
Online support groups for head and neck cancer and health-
related quality of life

Eamar Algtewi1 • Janine Owens1 • Sarah R. Baker1

Accepted: 8 April 2017

� The Author(s) 2017. This article is an open access publication

Abstract

Purpose To investigate the association between using

online support groups (OSGs) and health-related quality of

life (HRQoL), and the psychosocial factors that may

influence this association among individuals with head and

neck (H&N) cancer.

Method A sample of 199 persons with H&N cancer using

four OSGs completed an online questionnaire using six pre-

validated measures for social network, self-efficacy, anxiety

and depression, adjustment, empowerment and quality of

life. In addition, socio-demographic as well as illness-related

and OSGs-related information was collected.

Results Participants who had better HRQoL had been

using OSGs for a longer time than those who had worse

HRQoL (B = 0.07, p\ 0.05). Depression and adjustment

were the only direct mediators in this association, whereas

self-efficacy, anxiety and empowerment appeared as indi-

rect mediators.

Conclusion Participation in OSGs was found to be asso-

ciated to better HRQoL either directly or indirectly through

decreasing depression, anxiety and the negative adjustment

behaviours and increasing self-efficacy and empowerment

of the users. The study presented a potential model of

pathways linking OSG use and HRQoL for those with

H&N cancer. However, the model needs to be tested in

future longitudinal studies and the associations proposed

need to be explored in greater detail.

Keywords Head and neck cancer � Online support �
Quality of life � Adjustment � Empowerment

Introduction

Head and neck (H&N) cancer includes malignant tumours

arising from themucosa of the upper aerodigestive tract from

nasopharynx to larynx including the oral cavity, i.e. pharynx,

lip and oral cavity and larynx [1]. This group of cancers is

amongst the six most prevalent cancers in the world [2] and

some of them are associated with high mortality rates [3].

Previous literature has suggested that H&N cancer can

have a negative influence on quality of life (QoL) through

negative physical and psychosocial impacts including swal-

lowing difficulties, impaired speech, problems in physical

appearance, anxiety, depression, fear of relapse and loss of

self-esteem e.g. [4]. However, it has also been suggested that

some factors may mitigate or aggravate the impact of cancer

generally on a patient’s psychological wellbeing [4, 5]. For

example, there aremany strategies that people diagnosedwith

H&N cancer can employ which may influence health out-

comes. One such strategy is coping. In general, higher levels

of adaptive coping have been found to be related to betterQoL

of AIDS patients [6]. Other psychological factors such as

anxiety and depression have also been widely linked to

reduced levels of QoL for cancer patients in general e.g. [7]

and other non-cancerous conditions e.g. [8].

Self-efficacy has been shown to be related to better coping

and relatively low levels of psychological distress in some

chronic diseases like HIV [9]. In line with this, it has been

found that people who receive social support have stronger

self-efficacy beliefs, which subsequently may affect their

health-related outcomes [10]. This mediating role of social

support on psychological outcomes has been found in
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relation to a number of health conditions e.g. [11]. Related to

this, studies on social networks suggest that such networks

can also be related to health-related quality of life (HRQoL)

and, in addition, may have a mediating effect on anxiety and

depression amongst cancer patients. For example, Michael

et al. [12] found that social interaction at pre-diagnosis level

was a significant factor in future HRQoL amongwomenwho

experienced breast cancer. The evidence for social networks

establishes that social isolation increases the risk ofmortality

after being diagnosed with breast cancer, with the buffering

effect for reduction being provided by relatives or friends

and participation in activities outside the home e.g. [13].

Social networks have also been found to play an important

role in enhancing the coping ability of patientswith laryngeal

and hypopharyngeal cancer [14].

In the last few decades, an increasing number of people

have explored the internet for support, information and

advice related to many aspects of health [15], and there is

an expanding number of online support groups (OSGs)

available for different health conditions including cancer

[16]. Online support groups may have many advantages

over conventional face-to-face groups and may have sev-

eral benefits to their users; for example, they have been

found to be associated with reduction in levels of both

physiological and psychological stress in their members

[17]. These groups can increase social support by

increasing self-esteem, personal empowerment and func-

tional status and decreasing depression, feelings of help-

lessness, distress and social isolation e.g. [18–20].

It may be that people with H&N cancer, especially those

who have impairment in speech or alteration in facial

appearance, might find OSGs a suitable environment in

which they can socialise and get support in more com-

fortable ways without feelings of embarrassment regarding

their situation. Nevertheless, despite the high incidence of

H&N cancer and its influence on the HRQoL of patients

and the beneficial role of OSGs, there has been no research,

to date, on the association between OSGs and HRQoL for

people with H&N cancer or on the psychosocial factors

that might mediate this association.

Therefore, the aim of this study was to examine the

association between using online support groups and health-

related quality of life and examine the psychosocial factors

(social network, self-efficacy, anxiety, depression, adjust-

ment and empowerment) that may influence this association.

Method

Procedure

A thorough Internet search was established to identify

OSGs for people with H&N cancer. The most common

Internet search tools (Google, Yahoo, Bing and MSN) and

Facebook were searched using the terms ‘online support

group’ and ‘head and neck cancer’ and the relevant syn-

onyms, connotations and denotations of these. OSGs were

then selected based on two main criteria [6]:

(1) The OSG was active with at least 25 message threads

posted to the group within the past 30 days.

(2) The group contained at least 50 members.

OSGs that focused on oral conditions other than H&N

cancer or were published in languages other than English

were excluded. The initial search generated 75 OSGs;

following application of the exclusion criteria, only 10

OSGs remained (see Fig. 1).

Following the necessary ethical approval, moderators

from these groups were contacted explaining the research

study and asking for permission to recruit participants from

their group. Out of the 10 moderators contacted, four

replied and provided permission. A message was then

placed on the discussion boards of each of these four

groups explaining the aim and objectives of the study. The

questionnaire was provided in the message in the form of

hyperlink which contained the information sheet, consent

form and instruction leaflet on how to complete the ques-

tionnaires. The aims and objectives of the study, inclusion

Total result of search = 75 OSGs 
(37 moderators) 

(-) n=1 OSG (deals with any oral 
conditions)

(-) n= 64 OSGs (26 moderators) 
(Few member and/or few posts)

The remaining n= 10 OSGs (10 moderators)

(-) n= 6 moderators (do not reply to 
study invitation)

Link to questionnaire in these OSGs

Data analysis 

n= 199 participants replied

The remaining n= 4 OSGs (4 moderators)

Fig. 1 Online support groups’ sample profile
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criteria and confidentiality of data and rights of participant

as well as instructions about the survey were explained in

the information sheet which appeared first when the par-

ticipants clicked on the study link, and informed consent

was sought from participants before they were able to

complete the questionnaire. There was an email address for

participants to ask further questions should they so wish.

After that, participants were directed automatically to the

questionnaire where they could submit their responses

online. All questions within the questionnaire were set so

that they were mandatory to answer. The participant could

not proceed to the next page or submit the questionnaire

without all the questions having been answered. Therefore,

only 100% complete responses were received. Participants

were those who had been diagnosed with H&N cancer at

any point during their life and used H&N cancer-related

OSGs. There were no financial or material motivations

provided to the participants and the measured variables

were based on current status of the participants.

