.67% (n = 1 correl-
ation) of the correlations between social constraint and
cancer-specific well-being were negative, while all the
correlations between social support and cancer-specific
well-being were positive (n = 9 correlations). Overall, in
each of the four relevant studies, social support exhibited
a stronger relationship with cancer-specific well-being
than social constraint. The mean effect size across studies
was Z = —.03 (SD = .24) for social constraint and Z = .29

(SD = .15) for social support. For example, Bishop et al.’s
study [63] found that the Social Constraint Scale was cor-
related with a Posttraumatic Growth Inventory measure
of cancer-specific well-being at = .05, while the Duke-
UNC Functional Social Support Questionnaire was
correlated with the same well-being measure at » = .15.
Another example can be seen in Champion et al.’s study
[23]; the Social Constraint Scale was correlated with
the Posttraumatic Growth Inventory at » = —.37, while
the Northouse Social Support Scale measure of social
support was correlated with it at r = .45. In summary,
there appear to be differences in the nature and magni-
tude of the influence of social constraint and social sup-
port, with the effects at least partly dependent upon the
outcome of interest (i.e., general versus cancer-specific
well-being).

Discussion

Social functioning is theorized to help explain the psy-
chological functioning of cancer survivors and other
patient populations [I, 2] yet, as a multidimensional
construct, it is likely that the nature and magnitude of
social functioning’s association with psychological func-
tioning depend on the specific constructs under consid-
eration. This is the first systematic review to evaluate if
social constraint or social support has a stronger asso-
ciation with two specific dimensions of psychological
functioning, namely distress and well-being. The find-
ings of this review unequivocally reaffirm the relevance
of social constraint for understanding the distress of
cancer survivors as was recently shown in another review
[35]. A particularly noteworthy contribution of this re-
view is the collection of evidence that supports the hy-
pothesis that social constraint is more consistently and
strongly associated with distress—both general distress
and cancer-specific distress—than social support [35, 39,
77]. Another key finding is that, while social constraint
and social support demonstrated the expected pattern of
associations with general well-being (i.e., mainly nega-
tive associations for social constraint, while mainly
positive ones for social support), social constraint was
more strongly associated with general well-being than
social support, which actually runs counter to a priori
hypotheses. Remarkably, the same finding was not ob-
served for cancer-specific well-being, albeit only four
studies evaluated these relationships. As it pertains to
cancer-specific well-being, social support, as opposed to
social constraint, demonstrated a much more consistent
and stronger association as predicted. In sum, for three
of the four psychological outcomes evaluated (specific-
ally, general distress, cancer-specific distress, and general
well-being), social constraint exhibited a stronger con-
nection than social support.
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As noted in the Introduction, the social-cognitive
processing model could explain the influence of social
functioning on psychological functioning. Based on this
model, one would expect cancer survivors to cope with
the stress and aftermath of their cancer diagnosis via
complex emotional and cognitive processes [15]. From
this vantage point, social constraint would hinder cancer
survivors’ adjustment because it limits their opportun-
ities to process their cancer experience [15], while social
support would hasten cancer survivors’ adjustment be-
cause it affords the opportunity for sincere condolences,
communal experiences, and solace in the face of stress.
Studies with breast cancer survivors have demonstrated
that intrusive thoughts do mediate the relationship be-
tween social constraint and depressive symptoms [69,
78], which indicates that social constraint is in fact linked
with adaptive emotional/cognitive processing or the
lack thereof. The importance of social support is not to
be discounted though as it is consistently (even if only
modestly) correlated with cancer survivors’ distress and
well-being as demonstrated here. That said, it may be
that negative interactions have a stronger effect on psy-
chological functioning than positive interactions [40, 77],
which would mean that a copious amount of social sup-
port is needed to counter the negative psychological ef-
fects of social constraint.

Although psychological functioning was treated as
the outcome in this review, the findings are based on the
results of bivariate correlational analyses. Because of
this, the possibility of a reciprocal relationship between
social functioning and psychological functioning cannot
be ignored, and it should actually be expected based on
the foremost quality-of-life models [79]. That said, four
studies in this review evaluated the longitudinal relation-
ship between the quality-of-life domains of interest here
and, in each study, social functioning was the predictor
and psychological functioning the outcome. While these
studies are not in the position to rule in or out the pos-
sibility that psychological functioning influences social
functioning, they do underscore the potential for so-
cial functioning to impact cancer survivors’ future psy-
chological functioning. Furthermore, with only one
exception [66], social constraint was indeed a stronger
predictor of distress than social support [49, 70, 73].
Only two studies evaluated well-being as an outcome: in
one case, social support had a stronger association with
well-being than social constraint [73] and, in the other
case, social constraint exhibited the stronger associ-
ation [66]. Although small in number, these longitudinal
studies are consistent with the results of the review as
a whole.

