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The relations between social support, life stress, and quality of Life

following spinal decompression surgery

AW Laxton1 and RG Perrin*,1

1Division of Neurosurgery, Saint Michael’s Hospital, University of Toronto, Canada

Study design: Assessed social support, life stress, and quality of life among degenerative spine
disease patients.
Objective: To examine how social support and life stress relate to quality of life following
spinal decompression surgery among patients with degenerative spine disease.
Setting: Neurosurgical clinic at Saint Michael’s Hospital in Toronto, Canada.
Methods: A total of 19 patients with degenerative spine disease who had undergone spinal
decompression surgery within the past 14 months filled out social support, life stress, and quality
of life questionnaires. Correlational techniques were used to assess the relations among the
variables.
Results: The correlations between social support scores and health-related and nonhealth-
related quality of life scores were r¼ 0.72, P¼ 0.001, and r¼ 0.50, P¼ 0.028, respectively. The
correlations between life stress scores and health-related and nonhealth-related quality of life
scores were r¼�0.83, Po0.001, and r¼�0.72, P¼ 0.001, respectively.
Conclusions: Degenerative spine disease patients experiencing more social support and less life
stress tend to report greater satisfaction in medical outcome and overall quality of life following
spinal decompression surgery than those with less social support and more life stress. Assessing
social support and life stress in patients with degenerative spine disease and including a
consideration of social support and life stress in the management of patients with degenerative
spine disease could help to improve patients’ satisfaction with their medical outcome and
general quality of life following spinal decompression surgery.
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Introduction

Low back and neck pain are among the five most
common reasons that people visit physicians.1–4 Me-
chanical disorders such as degenerative spine disease
account for 90% of low back and neck pain cases.5 It is
therefore clear that degenerative spine disease affects an
enormous number of people. Furthermore, degenerative
spine disease impacts many areas that have been
identified by population health analysts as important
determinants of well-being, including personal health
practices, coping skills, employment and working
conditions, income and social status, social support
networks, and health services.6

Researchers have found increased depression, in-
creased anxiety, greater dissatisfaction with one’s

financial situation, and greater dissatisfaction with
relations, including increased family problems, among
patients with degenerative spine disease relative to
healthy or asymptomatic controls.7,8 The pain and
immobility associated with degenerative spine disease
can also decrease patients’ ability to function at home
and at their jobs.9 In fact, people with degenerative spine
disease have a four-fold higher incidence of sick leave
than healthy controls, and sometimes stop working
entirely.10 The psychological distress associated with
degenerative spine disease has also been found to
decrease patients’ motivation for rehabilitation and thus
hinder their recovery.11 Patients who believe that their
condition entails an incapacity to work have poorer
postoperative recoveries regardless of objective medical
findings.13 Furthermore, those patients who are un-
employed at the time of surgery tend to have poorer
postoperative outcomes.14,15
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There may also be social incentives that negatively
impact patients’ recovery. Researchers have found
increases in reported pain, disability, and psychological
distress among those with chronic low back pain who
are also receiving workers’ compensation benefits
compared to those not receiving benefits.2 Similar
findings regarding the influence of secondary gain on
the presentation of degenerative spine disease have also
been reported by others.16–18 This association appears to
be stronger among those with lumbar spine disease than
among those with cervical spine disease.16

Given the disabling nature of the condition and
potential secondary gain influences on recovery, it is not
surprising that the economic costs associated with
degenerative spine disease are substantial. It has been
estimated that the direct health-care costs and indirect
costs of lost productivity associated with mechanical
back disorders total 8.1 billion dollars annually in
Canada, roughly 10% of overall health expenditures.3

The findings described above highlight the significant
personal and social impact of degenerative spine disease
with respect to the broad determinants of health. In
keeping with this broad perspective, some researchers
have begun to explore how patients’ psychosocial
situation impacts their clinical outcomes. For example,
life stress and social support have been identified as
important variables influencing medical outcome in
people with degenerative spine disease.7,8,14,19–21 In fact,
some studies have shown that life stress and social
support predict objective postoperative outcome better
than clinical findings or radiologically identified mor-
phological changes in the spine.21,22