The sample size for the study was calculated using the

software ‘G-power’ [21]. The sample size calculation was

based on a medium effect size of f2 = 0.15, statistical

power of 95%, a significance level of 0.05 and 15 potential

variables in the analysis. From this, the sample size cal-

culated was 199 participants.

Ethical approval was sought from the University

Research Ethics Committee (UREC). The project followed

the ethical guidelines of the British Psychological Society

[22], including informed consent and confidentiality.

Measures

Demographics

Data on participant’s age, gender, country, marital status

and income status were collected by questions adapted

from the UK Census [23].

Illness-related variables

Participants were asked to report cancer site, stage, treat-

ment type, treatment stage and time since diagnosis. Can-

cer site was categorised into three main groups: lip and

mouth cancer, throat cancer and vocal cords, whereas

cancer stage was recorded as Stage I, Stage II, Stage III and

Stage IV according to Tumour Node Metastasis (TNM)

staging system [24], and in both situations there was an

extra choice for people who ‘‘were not sure’’. In addition,

questions about treatment type were modified from a

questionnaire used for cancer by Susan and Clingman [25],

in which participants could tick as many as they liked (e.g.

chemotherapy, radiation and surgery).

Online support group use

Respondents were asked to estimate the duration of using

OSGs (in months), frequency of use per month (in days),

frequency of use per day (in hours), membership of OSG

(yes/no), duration of membership (in months) and approxi-

mate number of posted and replied messages. To investigate

the utility of these measures to represent the use of OSGs, a

bivariate analysis (Pearson’s correlations for the continuous

measures and Spearman’s correlations for the discrete mea-

sures) was conducted between HRQoL and each measure.

Only ‘‘Duration of using OSG’’ (p = 0.02) was significantly

related to HRQoL, whereas the remaining variables were not

significant. Therefore, this measure was chosen to assess the

association between the use of OSG and HRQoL.

Psychosocial variables

Social network was measured using The Berkman–Syme

Social Network Index (BSNI), an 11-item self-reported

questionnaire [26]. The BSNI is designed to assess the type,

size, closeness and frequency of contacts in a respondent’s

current social network. The BSNI considers both relative

importance and number of social ties among the four groups

and unites this material into a summary measure ranging

from 0 to 4 [27]. BSNI allows researchers to classify people

into four stages of social connection: socially isolated

(people with few close contacts, fewer than six friends or

relatives, not married and no membership in either com-

munity or groups church), moderately isolated, moderately

integrated and socially integrated. The most isolated cate-

gory belongs to scores summed: 0 or 1. The BSNI is a valid

and reliable index in assessing patient’s social network as a

factor known to influence morbidity and mortality in people

with chronic disease [28, 29].

Self-efficacy was measured using The Cancer Behaviour

Inventory-brief version (CBI-B) 12-item validated ques-

tionnaire [30] used widely as a measure of self-efficacy for

coping with cancer, derived from the longer 33-item ver-

sion [31]. Participants responded to each question on a

9-point Likert scale, with a possible score of ‘‘1’’ = ‘Not at

all confident’ to ‘‘9’’ = ‘Totally confident’ reflecting the

degree of confidence the patient has that he or she can

perform that particular coping behaviour. Previous studies

have indicated that the CBI-B has good internal reliability

(a = 0.84) and construct validity [30].

Anxiety and Depression were measured using Hospital

Anxiety and Depression Scale (HADS) 14-item question-

naire [32], which is commonly used to determine the levels

of anxiety and depression that an individual is experiencing

in both hospital and community settings. Seven of the

items relate to anxiety and seven relate to depression. Each

question has 4 possible responses ranging from 0 to 3. The
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maximum score is 21 (0–7 = Normal; 8–10 = Borderline

abnormal; 11–21 = Abnormal). The scale has demon-

strated good reliability [33].

Adjustment to cancer was measured using The Mini-

Mental Adjustment to Cancer (MINI-MAC) 29-item ques-

tionnaire [34]. The Mini-MAC items are rated on a 4-point

Likert scale ranging from ‘‘Definitely does not apply to me’’

(1) to ‘‘Definitely apply to me’’ (4) and measures patient’s

experiences at present. It also has five subscales: Helpless–

Hopeless, Anxious Preoccupation, Cognitive Avoidance,

Fighting Spirit and Fatalism. Higher scores indicate higher

endorsement in these coping strategies. Several studies

evaluating the psychometric properties of the Mini-MAC

scale have supported its validity and reliability of all five

subscales of this questionnaire e.g. [35].

Empowerment was measured using the Empowering

Processes Scale (EPS) [36]. This scale has 39 items mea-

suring 4 dimensions of empowering processes (receiving

social support, finding positive meaning, receiving useful

information, helping others). Participants were asked the

frequency in which each event took place in the OSG on a

5-point Likert scale ranging from 1 = never to 5 = very

often, with higher scores indicating higher levels of

empowering processes. The reliability of the original

empowering processes scale was satisfactory (Cronbach’s

alpha ranged from 0.70 to 0.95). The Cronbach’s alpha of

the four subscales ranged from 0.87 (helping others) to

0.95 (finding positive meaning) [36].

Health-related quality of life was measured using the

12-item University of Washington Quality of Life Ques-

tionnaire (UW-QoL) [37, 38]. Each question has from 3 to

5 answers, with participants choosing one appropriate

answer that applies to them. Each of the domain-specific

items is scored from 0 (worst QoL) to 100 (best QoL). The

‘composite’ score is created by averaging the scores from

the 12 items, and therefore the possible total scores ranged

from 0 to 100. The validity of UW-QOL questionnaire

version 4 has been assessed in many studies using trans-

lated version to other languages e.g. [39], and the overall

internal consistency ranged between Cronbach’s alpha

values of 0.73 and 0.84.

Statistical analysis

In order to address the aims of the study, a series of

regression analyses were carried out. The first research

question to be addressed was as follows:

Is there an association between OSG use and health-

related quality of life?

A linear regression analysis (Enter method) was conducted

using the duration of using OSGs measure as the predictor

variable (duration of use) and the HRQoL score as the

outcome variable. The data met the assumption of linearity,

homoscedasticity, normality of the residuals and reliability

of measurement needed for regression analysis.

The second research question to be addressed was as

follows:

Is the association between OSG use and HRQoL mediated

by social network, self-confidence, anxiety, depression,

adjustment or empowerment?

To investigate this, the mediation regression tests (Enter

method) outlined by Baron and Kenny [40] were followed.

Baron and Kenny proposed a model (Fig. 2) which

includes three paths: the direct path (c-path) between the

predictor (e.g. duration of use) and the dependent variable

(e.g. HRQoL) and the indirect paths (a-path and b-path)

that include the mediator (e.g. Social network).

Baron and Kenny suggest that if the mediation

requirements hold, using the example above, duration of

use should be a significant predictor of HRQoL (c-path)

and duration of use should be a significant predictor of the

mediator variable (a-path). In addition, there should be a

significant association between the mediator variable and

HRQoL (b-path) while controlling for duration of use.