Perhaps the best test of the relative importance of so-
cial constraint versus social support for cancer survivors’
psychological functioning is one in which any overlap be-
tween the constructs is controlled and only their unique

variance evaluated. Unfortunately, few studies in this
review reported the results of analyses in which social
constraint and social support were examined in the same
regression or structural equation model. For those that
did, it was generally found that social constraint had
a stronger association with psychological functioning
[19, 21, 25, 55, 59, 62, 67, 72], but social support was
the winner in some cases [24, 60, 61, 73, 80]. This incon-
sistency in findings across studies could be explained by
multiple factors, including but not limited to the com-
bination of covariates included in the models, diversity
in the measures used, and sample characteristics. Given
this, no definitive conclusions can be reached about the
relative importance of one variable versus the other,
but the evidence is certainly mounting that negative ex-
changes (including the experience of social constraint)
may be more impactful than positive exchanges when it
comes to psychological functioning [40, 77].

In addition to the key findings and implications
just discussed, this review documents a strikingly large
number of measures of each variable under investiga-
tion. In the records reviewed, the psychometric proper-
ties of these measures were missing in some cases and
inconsistently reported in others but, based on available
information, most measures are valid and reliable. All
of the studies reviewed herein have sound methodology
and adhere to reporting standards but, to facilitate rep-
licability and comparability of study findings, future
quality-of-life researchers should consider adopting a
standard, agreed-upon set of psychometrically sound
measures. In this review, the Social Constraint Scale
was utilized in most studies and it is the “gold standard”
measure of social constraint [35]. For the other variables
of interest, where many sound measures are available, the
universality of the measure should be considered. The
Patient-Reported Outcomes Measurement Information
System (PROMIS) provides valid, reliable measures of
social support, distress, and well-being, all of which are
publicly available and many of which are available in lan-
guages other than English [81]. PROMIS is intended to
increase consistency in measurement of health and re-
lated outcomes across research and clinical settings, and
it is acceptable for use with cancer survivors [82, 83].
Thus, one clear recommendation that arises from this
review is that researchers adopt greater uniformity in
measures to facilitate comparability across studies and
ease conduct of meta-analyses, with one option being
use of the Social Constraint Scale and PROMIS.

The results and implications of this review must be
considered in light of its shortcomings. First, because of
substantial heterogeneity across studies, a meta-analysis
was not done. However, standardized effect sizes for the
correlations between social support and social constraint
with psychological functioning were reported and the
evaluation of bivariate analysis allowed a more direct
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comparison across studies by reducing the effects of ana-
lysis heterogeneity. Second, because this review relies
heavily on cross-sectional studies, the findings cannot be
used to indicate causality and should not be interpreted as
such. Third, although social functioning is a multidimen-
sional concept, this review only evaluated two of its many
dimensions, and this evaluation was further limited by the
nature of the measures used in the studies reviewed (pri-
marily, perceived social support alongside perceived social
constraint). Fourth, this review only included published
studies and dissertations, ignoring the “grey literature” al-
together. This is problematic because it reduces the amount
of relevant data available for review and raises the possi-
bility that publication bias influenced the results. Fifth,
these findings are not generalizable across cancer survivors
from any and all countries and cultures. Most studies were
done in the USA, which is likely a result of the review’s
English language restriction. Most studies also included
samples that were mostly White non-Hispanic, which may
further limit generalizability. Evaluating the study location
and cancer survivors’ race and ethnicity is recommended,
given that culturally specific social norms could influ-
ence individuals’ perception of their social functioning
and its relationship with psychological functioning. Sixth,
one third of studies reviewed herein focused on married
couples. Being in a romantic relationship, whether mar-
ried or partnered, is associated with better quality of life in
breast cancer survivors [84]; thus, greater representation of
partnered participants in this review could bias the results
toward better overall quality of life. Additionally, a focus
on married couples at the exclusion of others in a com-
mitted, romantic relationship is not an inclusive approach
to research on social functioning and unfairly limits rep-
resentation of the cancer survivors in any review. Seventh,
this review excludes studies that focus on children and ado-
lescents. This is because cancer is primarily a disease of old
age [85] and child/adolescent cancer survivors are expected
to have social networks, relationship dynamics, and cog-
nitive and psychological capacities that differ from adult
cancer survivors [86], giving rise to the possibility of un-
clear or inconsistent findings simply due to too much vari-
ation in participants’ age. Finally, most studies reviewed
focus on breast and prostate cancer survivors, perhaps be-
cause they are the most common gender-specific types in
females and males, respectively [85]. However, lung cancer
was not the focus of any study and very few focused on
colorectal cancer despite the predominance of these cancer
types in the USA [85] and other countries [87].

Conclusions

This review highlights the relevance of social con-
straint for studies of cancer survivors’ psychological
functioning. The stronger overall association between

social constraint and psychological functioning rela-
tive to social support supports the claim that these
constructs are distinct, albeit related dimensions of
social functioning [15, 35], with potentially distinct
impacts on other quality-of-life outcomes. It should,
therefore, be appreciated that social constraint occurs
in individuals with other chronic diseases (e.g., HIV
and rheumatoid arthritis) [88, 89], and its observed re-
lationship with cancer survivors’ psychological func-
tioning may well replicate in other patient populations.
The results of this review suggest that social constraint
should be a central target when designing interven-
tions to reduce general and cancer-specific distress or
promote overall well-being in cancer survivors; how-
ever, in interventions that attempt to increase cancer-
specific well-being, social support might instead be the
principal target. In conclusion, the interconnectedness
of social functioning and psychological functioning is
at least partly dependent upon the underlying dimen-
sions at play, with social constraint and social sup-
port having unique associations with the distress and
well-being of cancer survivors.
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