Despite these intriguing findings, the relations be-
tween life stress, social support, and subjective quality of
life among degenerative spine disease patients have not
yet been directly studied. The purpose of this study was
to examine explicitly those relations.
In this study, ‘social support’ refers to people’s

network of relations that provide emotional, financial,
and practical guidance, assistance, advice, or simply a
caring ear. ‘Life stress’ refers to the minor and major
hassles in people’s lives that can produce feelings of
harassment, being overwhelmed, irritability, fatigue,
worry, or tension.23 ‘Quality of life’ is a broad concept
and one that is increasingly recognized as an important
consideration in the management of patients. ‘Quality
of life’ can refer to objectively assessable features of a
person’s current situation such as employment status,
salary, and living arrangements; or it can refer to a
person’s subjective satisfaction with finances, living
situation, leisure, relations, and health.24 The emphasis
in this study is on participants’ subjective assessments of
their quality of life.

Research rationale
This study was designed to expand previous findings by
directly examining the associations between life stress,
social support, and subjective postoperative quality of
life in patients who had undergone spinal decompression

surgery for degenerative spine disease. Increasing our
understanding of how these psychosocial factors influ-
ence patients’ satisfaction with their medical outcome
and overall quality of life will expand our ability to
optimize patients’ outcomes.
We hypothesized that social support would be

positively associated with health-related and non-
health-related quality of life. That is, it was expected
that the more social support that patients report in their
lives, the more satisfied they are likely to be with their
quality of life following surgery. Furthermore, we
hypothesized that life stress would be negatively
associated with health-related and nonhealth-related
quality of life. That is, it was expected that the more
life stress that patients report in their lives, the more
dissatisfied they are likely to be with their quality of life
following surgery.

Methods

Participants
A total of 19 people with degenerative spine disease
who had undergone spinal decompression surgery were
recruited to participate in this study between February
and March 2000. Eight of the participants were women,
and 11 of the participants were men. The participants
ranged in age from 27 to 81 years (M¼ 52.4; SD¼ 15.3).
Eight of the participants had cervical spine disease; 11 of
the participants had lumbar spine disease. Among those
with cervical spine disease, there were six cases of
spondylosis and two cases of spinal stenosis. Among
those with lumbar spine disease, there were 10 cases of
spondylosis, two cases of spondylolisthesis, and three
cases of spinal stenosis. Four of the participants had
more than one type of degenerative lumbar spine
disease. The time between surgery and participation in
this study ranged from 1 week to 14 months (M¼ 5.5
months; SD¼ 3.7). The patients’ participation was
voluntary and was not financially compensated.

Measurement of social support The Duke-UNC Func-
tional Social Support Questionnaire (FSSQ) was used to
assess social support.25 The FSSQ is a self-report
questionnaire composed of 14 items. A strength of this
scale is that it has been designed to assess four
dimensions of social support. Items 1, 7, and 11 assess
quantity of support (item example: ‘I get visits with
friends and relatives’); items 8, 9, and 10 assess confidant
support (item example: ‘I get chances to talk to someone
I trust about my personal and family problems’); items
4, 5, and 6 assess affective support (item example: ‘I get
love and affection’); and items 2, 3, 13, and 14 assess
instrumental support (item example: ‘I get help around
the house’). Responses were made on a 5-point Likert-
type scale from ‘as much as I would like’ to ‘much less
than I would like.’ Higher scores on the FSSQ indicate
greater social support.
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Measurement of life stress Participants’ life stress was
assessed with the Perceived Stress Questionnaire
(PSQ).23 The PSQ is a 30-item self-report questionnaire
assessing the broad domain of life stress. Sample items
include: ‘You feel that too many demands are being
made on you’, ‘You feel tense’, and ‘Your problems
seem to be piling up’. Responses are made on a 4-point
scale (1¼ ‘almost never’; 2¼ ‘sometimes’; 3¼ ‘often’;
and 4¼ ‘usually’). Higher scores on the PSQ reflect
higher levels of life stress.