Baron and Kenny’s model also indicates that when the

mediator (e.g. social network) and duration of use are used

simultaneously to predict HRQoL, the previous association

between duration of use and HRQoL should be reduced or

become non-significant. Following the Baron and Kenny’s

model, the mediating role of the psychosocial variables was

tested using SPSS using a tool by Hayes [41].

Results

Participants

A total of 199 respondents living with H&N cancer

completed the online questionnaire for the study. As can

be seen from Table 1, the mean age of the participants

Mediator e.g. social network

a-path                                                b-path 

Duration of use QoL

c-path 

Fig. 2 Example of process of mediation between OSG (duration of

use) and QoL
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Table 1 Demographics, Illness-related variables and OSGs variables

Variable Number %

Age

10–19 1 0.50

20–29 1 0.50

30–39 13 5.53

40–49 43 21.60

50–59 81 40.70

60–69 48 24.12

70–79 12 6.05

Sex

Male 98 49.24

Female 101 50.75

Country

USA 112 56.28

The UK 45 22.61

Australia 22 11.05

Canada 15 7.53

New Zealand 4 2.01

France 1 0.50

Marital Status

Married/living with a partner 145 72.86

Widowed 9 4.52

Single 30 15.07

Prefer not to say 2 1.00

Other 16 8.04

Income status

Totally insufficient 25 12.56

Somewhat insufficient 40 20.10

Sufficient for essential needs 91 45.72

More than sufficient 43 21.60

Cancer site

Lip and mouth 76 38.19

Throat 81 40.70

Vocal cords 34 17.08

I am not sure 8 4.02

Cancer stage

Stage I 22 11.05

Stage II 14 7. 03

Stage III 27 13.56

Stage IV 94 47.23

I am not sure 42 21.10

Treatment type

Chemotherapy 102 51.25

Radiation 177 88.94

Surgery 154 77.38

Acupuncture/oriental medicine 18 9.04

Naturopathy 5 2.51

Herbology or nutritional consulting 10 5.02

Online support groups 131 65.82

Table 1 continued

Variable Number %

Colour, art or music therapy 5 2.51

Spiritual healing 9 4.52

Prayer 80 40.20

Meditation or self-healing 25 12.56

Psychological counselling 32 16.08

Face-to-face support groups 32 16.08

Massage or other bodywork 33 16.56

I am not sure 2 1.00

Other 16 8.04

Treatment stage

Pre-diagnosis 1 0.50

Pre-treatment 3 1.50

Under-treatment 19 9.54

Post-treatment 174 87.43

I am not sure 2 1.00

Time since diagnosis

B1 year 45 22.61

[1–\5 years 91 45.72

C5–\10 years 44 22.11

C10 years 13 6.53

Unknown 6 3.01

Duration of using OSGs

B1 year 81 40.70

[1–\5 years 92 46.23

C5–\10 years 19 9.54

C10 years 4 2.01

Missed data 3 1.50

Days per month

0–9 57 28.64

10–19 34 17.08

20–29 32 16.08

Daily 74 37.18

Missed data 2 1.00

Hours per day

0–\1 46 23.11

1–\2 88 44.22

2–\3 22 11.05

3–\4 6 3.01

4–\5 2 1.00

C5 20 10.05

Missed data 15 7.53

Number of posted messages

1–9 72 36.18

10–49 74 37.18

50–99 11 5.52

100–499 11 5.52

500–1000 4 2.01

[1000 0 0.00
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was 54.34 with 70% of them over 50 years. There were

101 (50.8%) females and 98 (49.2%) males originating

from 6 countries with the majority from the USA (56.2%).

The majority of participants were married or living with

their partners and most were satisfied with their income

status.

Illness-related and OSGs variables

As can be seen from Table 1, the most frequently reported

types of cancer were throat and lip and mouth cancer, and

most of the participants (60.7%) were in the advanced

stages of cancer (Stages III and IV). The majority of par-

ticipants were treated with radiation, surgery and

chemotherapy, and the vast majority of them (87.4%) were

in the post-treatment stage. Approximately 30% of the

participants were diagnosed more than 5 years ago (mean:

53.7 months).

It can also be observed fromTable 1 thatmore than half of

the participants had been using OSGs for more than one year

(mean: 31.4 months). The data also indicated that around

half of the participants were frequent users of OSGs (more

than 20 days per month) with 37.2% of participants being

daily users (mean: 18.1). Themajority of participants (70%),

when they used theOSG, did so for at least 1 hour per day and

some of them (10%) for extended periods of time (5 h ?).

The reliability, mean and standard deviation for all of

the psychosocial measures in the study are shown in

Table 2.

With regard to the first Research Question, i.e. is there

an association between OSG use and HRQoL, the results

indicated that the duration of use was significantly related

to the HRQoL of participants (B = 0.07, t = 2.32,

p = 0.02), such that those participants who had higher

HRQoL scores had been using OSGs for a longer period of

time (df = 195, F = 5.41), this model explained 2.7% in

HRQoL outcome (R2 = 0.027).

The second research question examined the mediating

role of social network, self-confidence, anxiety, depression,

adjustment and empowerment in the association between

OSG use and HRQoL. Using the methodology of Baron

and Kenny outlined in the statistical analysis section, in the

first step, testing the c-path, OSG usage was positively

associated with HRQoL (see Table 3). The a-paths for each

possible mediator were then tested (i.e. their association

with OSG usage) and the results are shown in Table 3.

From Table 3, it can be seen that there was a significant

association between duration of use and self-efficacy,

anxiety, depression, adjustment and empowerment. Social

network was not related to OSG use and so, according to

the requirements of Baron and Kenny, could not be con-

sidered a mediator of duration of use on HRQoL.

In the final step of the regression model, testing the

b-path, whilst controlling for duration of use, the results

indicated that only depression and adjustment were asso-

ciated with HRQoL (see Table 3). Therefore, self-efficacy,

anxiety and empowerment, according to the requirements

of the Baron and Kenny’s model, cannot be considered as

direct mediators of OSG on HRQoL.

The results also indicated that the direct effect of

duration of use on HRQoL became non-significant

(p = 0.96) when controlling for depression and adjust-

ment, thus suggesting full mediation. Therefore, the asso-

ciation between longer duration of use and better HRQoL

was mediated by people having lower levels of negative

adjustment behaviour (e.g. fatalism) toward their H&N

cancer and lower levels of depression (df = 198,

F = 42.67, p = 0.02), and this model explained 52.5% in

HRQoL outcome (R2 = 0.525).

Given that depression and adjustment were the only

possible direct mediators in the association between the use

of OSGs and HRQoL, exploratory analyses were carried

out to investigate whether the remaining factors that had

significant a-path with the duration of use (anxiety, self-

efficacy and empowerment) had any indirect mediating

role. This was achieved by identifying whether they

mediated the association between OSGs and depression

and/or adjustment, and subsequently by identifying the

mediators in the association between OSGs and each of

anxiety, self-efficacy and empowerment.

This strategy had led to further six regression models

(see ‘‘Appendix 1’’ Section). A summary model of the

associations between the use of OSGs and HRQoL and the

proposed mediators that resulted from these regression

analyses (see Table 3 and ‘‘Appendix 1’’ Section) is shown

in Fig. 3. In summary, self-efficacy, anxiety and depression

were found to mediate each other in their associations with

OSGs. Depression was also found to mediate and be

mediated by empowerment. Similarly, anxiety was also

found to mediate and be mediated by adjustment.