Measurement of quality of life Health-related and
nonhealth-related quality of life were examined in this
study. To assess health-related quality of life, the 12-
Item Short Form Health Survey (SF-12) was used.26 The
SF-12 is a 12-item abridged version of the Medical
Outcome Study 36-Item Short-Form Health Survey self-
report questionnaire. The SF-12 provides an overall
measure of health-related quality of life and is composed
of two subscales. One 6-item subscale assesses physical
health-related quality of life (sample item: ‘In general
would you say your health is:’; responses are made on a
5-point Likert-type scale from ‘excellent’ to ‘poor’); the
other 6-item subscale assesses mental health-related
quality of life (sample item: ‘How much of the time
during the last 4 weeks have you felt downhearted and
blue?’; responses are made on a 6-point Likert-type scale
from ‘all of the time’ to ‘none of the time’). Scores can
be calculated for the overall scale and the individual
subscales. Higher scores on the SF-12 reflect greater
satisfaction in one’s health-related quality of life.
To assess nonhealth-related quality of life, the Quality

of Life Questionnaire (QLQ) was used.24 The QLQ is a
24-item self-report questionnaire covering seven dimen-
sions of quality of life: living situation, finances, leisure,
family, social life, health, and access to medical care. In
this study, scores for the family, social life, health, and
access to medical care dimensions were not calculated.
These items were omitted so that the QLQ could provide
a measure of nonhealth-related quality of life, and so
that the QLQ’s relation with the social support measure
would not be spuriously inflated. As such, scores were
only calculated for the living situation (item example:
‘The living arrangements where you live’), finances (item
example: ‘The amount of money you get’), and leisure
(item example: ‘The way you spend your spare time’)
subscales. Responses were made on a 7-point Likert-
type scale from ‘terrible’ to ‘delighted’. Higher scores on
the QLQ reflect greater satisfaction with one’s non-
health-related quality of life.

Procedure
Patients attending a follow-up clinic who had recently
undergone spinal decompression surgery for degenera-
tive spine disease were asked if they would be willing to
participate in this study. Patients who indicated an
interest in participating were escorted to a private
seating area. All participants were then informed orally

and in writing about the nature of the study, that their
participation would involve filling out questionnaire and
providing the researchers with permission to review their
medical files, that their participation was entirely
voluntary, that their participation or nonparticipation
would, in no way, affect their medical care, and that they
could withdraw from the study at any time without
consequence.
After answering their questions, we had participants

read and sign consent forms.
Participants were provided with a questionnaire

package, a clipboard to write on, and a pen or pencil.
Participants took from 15 to 30 min to complete the
questionnaire package. After they had completed the
questionnaire package, we debriefed the participants.
This entailed answering any questions they had. Once
the participants’ questions had been addressed, we asked
them about their experiences and thoughts regarding
their condition and treatment. This final discussion
period was particularly helpful in addressing the more
qualitative and unique aspects of each participant’s
experience.
This study was reviewed and ethically approved by

the Research Ethics Board at Saint Michael’s Hospital,
Toronto, Canada.

Results

Preliminary analyses
To assess internal consistency, Cronbach’s coefficient
alpha was calculated for all measures. To obtain an
understanding of the general characteristics of the
sample, descriptive statistics on all measures were
calculated. The coefficient alphas, means, and standard
deviations for each measure are listed in Table 1.
As can be seen in Table 1, all of the measures and

subscales show high internal consistency. The means
and standard deviations for each measure and subscale
are similar to those reported in their respective valida-
tion studies.23–26

Table 1 Coefficient alphas, means, and standard deviations
for each measure

Measure a M SD n

Duke-UNC Social Support
Questionnaire

0.91 53 13 19

Perceived Stress Questionnaire 0.96 68 22 19
12-Item Short Form
Health Survey

0.92 25 10 19

Physical component summary 0.83 10 4 19
Mental component summary 0.90 15 7 19
Quality of Life Questionnaire 0.90 62 12 19
Living situation subscale 0.94 29 6 19
Finances subscale 0.77 20 4 19
Leisure subscale 0.95 13 6 19
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Main analyses
To assess the relations between social support scores, life
stress scores, and quality of life scores, Pearson product–
moment correlations were calculated with alpha set at
0.05 for each calculation (see Table 2). In accordance
with predictions, social support was positively asso-
ciated with health-related and overall nonhealth-related
quality of life. The magnitude of these relations was
substantial.
Social support scores accounted for 50% of the