Table 1 continued

Variable Number %

Missed data 27 13.56

Number of replied messages

1–9 53 26.63

10–49 55 27.63

50–99 23 11.55

100–499 37 18.59

500–1000 7 3.51

[1000 4 2.01

Missed data 20 10.05
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Discussion

The main finding of this study was an association between

using H&N cancer-related OSG and HRQoL of partici-

pants, such that longer use was linked to better HRQoL.

Moreover, this association was mediated by depression and

adjustment. Anxiety, self-efficacy and empowerment were

found to have a role in the mediation process by mediating

the association between the use of OSGs and depression

and adjustment.

The findings of this study are consistent with previous

literature that reports a link between OSG use and better

HRQoL for HIV/AIDS [6, 42]. It is also consistent with a

meta-analysis of 28 studies exploring the health-related

outcomes associated with computer-mediated support

groups [43].

Previous studies suggested that using OSGs including

group communication and educational components lead to

an improvement in HRQoL directly or indirectly through

increasing the use of adaptive coping and decreasing the

use of maladaptive coping [6, 42, 43]. In line with this, the

findings of the current study suggested that depression,

adjustment, self-efficacy, anxiety and empowerment, all act

to mediate the association between duration of use and

HRQoL directly or indirectly. The results relating to self-

efficacy, adjustment and empowerment are in line with

previous literature [6], in which the authors have investi-

gated the possible mechanism through which participation

in OSGs might encourage user empowerment for people

living with HIV/AIDS. Findings of that study proposed that

participation in OSGs results in empowering processes,

which in turn have a positive influence on psychosocial

outcomes as measured by coping, self-care self-efficacy

and HRQoL. This consistency in findings might indicate

that the mechanisms underlying the mediation process

between using OSGs and HRQoL is similar despite dif-

ferences in the nature of health condition under

investigation.

With regard to the role of anxiety and depression, no

previous studies have investigated the mediating role of

anxiety and depression in the OSG-HRQoL association.

However, some studies on different health conditions have

found negative associations between using OSGs and

depressive symptoms e.g. [47] as well as feelings of dental

anxiety [48, 49]. Additionally, the literature indicated that

depression and anxiety are widely known to have a nega-

tive association with at least one aspect of HRQoL in

people with H&N cancer [50] or other cancers or non-

cancerous health conditions e.g. [7].

The duration of using OSGs was also found to be

directly related to depression, anxiety, adjustment, self-

efficacy and empowerment. Those participants who had

been using OSGs for a longer time had lower levels of

anxiety and depression, lower negative adjustment (in

terms of negative coping strategies such as helpless–

hopeless, anxious preoccupation, avoidance and fatalism),

higher levels of empowerment processes (in terms of

receiving social support, finding positive meaning, receiv-

ing useful information and helping others) and a greater

Table 2 Reliability, mean and standard deviation of the questionnaires

Variable Measure Cronbach’s alpha Mean SD Range (min–max score) Number of items

Social network BSNI 0.76 1.45 0.88 4 (0–4) 11

Self-efficacy CBI –B 0.86 81.80 16.13 76 (32–108) 12

Anxiety and depression HADS 0.91 13.44 7.89 21 (0–39) 14

Anxiety 0.88 7.88 4.41 21 (0–21) 7

Depression 0.86 5.56 4.17 18 (0–18) 7

Adjustment MINI-MAC 0.82 69.34 10.44 61 (39–100) 29

Empowerment EPS 0.96 131.52 26.63 148 (39–187) 39

Quality of life UW-QOL 0.79 68.17 14.74 75.83 (19.58–95.42) 12

Table 3 Relationship between OSG duration of use, QoL and the six

proposed mediators

B t p

c-path

QoL 0.07 2.32 0.02

a-path

Social network 0.00 0.94 0.34

Self-efficacy 0.08 2.35 0.02

Anxiety -0.03 -3.72 0. 00

Depression -0.02 -3.10 0.00

Adjustment -0.07 -3.18 0.00

Empowerment 0.13 2.41 0.01

b-path

Self-efficacy -0.11 -1.63 0.10

Anxiety 0.15 0.57 0.57

Depression -2.46 -8.44 0.00

Adjustment -0.33 -3.38 0.00

Empowerment -0.03 -1.16 0.24
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belief that they are capable of performing well (i.e. self-

efficacy).

In the present study, there was no association between

the duration of use and social network. It is possible that

people with H&N cancer might be part of non-virtual

social networks and receive social support from other

sources, apart from OSGs.

Although all the proposed mediators were found to play

a role in the association between OSGs and HRQoL (ex-

cept social network), the results indicated that, while con-

trolling for all the proposed mediators, only levels of

depression and adjustment were found to be direct medi-

ators, such that participants who had been using OSGs a

longer time reported low levels of depression and adjust-

ment and in turn reported better HRQoL. Nevertheless,

whilst the other variables were not mediators of the OSG-

HRQoL association, they were found to play a role in other

associations within the pathway (see Fig. 3). In general,

participants who had been using OSGs a longer time were

less depressed, less anxious, had fewer tendencies for the

negative adjustment behaviours, and confident that they

were capable of performing, felt more empowered to cope

with their illness and in turn had better HRQoL. Interest-

ingly, although the worldwide incidence of oral cancer is

more prevalent in males than females in the majority of

countries [44], in our study the male:female ratio was

almost equal. It may be, as has been reported previously,

that women are more likely to use the Internet for the

purposes of interpersonal communication [45] and are

more interested generally in health-related topics [46].

There were a number of limitations in the current study

which need to be noted when interpreting the findings.

Most importantly, despite testing for mediation processes,

the present study was cross-sectional. Whilst mediation

was tested using techniques outlined within the literature

[40], temporality cannot be assumed with cross-sectional

data. The pathways proposed here are therefore exploratory

and need to be tested longitudinally in future work. In the

present study, variables such as depression and anxiety

were measured at the time of taking the survey. That is,

they were the participant’s current reported status. It is

likely, however, that depression, for example, may change

as a result of length of survivorship. A future longitudinal

study should collect information on depression and the

other time-varying variables before, during and immedi-

ately after treatment. In addition, from our data it is not

possible to ascertain whether the use of OSGs improved

HRQoL or vice versa; that is, people who had better

HRQoL were more likely to use OSGs. Further, given that

we found that more than half of participants had been using

OSGs for 5 years or more, it may be that longer sur-

vivorship improved their HRQoL. A further longitudinal

study would be needed to address this important question.

Participation in the study was optional, and therefore it

may be that only people with positive experiences of OSGs

agreed to participate, or perhaps those who were adjusting

better to their condition or treatment. It may be that dif-

fering results would have been obtained if people who had

different experiences or were poorly adjusted to their

condition had been included. In addition, given the study’s

online methodology, it was not possible to collect infor-

mation on stage and exact site of the cancer, or types of

treatment, from patient’s notes. Therefore, such informa-

tion was reported by the participants themselves and

-.65*

-.04*                                                                                

-2.07**                                 .35**     .39** 

-.11**

.08*                          -.03**                                                                                                                        -2.46**

-.02**

0.07*

-.07**

1.29**   .16**                                                -.33**

.13*                                                                   

-2.11**     -.02**

OSGs QoL

Anxiety

Self-
efficacy

Depression

Empowerment

Adjustment

Fig. 3 Summary of the mediating process in the relationship between

OSGs and QoL, depression, adjustment and anxiety. **Correlation is

significant at the 0.01 level (2-tailed); *Correlation is significant at the

0.05 level (2-tailed). Solid arrows c-paths or a-paths, dotted arrows

significant b-paths, and Numbers regression coefficients (B)
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remains unverifiable. It may be that differing results might

have been obtained if this information were collected from

an independent source (e.g. patient’s notes; clinician).

The study used an online survey because it felt that it

might be a convenient way for collecting data from people

who are in various geographic areas in the world and have

access to the internet. However, the literature suggests that

there are some disadvantages for online surveys, including

issues of non-representativeness of the sample, low

response rates, non-responses and lack of validity of the

data [51]. In addition, the study recruited participants from

the internet (OSGs) and this methodology can have draw-

backs such as errors in self-reported demographics and the

risk of self-selection bias, the possibility of duplicate or

fraudulent responses and the inability, by the research

team, to verify the cancer status of participants [52, 53].

However, given the absence of financial incentives and the

length of the questionnaire, it seems unlikely that partici-

pants would duplicate their responses or misrepresent

themselves as being a cancer patient [53]. As has been

noted that there are a number of limitations when con-

ducting online research, however, these authors conclude

that whilst being aware of such limitations, online research

can be a cost-effective method of recruiting and a very

useful tool for exploring health-related issues.

The inclusion criteria for this study included people who

used OSGs and had been diagnosed with H&N cancer at

any point during their life. Indeed, the results of the study

showed that the majority of participants (87.4%) were in

their post-treatment stages. This strategy may have draw-

backs in that people at different stages of cancer and/or its

treatment may have different perspectives from each other

and may differ from people who have already finished their

treatment in terms of their use and association with OSGs,

as well as their responses to the study questionnaires.

Although several measures were used to assess the use of

OSGs, only the main outcome variable, duration of use, was

found to have a significant association with HRQoL. Since

this measure is reported by participants, it could be subject

to self-report bias. It is also a rather crude measure and does

not consider the level of participation within the group,

including the number of messages posted and participant

activity in different periods, or their daily use. Future studies

should investigate more closely the association with the

actual levels of participation in terms of posting messages as

well as the daily and monthly rate of use.

Nevertheless, despite these limitations, the present study

suggests an exploratory model of potential pathways linking

OSG use and HRQoL for those with H&N cancer which

could be investigated in future studies, with H&N cancer as

well as other cancers or chronic health conditions.

There are a number of implications for health care

professionals from these findings when considering their

support for people with H&N cancer. Those professionals

may want to encourage patients to use OSGs to seek sup-

port and information related to their condition. They may

also provide help to make patients aware of the internet for

support and about how to facilitate patients’ skills with this

technology, or provide training themselves.

The findings of this research as well as previous liter-

ature [18, 44] suggest that most people who live with

H&N cancer and most of the users of H&N cancer OSGs

were older people. If we consider this, then we could

argue that efforts should be directed toward providing

access to the internet among those people, perhaps by

providing them with access to equipment, training and

free internet, as well as informing them about relevant

OSGs and websites.
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Appendix 1: Results of subsequent regression
mediation analysis

Model 2: Mediators between OSGs and Depression

The proposed mediators were self-efficacy, anxiety,

empowerment and adjustment.

B t p

b-path

Self-efficacy -0.11 -7.65 0.00

Anxiety 0.35 5.62 0.00

Adjustment 0.01 0.42 0.67

Empowerment -0.02 -2.99 0.00

Model fit: df = 198, F = 80.28, p = 0.00, R2 = 0.623

Model 3: Mediators between OSGs and adjustment

The proposed mediators were self-efficacy, anxiety,

empowerment and depression.

B t p

b-path

Self-efficacy -0.09 -1.86 0.06

Anxiety 1.29 7.27 0.00

Depression 0.09 0.42 0.67
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B t p

Empowerment -0.03 -1.49 0.13

Model fit: df = 198, F = 47.12, p = 0.00, R2 = 0.493

Model 4: Mediators between OSGs and anxiety

The proposed mediators were self-efficacy, depression,

adjustment and empowerment.

B t p

b-path

Self-efficacy -0.04 -2.27 0.02

Anxiety 0.40 5.62 0.00

Adjustment 0.17 7.27 0.00

Empowerment 0.01 1.70 0.09

Model fit: df = 198, F = 81.48, p = 0.00, R2 = 0.627

Model 5: Mediators between OSGs and self-efficacy

The proposed mediators were anxiety, depression, adjust-

ment and empowerment.

B t p

b-path

Anxiety -0.65 -2.27 0.02

Depression -2.07 -7.65 0.00

Adjustment -0.19 -1.86 0.06

Empowerment -0.02 -0.67 0.50

Model fit: df = 198, F = 60.00, p = 0.02, R2 = 0.553

Model 6: Mediators between OSGs

and empowerment

The proposed mediators were self-efficacy, anxiety,

depression and adjustment.

B t p

b-path

Self-efficacy -0.11 -0.67 0.50

Anxiety 1.15 1.70 0.09

Depression -2.11 -2.99 0.00

Adjustment -0.36 -1.49 0.13

Model fit: df = 198, F = 3.95, p = 0.01, R2 = 0.075

References

1. Dobrossy, L. (2005). Epidemiology of head and neck cancer:

Magnitude of the problem. Cancer and Metastasis Reviews,

24(1), 9–17. doi:10.1007/s10555-005-5044-4.

2. Marur, S., D’Souza, G., Westra, W. H., & Forastiere, A. A.

(2010). HPV-associated head and neck cancer: A virus-related

cancer epidemic. Lancet Oncology, 11(8), 781–789. doi:10.1016/

S1470-2045(10)70017-6.

3. Price, G., Roche, M., Wight, R. & Crowther, R. (2010). Profile of

head and neck cancers in England: Secular and geographical

trends in the incidence, mortality and survival of laryngeal and

oropharyngeal cancers. Oxford Cancer Intelligence Unit, NCIN

at NHS. Retrieved June 24, 2016 from http://www.google.co.uk/

url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahUKEw

jvk9edgsHNAhWGF8AKHSf8Ce8QFgglMAA&url=http%3A%

2F%2Fwww.ncin.org.uk%2Fview%3Frid%3D799&usg=AFQj

CNEje4RiTBwfA_B7iCXz5D4v_Qu7pA.

4. Penner, J. L. (2009). Psychosocial care of patients with head and

neck cancer. Seminars in Oncology Nursing, 25(3), 231–241.

doi:10.1016/j.soncn.2009.05.008.

5. McDonough, E. M., Boyd, J. H., Varvares, M. A., & Maves, M.

D. (1996). Relationship between psychological status and com-

pliance in a sample of patients treated for cancer of the head and

neck. Head and Neck-Journal for the Sciences and Specialties of

the Head and Neck, 18(3), 269–276. doi:10.1002/(SICI)1097-

0347(199605/06)18:3\269:AID-HED9.