variance in the total scores on the SF-12 (r2¼ 0.50,
P¼ 0.001), 41% of the variance in the SF-12 physical
component summary scores (r2¼ 0.41, P¼ 0.003), and
50% of the variance in the SF-12 mental component
summary scores (r2¼ 0.50, P¼ 0.001). Social support
scores accounted for 25% of the variance in the total
scores on the QLQ (r2¼ 0.25, P¼ 0.028), 31% of the
variance in the finances subscale scores (r2¼ 0.31,
P¼ 0.013), and 32% of the variance in the leisure
subscale scores (r2¼ 0.32, P¼ 0.011). Contrary to
predictions, social support scores were not associated
with scores on the living situation subscale of the QLQ.
In accordance with predictions, life stress was

negatively associated with health-related and overall
nonhealth-related quality of life. Like the associations
between social support and quality of life, the magni-
tude of the associations between life stress and quality of
life was substantial. Life stress scores accounted for 69%
of the variance in the total scores on the SF-12
(r2¼ 0.69, Po0.001), 45% of the variance in the SF-12
physical component summary scores (r2¼ 0.45,

P¼ 0.002), and 76% of the variance in the SF-12 mental
component summary scores (r2¼ 0.076, Po0.001). Life
stress scores accounted for 52% of the variance in the
total scores on the QLQ (r2¼ 0.52, P¼ 0.001), 42% of
the variance in the finances subscale scores (r2¼ 0.42,
P¼ 0.003), and 53% of the variance in the leisure
subscale scores (r2¼ 0.53, Po0.001). Contrary to
predictions, life stress scores were not associated with
scores on the living situation subscale of the QLQ.

Discussion

The results of this study indicate that the more social
support and less life stress that patients with degen-
erative spine disease report in their lives, the more
satisfied they are likely to be with their medical outcome
and overall quality of life following spinal decompres-
sion surgery. These results were consistent across
various quality of life domains, including general health,
physical health, and mental health, as well as quality of
life relating to finances and leisure activities.
Previous research has found that, among people with

radiologically identified vertebral disc herniation, life
stress tends to be higher in symptomatic participants
(those suffering pain and neurological impairments)
than in asymptomatic participants.7 Life stress has also
been found to be associated with poor objective medical
outcomes following spinal decompression surgery.15,21,27

For example, occupational stress has been negatively
associated with the likelihood that patients will return to
work following spinal decompression surgery for
lumbar spondylosis.21

A lack of social support has also been associated with
poor objective medical outcomes in patients with
degenerative spine disease. For example, among patients
who have undergone lumbar disc surgery, those with
postoperative medical complaints reported lower satis-
faction in family and social support than those patients
with no postoperative medical complaints.8,14 More
generally, social support has been negatively associated
with morbidity among patients with musculoskeletal
disorders.7 On a more positive note, social support from
a spouse has been positively associated with pain relief
up to 2 years after spinal decompression surgery.21

Previous research examining how quality of life
relates to spinal decompression surgery highlights the
potential benefits of surgery. One study investigated the
self-reported postoperative quality of life in patients
receiving surgical or nonsurgical treatment for compres-
sive lumbar spine disease. In that study, quality of life
was higher in patients undergoing decompression of the
Jumbar spine relative to patients who were treated
nonsurgically.20

Clearly, the research described above emphasizes the
association between life stress, social support, and
objective postoperative outcome, as well as the potential
benefits of surgery on quality of life. The results of the
current study align with and extend these previous
findings by increasing our understanding of how life
stress and social support relate to subjective satisfaction

Table 2 Correlations between social support, life stress, and
quality of lifea

Social support
(FSSQ)

Life stress
(PSQ)

r p r p

Health-related quality
of life (SF-12)

0.72 0.001 �0.83 o0.001

Physical component
summary

0.64 0.003 �0.67 0.002

Mental component
summary

0.71 0.001 �.087 o0.001

Non-health-related-
quality
of life (QLQ)

0.50 0.028 �0.72 0.001

Living situation
subscale

0.15 0.55 �0.40 0.09

Finances subscale 0.56 0.013 �0.65 0.003
Leisure subscale 0.57 0.011 �0.73 o0.001

aFor all calculations, n=19.
Abbreviations: FSSQ, Duke-UNC Functional Social Support
Questionnaire;7 PSQ, Perceived Stress Questionnaire;18 SF-12,
12-Item Short-Form Health Survey26; QLQ, Quality of Life
Questionnaire.11
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with medical outcome and overall quality of life among
patients with degenerative spine disease.