6. Mo, P. K. H., & Coulson, N. S. (2012). Developing a model for

online support group use, empowering processes and psychoso-

cial outcomes for individuals living with HIV/AIDS. Psychology

& Health, 27(4), 445–459. doi:10.1080/08870446.2011.592981.

7. Brown, L. F., Kroenke, K., Theobald, D. E., Wu, J., & Tu, W.

(2010). The association of depression and anxiety with health-

related quality of life in cancer patients with depression and/or

pain. Psycho-Oncology, 19(7), 734–741. doi:10.1002/pon.1627.

8. Quelhas, R., & Costa, M. (2009). Anxiety, depression, and

quality of life in Parkinson’s disease. Journal of Neuropsychiatry

and Clinical Neurosciences, 21(4), 413–419. doi:10.1176/appi.

neuropsych.21.4.413.

9. Benight, C. C., Antoni, M. H., Kilbourn, K., Ironson, G., Kumar,

M. A., Fletcher, M. A., et al. (1997). Coping self-efficacy buffers

psychological and physiological disturbances in HIV-infected

men following a natural disaster. Health Psychology, 16(3),

248–255. doi:10.1037/0278-6133.16.3.248.

10. Benight, C. C., & Bandura, A. (2004). Social cognitive theory of

posttraumatic recovery: The role of perceived self-efficacy. Be-

haviour Research and Therapy, 42(10), 1129–1148.

11. Mak, W. W. S., Law, R. W., Woo, J., Cheung, F. M., & Lee, D.

(2009). Social support and psychological adjustment to SARS:

The mediating role of self-care self-efficacy. Psychology &

Health, 24(2), 161–174. doi:10.1080/08870440701447649.

12. Michael, Y. L., Berkman, L. F., Colditz, G. A., Holmes, M. D., &

Kawachi, I. (2002). Social networks and health-related quality of

life in breast cancer survivors—A prospective study. Journal of

Psychosomatic Research, 52(5), 285–293. doi:10.1016/S0022-

3999(01)00270-7.

13. Beasley, J. M., Newcomb, P. A., Trentham-Dietz, A., Hampton,

J. M., Ceballos, R. M., Titus-Ernstoff, L., et al. (2010). Social

networks and survival after breast cancer diagnosis. Journal of

Cancer Survivorship-Research and Practice, 4(4), 372–380.
doi:10.1007/s11764-010-0139-5.

14. Relic, A., Mazemda, P., Arens, C., Koller, M., & Glanz, H.

(2001). Investigating quality of life and coping resources after

Qual Life Res

123

http://dx.doi.org/10.1007/s10555-005-5044-4
http://dx.doi.org/10.1016/S1470-2045(10)70017-6
http://dx.doi.org/10.1016/S1470-2045(10)70017-6
http://www.google.co.uk/url%3fsa%3dt%26rct%3dj%26q%3d%26esrc%3ds%26source%3dweb%26cd%3d1%26ved%3d0ahUKEwjvk9edgsHNAhWGF8AKHSf8Ce8QFgglMAA%26url%3dhttp%253A%252F%252Fwww.ncin.org.uk%252Fview%253Frid%253D799%26usg%3dAFQjCNEje4RiTBwfA_B7iCXz5D4v_Qu7pA
http://www.google.co.uk/url%3fsa%3dt%26rct%3dj%26q%3d%26esrc%3ds%26source%3dweb%26cd%3d1%26ved%3d0ahUKEwjvk9edgsHNAhWGF8AKHSf8Ce8QFgglMAA%26url%3dhttp%253A%252F%252Fwww.ncin.org.uk%252Fview%253Frid%253D799%26usg%3dAFQjCNEje4RiTBwfA_B7iCXz5D4v_Qu7pA
http://www.google.co.uk/url%3fsa%3dt%26rct%3dj%26q%3d%26esrc%3ds%26source%3dweb%26cd%3d1%26ved%3d0ahUKEwjvk9edgsHNAhWGF8AKHSf8Ce8QFgglMAA%26url%3dhttp%253A%252F%252Fwww.ncin.org.uk%252Fview%253Frid%253D799%26usg%3dAFQjCNEje4RiTBwfA_B7iCXz5D4v_Qu7pA
http://www.google.co.uk/url%3fsa%3dt%26rct%3dj%26q%3d%26esrc%3ds%26source%3dweb%26cd%3d1%26ved%3d0ahUKEwjvk9edgsHNAhWGF8AKHSf8Ce8QFgglMAA%26url%3dhttp%253A%252F%252Fwww.ncin.org.uk%252Fview%253Frid%253D799%26usg%3dAFQjCNEje4RiTBwfA_B7iCXz5D4v_Qu7pA
http://www.google.co.uk/url%3fsa%3dt%26rct%3dj%26q%3d%26esrc%3ds%26source%3dweb%26cd%3d1%26ved%3d0ahUKEwjvk9edgsHNAhWGF8AKHSf8Ce8QFgglMAA%26url%3dhttp%253A%252F%252Fwww.ncin.org.uk%252Fview%253Frid%253D799%26usg%3dAFQjCNEje4RiTBwfA_B7iCXz5D4v_Qu7pA
http://dx.doi.org/10.1016/j.soncn.2009.05.008
http://dx.doi.org/10.1002/(SICI)1097-0347(199605/06)18:3%3c269:AID-HED9
http://dx.doi.org/10.1002/(SICI)1097-0347(199605/06)18:3%3c269:AID-HED9
http://dx.doi.org/10.1080/08870446.2011.592981
http://dx.doi.org/10.1002/pon.1627
http://dx.doi.org/10.1176/appi.neuropsych.21.4.413
http://dx.doi.org/10.1176/appi.neuropsych.21.4.413
http://dx.doi.org/10.1037/0278-6133.16.3.248
http://dx.doi.org/10.1080/08870440701447649
http://dx.doi.org/10.1016/S0022-3999(01)00270-7
http://dx.doi.org/10.1016/S0022-3999(01)00270-7
http://dx.doi.org/10.1007/s11764-010-0139-5


laryngectomy. European Archives of Oto-Rhino-Laryngology,

258(10), 514–517. doi:10.1007/s004050100380.

15. Coulson, N. S. (2005). Receiving social support online: An

analysis of a computer-mediated support group for individuals

living with irritable bowel syndrome. Cyberpsychology &

Behavior, 8(6), 580–584. doi:10.1089/cpb.2005.8.580.

16. Eysenbach, G., Powell, J., Englesakis, M., Rizo, C., & Stern, A.

(2004). Health related virtual communities and electronic support

groups: Systematic review of the effects of online peer to peer

interactions. British Medical Journal, 328(7449), 1166A–1170A.

doi:10.1136/bmj.328.7449.1166.

17. Golant, M., Lieberman, M., Giese-Davis, J., Winzelberg, A., &

Ellis, W. (2004). Emotional expression and facilitation of online

vs. face-to-face breast cancer support groups. Psycho-Oncology,

13(1), S18–S19.

18. Algtewi, E. E., Owens, J. & Baker, S. R. (2015). Analysing

people with head and neck cancers’ use of online support

groups. Cyberpsychology, 9(4), article 1. doi: 10.5817/CP2015-

4-6.

19. Fogel, J., Albert, S. M., Schnabel, F., Ditkoff, B. A., & Neugut,

A. I. (2002). Internet use and social support in women with breast

cancer. Health Psychology, 21(4), 398–404. doi:10.1037/0278-

6133.21.4.398.

20. Shaw, B. R., Hawkins, R., McTavish, F., Pingree, S., & Gus-

tafson, D. H. (2006). Effects of insightful disclosure within

computer mediated support groups on women with breast cancer.

Health Communication, 19(2), 133–142. doi:10.1207/s153270

27hc1902_5.

21. Faul, F., Erdfelder, E., Buchner, A., & Lang, A.-G. (2009). Sta-

tistical power analyses using G*Power 3.1: Tests for correlation

and regression analyses. Behavior Research Methods, 41(4),

1149–1160. doi:10.3758/BRM.41.4.1149.

22. British Psychological Society. (2013). Ethics guidelines for inter-

net-mediated research. British Psychological Society. Retrieved

Jan 5, 2015 from http://www.bps.org.uk/publications/policy-

andguidelines/research-guidelines-policydocuments/research-gui

delines-poli.

23. UK Census. (2011) Household questionnaire, England. Office for

National Statistics. Retrieved Accessed Sept 29, 2012 from http://

census.ukdataservice.ac.uk/media/50969/2011_northernireland_

household.pdf.

24. Deschler, D. G., Day, T., Sharma, A. K., & Kies, M. S. (2008).

Pocket guide to TNM staging of head and neck cancer and neck

dissection classification. American Academy of Otolaryngol-

ogy—Head and Neck Surgery Foundation, Inc. Retrieved from

Sept 22, 2012 https://www.entnet.org/EducationAndResearch/

upload/NeckDissectionPart1.pdf.

25. Susan, M. & Clingman, R. M. T. (2005) Cancer questionnaire. A

healing experience massage, Massage Therapy Englewood

Colorado. Retrieved Sept 26, 2012 from http://www.

ahealingexperiencemassage.com/wp-content/uploads/2011/09/Cancer-

Questionnaire.pdf.

26. Berkman, L. F., & Syme, S. L. (1979). Social networks, host-

resistance, and mortality—9-year follow-up-study of alameda

county residents. American Journal of Epidemiology, 109(2),

186–204.

27. NIH (National Institute of Health). (2002). Cognitive and emo-

tional health project the health brain, Demographic and Social

Factors. National Institute of Health. Retrieved Sept 28, 2012

from http://trans.nih.gov/CEHP/HBPdemo-socialsupport.htm.

28. Berkman, L. (1977). Social networks, host resistance, and mor-

tality: A follow-up study of alameda county residents (disserta-

tion). Berkeley, CA: University of California.

29. Lubben, J. E. (1988). Assessing social networks among elderly

populations. From Community Health, 11, 42–52. doi:10.1097/

00003727-198811000-00008.

30. Heitzmann, C. A., Merluzzi, T. V., Jean-Pierre, P., Roscoe, J. A.,

Kirsh, K. L., & Passik, S. D. (2011). Assessing self-efficacy for

coping with cancer: development and psychometric analysis of

the brief version of the Cancer Behavior Inventory (CBI-B).

Psycho-Oncology, 20(3), 302–312. doi:10.1002/pon.1735.

31. Merluzzi, T. V., Nairn, R. C., Hegde, K., Sanchez, M. A. M., &

Dunn, L. (2001). Self-efficacy for coping with cancer: Revision

of the cancer behavior inventory (version 2.0). Psycho-Oncology,

10(3), 206–217. doi:10.1002/pon.511.

32. Zigmond, A. S., & Snaith, R. P. (1983). The hospital anxiety and

depression scale. Acta Psychiatrica Scandinavica, 67(6),

361–370. doi:10.1111/j.1600-0447.1983.tb09716.x.

33. Moorey, S., Greer, S., Watson, M., Gorman, C., Rowden, L.,

Tunmore, R., et al. (1991). The factor structure and factor sta-

bility of the hospital anxiety and depression scale in patients with

cancer. British Journal of Psychiatry, 158, 255–259. doi:10.1186/

1477-7525-7-42.

34. Watson, M., Law, M., Dossantos, M., Greer, S., Baruch, J., &

Bliss, J. (1994). The mini-mac—Further development of the

mental adjustment to cancer SCALE. Journal of Psychosocial

Oncology, 12(3), 33–46. doi:10.1300/J077V12N03_03.

35. Hulbert-Williams, N. J., Hulbert-Williams, L., Morrison, V.,

Neal, R. D., & Wilkinson, C. (2012). The mini-mental adjustment

to cancer scale: Re-analysis of its psychometric properties in a

sample of 160 mixed cancer patients. Psycho-Oncology, 21(7),

792–797. doi:10.1002/pon.1994.

36. Mo, P. K. H., & Coulson, N. S. (2010). Empowering processes in

online support groups among people living with HIV/AIDS: A

comparative analysis of ‘lurkers’ and ‘posters’.Computers inHuman

Behavior, 26(5), 1183–1193. doi:10.1016/j.chb.2010.03.028.

37. Hassan, S. J., & Weymuller, E. A. (1993). Assessment of quality-

of-life in head and neck-cancer patients. Head and Neck-Journal

for the Sciences and Specialties of the Head and Neck, 15(6),

485–496. doi:10.1002/hed.2880150603.

38. Rogers, S. N., Gwanne, S., Lowe, D., Stat, C., Humphris, G.,

Yueh, B., et al. (2002). The addition of mood and anxiety

domains to the University of Washington quality of life scale.

Head and Neck-Journal for the Sciences and Specialties of the

Head and Neck, 24(6), 521–529. doi:10.1002/hed.10106.

39. Nazar, G., Garmendia, M. L., Royer, M., McDowell, J. A.,

Weymuller, E. A., Jr., & Yueh, B. (2010). Spanish validation

of the University of Washington Quality of Life questionnaire

for head and neck cancer patients. Otolaryngology-Head and

Neck Surgery, 143(6), 801–807. doi:10.1016/j.otohns.2010.

08.008.

40. Baron, R. M., & Kenny, D. A. (1986). The moderator mediator

variable distinction in social psychological-research—Concep-

tual, strategic, and statistical considerations. Journal of Person-

ality and Social Psychology, 51(6), 1173–1182. doi:10.1037/

0022-3514.51.6.1173.

41. Hayes, A. F. (2013). Introduction to mediation, moderation, and

conditional process analysis: A regression-based approach. New

York: Guilford Press.

42. Mo, P. K. H., & Coulson, N. S. (2010). Living with HIV/AIDS

and use of online support groups. Journal of Health Psychology,

15(3), 339–350. doi:10.1177/1359105309348808.

43. Rains, S. A., & Young, V. (2009). A meta-analysis of research on

formal computer-mediated support groups: Examining group char-

acteristics and health outcomes. Human Communication Research,

35(3), 309–336. doi:10.1111/j.1468-2958.2009.01353.x.