Limitations
Despite the strong associations found in this study, there
are several limitations that need mentioning. First,
because the study sample contained only 19 individuals,
the results of the study may not be generalizable. That
is, although they were statistically significant (suggesting
reliability), fortuitous sampling may underlie the results.
A larger sample would increase the chance that a
representative sample of degenerative spins disease
patients was included in the study. The more represen-
tative the sample, the more gereralizable the inferences
based on that sample will be.
Another limitation of the study is the lack of

preoperative social support and life stress information.
Including preoperative measurements would help to
provide evidence that variation in postoperative objec-
tive medical outcome did not influence people’s assess-
ment of the social support and stress in their lives. That
is, because all of the information was obtained post-
operatively, it could be argued that postoperative
medical outcome dictated participants’ responses on
the social support and life stress questionnaires. If social
support and life stress were assessed preoperatively, it
could not be argued that participants’ social support
find life stress scores were influenced by postoperative
medical outcome.
Finally, because this study was correlational, it is

important to realize that causal conclusions cannot be
drawn. To say that social support causes greater
satisfaction in quality of life, or that life stress causes
less satisfaction in quality of life, would be inappropriate
based on these results.

Future studies

To overcome some of the limitations of this study in
future research, a number of considerations are relevant.
First, it would be valuable to include more participants
in any similar study in the future. Including more
participants could help to increase the generalizability of
future research findings as described above. It would
also be useful to collect data on the patients before and
after surgery. This would help to avoid the possibility
that variations in medical outcome accounts for
differences in social support and life stress self-evalua-
tions. Another valuable addition to future studies would
be the inclusion of objective assessments of patients’
medical outcome. This information could be used to
statistically control for the association between objective
medical outcome and quality of life scores. Finally,
including the patients of only one surgeon in this study
described the possibility that variations in treatment
approach or technique accounted for differences in
patients’ treatment satisfaction. This is a strength of the
study. However, future studies involving other surgeons’

patients would help to support generalizability of this
study’s findings.

Conclusions

The following conclusions are based on the quantitative
findings reported in this study and the qualitative
findings obtained through patient interviews during the
debriefing period. First, the results of this study warrant
a consideration among physicians of the possible
contribution that social support and life stress make to
the natural history and postoperative course of degen-
erative spine disease. We, therefore, recommend that
physicians assess patients’ social support and life stress
prior to surgery. Furthermore, we recommend that
physicians attempt to optimize their patients’ social
support and decrease their patients’ life stress. We
obtained a few suggestions on how to do this from
patients.
Some patients felt that it would be helpful to include

family members in discussions of their condition, needs,
progress, and management. These patients felt that they
might receive more social support if their families
understood their condition better. Similarly, some
patients stated that they would have experienced less
stress following surgery if they had been provided clear
information including reading material on the expected
postoperative course of the disease and recovery. Several
patients also indicated that family members’ expecta-
tions that they continue to conduct housework and food
preparation contributed to their stress levels. We
recommend that physicians assess the extent to which
patients’ receive instrumental support at home. It may
then be appropriate to arrange home care assistance for
patients without adequate support. In speaking to
participants, it also became clear that some could
benefit from the support of other health-care providers,
including mental health practitioners. Broadly assessing
patients’ needs, and then making appropriate referrals
may therefore also help to provide patients the support
they require. Finally, we were struck by how much
simply listening to patients’ concerns helped to diminish
their stress and make them feel supported. Our final
recommendation is therefore that physicians listen to
patients, not just to their reports of localizing neurolo-
gical symptoms, but also to their unique descriptions of
their experience and concerns. By actively listening to
patients, physicians will be better able to collaboratively
develop individualized strategies to maximize their
patients’ social support and minimize their life stress.

Summary

The more social support that people with degenerative
spine disease experience, the better they feel about their
medical outcome and general quality of life following
spinal decompression surgery. The less the life stress
people with degenerative spine disease experience,
the better they feel about their medical outcome and
quality of life following spinal decompression surgery.
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Physicians treating patients with degenerative spine
disease should consider how social support and life
stress relate to their patients’ outcomes following spinal
decompression surgery. Physicians should attempt to
address social support and life stress issues in the
management of patients with degenerative spine disease.
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