44. Warnakulasuriya, S. (2009). Global epidemiology of oral and

oropharyngeal cancer. Oral Oncology, 45(4–5), 309–316.

45. Weiser, E. B. (2000). Gender differences in internet use patterns

and Internet application preferences: A two-sample comparison.

Cyberpsychology & Behavior, 3(2), 167–178. doi:10.1089/

109493100316012.

Qual Life Res

123

http://dx.doi.org/10.1007/s004050100380
http://dx.doi.org/10.1089/cpb.2005.8.580
http://dx.doi.org/10.1136/bmj.328.7449.1166
http://dx.doi.org/10.5817/CP2015-4-6
http://dx.doi.org/10.5817/CP2015-4-6
http://dx.doi.org/10.1037/0278-6133.21.4.398
http://dx.doi.org/10.1037/0278-6133.21.4.398
http://dx.doi.org/10.1207/s15327027hc1902_5
http://dx.doi.org/10.1207/s15327027hc1902_5
http://dx.doi.org/10.3758/BRM.41.4.1149
http://www.bps.org.uk/publications/policy-andguidelines/research-guidelines-policydocuments/research-guidelines-poli
http://www.bps.org.uk/publications/policy-andguidelines/research-guidelines-policydocuments/research-guidelines-poli
http://www.bps.org.uk/publications/policy-andguidelines/research-guidelines-policydocuments/research-guidelines-poli
http://census.ukdataservice.ac.uk/media/50969/2011_northernireland_household.pdf
http://census.ukdataservice.ac.uk/media/50969/2011_northernireland_household.pdf
http://census.ukdataservice.ac.uk/media/50969/2011_northernireland_household.pdf
https://www.entnet.org/EducationAndResearch/upload/NeckDissectionPart1.pdf
https://www.entnet.org/EducationAndResearch/upload/NeckDissectionPart1.pdf
http://www.ahealingexperiencemassage.com/wp-content/uploads/2011/09/Cancer-Questionnaire.pdf
http://www.ahealingexperiencemassage.com/wp-content/uploads/2011/09/Cancer-Questionnaire.pdf
http://www.ahealingexperiencemassage.com/wp-content/uploads/2011/09/Cancer-Questionnaire.pdf
http://trans.nih.gov/CEHP/HBPdemo-socialsupport.htm
http://dx.doi.org/10.1097/00003727-198811000-00008
http://dx.doi.org/10.1097/00003727-198811000-00008
http://dx.doi.org/10.1002/pon.1735
http://dx.doi.org/10.1002/pon.511
http://dx.doi.org/10.1111/j.1600-0447.1983.tb09716.x
http://dx.doi.org/10.1186/1477-7525-7-42
http://dx.doi.org/10.1186/1477-7525-7-42
http://dx.doi.org/10.1300/J077V12N03_03
http://dx.doi.org/10.1002/pon.1994
http://dx.doi.org/10.1016/j.chb.2010.03.028
http://dx.doi.org/10.1002/hed.2880150603
http://dx.doi.org/10.1002/hed.10106
http://dx.doi.org/10.1016/j.otohns.2010.08.008
http://dx.doi.org/10.1016/j.otohns.2010.08.008
http://dx.doi.org/10.1037/0022-3514.51.6.1173
http://dx.doi.org/10.1037/0022-3514.51.6.1173
http://dx.doi.org/10.1177/1359105309348808
http://dx.doi.org/10.1111/j.1468-2958.2009.01353.x
http://dx.doi.org/10.1089/109493100316012
http://dx.doi.org/10.1089/109493100316012


46. Green, C. A., & Pope, C. R. (1999). Gender, psychosocial factors

and the use of medical services: A longitudinal analysis. Social

Science and Medicine, 48(10), 1363–1372. doi:10.1016/S0277-

9536(98)00440-7.

47. Griffiths, K. M., Mackinnon, A. J., Crisp, D. A., Christensen, H.,

Bennett, K., & Farrer, L. (2012). The effectiveness of an online

support group for members of the community with depression: A

randomised controlled trial. PLoS ONE, 7(12), e53244. doi:10.

1371/journal.pone.0053244.

48. Coulson, N. S., & Buchanan, H. (2006). Participation in an online

dental phobia support group: Does it make a difference? Annual

Conference, held in Cardiff 2006. The British Psychological

Society (Abstract).

49. Coulson, N. S., & Buchanan, H. (2008). Self-reported efficacy of

an online dental anxiety support group: A pilot study. Community

Dentistry and Oral Epidemiology, 36(1), 43–46. doi:10.1111/j.

1600-0528.2007.00349.x.

50. Horney, D. J., Smith, H. E., McGurk, M., Weinman, J., Herold, J.,

Altman, K., et al. (2011). Associations between quality of life,

coping styles, optimism, and anxiety and depression in pretreat-

ment patients with head and neck cancer. Head and Neck-Journal

for the Sciences and Specialties of the Head and Neck, 33(1),

65–71. doi:10.1002/hed.21407.

51. Couper, M. P. (2000). Web-based surveys: A review of issues and

approaches. Public Opinion Quarterly, 64, 464–494. doi:10.1086/

318641.

52. Chu, J. L., & Snider, C. E. (2013). Use of a social networking

web site for recruiting Canadian youth for medical research.

Journal of Adolescent Health, 52(6), 792–794. doi:10.1016/j.

jadohealth.

53. Yuan, P., Bare, M. G., Johnson, M. O., & Saberi, P. (2014). Using

online social media for recruitment of human immunodeficiency

virus-positive participants: A cross-sectional survey. Journal of

Medical Internet Research, 16(5), e117. doi:10.2196/jmir.3229.

Qual Life Res

123

http://dx.doi.org/10.1016/S0277-9536(98)00440-7
http://dx.doi.org/10.1016/S0277-9536(98)00440-7
http://dx.doi.org/10.1371/journal.pone.0053244
http://dx.doi.org/10.1371/journal.pone.0053244
http://dx.doi.org/10.1111/j.1600-0528.2007.00349.x
http://dx.doi.org/10.1111/j.1600-0528.2007.00349.x
http://dx.doi.org/10.1002/hed.21407
http://dx.doi.org/10.1086/318641
http://dx.doi.org/10.1086/318641
http://dx.doi.org/10.1016/j.jadohealth
http://dx.doi.org/10.1016/j.jadohealth
http://dx.doi.org/10.2196/jmir.3229

	Online support groups for head and neck cancer and health-related quality of life
	Abstract
	Purpose
	Method
	Results
	Conclusion

	Introduction
	Method
	Procedure

	Measures
	Demographics
	Illness-related variables
	Online support group use
	Psychosocial variables
	Statistical analysis
	Is there an association between OSG use and health-related quality of life?
	Is the association between OSG use and HRQoL mediated by social network, self-confidence, anxiety, depression, adjustment or empowerment?


	Results
	Participants
	Illness-related and OSGs variables

	Discussion
	Open Access
	Appendix 1: Results of subsequent regression mediation analysis
	Model 2: Mediators between OSGs and Depression
	Model 3: Mediators between OSGs and adjustment
	Model 4: Mediators between OSGs and anxiety
	Model 5: Mediators between OSGs and self-efficacy
	Model 6: Mediators between OSGs and empowerment

	References




