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Symptoms of post traumatic stress and 
it’s role in supportive care needs in men 
with prostate cancer

Bert Voerman, Adriaan Visser, Bert Garssen, Maarten Fischer,  

George van Andel, Robbert Sanderman, Mariët Hagedoorn

Naarmate het moment komt van ik moet weer, en wat zal 

de uitslag zijn, want dat is toch iedere keer weer heel span-

nend, dan komt het frequenter voor, maar eigenlijk is het ook 

wel iets wat, bepaalde angstdromen, die toch bijna iedere 

nacht of om de nacht voorkomen.

(Respondent 620)
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Abstract

Objective: This study examines (a) the extent of symptoms of posttraumatic stress disorder (PTSD) in prostate 

cancer patients, (b) the associations between PTSD symptoms and the need for supportive care, the intention to 

get supportive care and the actual use of support, and (c) the moderating effect of emotional support from their 

personal social network on these associations. 

Methods: A sample of 238 men with prostate cancer completed a questionnaire containing the Impact of Events 

Scale (IES) to measure symptoms of PTSD, questions about the need for supportive care, search behavior for 

supportive care and disease specific personal emotional support. The actual use of supportive care was also 

measured.

Results: 30% of the patients scored above the cut-off score of 26 on the IES, indicating severe levels of post-

traumatic stress symptoms. The more intrusive thoughts and avoidance patients reported, the stronger their need 

for support and the intention to seek supportive care. However, the IES scores were not related to the actual 

participation in an offered support group. Further, no moderating effect of personal emotional support was found.

Conclusion: PTSD symptoms were found in a considerable number of prostate cancer patients and they were 

positively related to supportive care needs but not related to care use. Available personal emotional support had 

no effect on the supportive care needs in men with PTSD symptoms. 

Proefschrift_BertVoerman_v2.indd   78 29-10-15   12:21



79

5

Post traumatic stress and care needs

Background

Prostate cancer has a high incidence in Western countries (Jemal et al. 2010). In 2012 over 11,000 new cases 

have been diagnosed in the Netherlands (Dutch Cancer Registry 2014). Men with prostate cancer often expe-

rience psychosocial problems including anxiety (Dale et al. 2005), depression (Couper et al. 2009), social isola-

tion, (Hedestig et al. 2003) and problems with acceptance of urinary and sexual dysfunction (Milne et al. 2008). 

Post-traumatic stress disorder (PTSD) has been reported as well (Bisson et al. 2002). For example, having intru-

sive recollections of the physician telling you have cancer, or avoiding thoughts of being at the hospital for radiation 

therapy. In 1994, the American Psychiatric Association included life threatening illnesses in the definition of events 

that may possibly cause PTSD (American Psychiatric Association 1994). 

It is not established to what extent PTSD is a factor of concern in prostate cancer patients. A search for literature in 

2012 on prostate cancer and traumatic stress in Pubmed revealed 12 studies. Three studies presented a measure 

of severity of the symptoms by using a cut off score; the other studies related PTSD symptoms to other variables. 

Bisson et al. found PTSD symptoms in 14% of 88 men with local prostate cancer shortly after the diagnosis 

(Bisson et al. 2002). Another study among members of prostate cancer support groups reported that 8% of the 

patients met PTSD criteria (Steginga et al. 2005). Halbert et al. found that 30% had scores on the impact of events 

scale (Horowitz et al. 1979) that would warrant clinical intervention (Halbert et al. 2010). Whitaker et al. found that 

23% in her sample reported intrusive cognitions more than 3 years after diagnosis (Whitaker et al. 2008). 

Lepore considers the occurrence of intrusive thoughts and avoidance as markers of incomplete cognitive pro-

cessing of the cancer. He also advocates the importance of a social environment that enables men to talk about 

and explore the meaning of their experiences as an important facilitator of mental adjustment to cancer (Lepore 

2001). 

This raises the question whether intrusive thoughts and/ or avoidance, as markers of incomplete adjustment to the 

cancer, are related to a need for supportive care (care need), but also to the intention to seek a form of supportive 

care (care intention) and the actual use of supportive care (care use). Supportive care needs in prostate cancer 

patients have been examined in several studies (Sanson-Fisher et al. 2000; Lintz et al. 2003; Steginga et al. 2001; 

Ream et al. 2008). It is not established however, whether (unmet) care needs are related to PTSD symptoms. 

A study by Hodgkinson et al. pointed out that most gynecological cancer patients have unmet supportive care 

needs. Moreover, there was a fourfold increase in unmet supportive care needs in patients who reported PTSD 

symptoms (Hodgkinson et al. 2007). It stands to reason that prostate cancer patients with symptoms of PTSD 

also have a higher care need. The current study will examine the association between symptoms of PTSD and 

care need, care intention and care use in men with prostate cancer.

Since Lepore (Lepore 2001) and others (Zakowski et al. 2003; Banthia et al. 2003; Mehnert et al. 2010; Agusts-

dottir et al. 2010) emphasize the importance of a supportive social environment to facilitate cognitive processing of 

prostate cancer, it can be argued that (unmet) supportive care needs might arise in cancer patients who perceive 

their personal social network as reluctant or unwilling to discuss the cancer experience. Therefore, we will examine 

emotional support from members of the personal social network as a moderator in the association between PTSD 

and care need, care intention and care use.
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In sum, this study examines to what extent men with prostate cancer suffer from PTSD symptoms and will test 

two hypotheses:  

Hypothesis I: Prostate cancer patients with higher levels of PTSD symptoms report a higher need for care, a 

stronger care seeking intention and a higher level of care use.

Hypothesis II: The positive relation between PTSD symptoms and care need, care intention and care use is weak-

ened by available emotional support.

Methods

Participants

A convenience sample of 238 prostate cancer patients participated in the study. From these patients, 48 (20.2 

%) chose to participate in a supportive care group. After being included in the study, all 238 participants received 

a questionnaire including a pre-stamped return envelope. Patients were eligible for the study if they had prostate 

cancer without having other types of cancer or other disabling chronic diseases. They also had to comprehend 

the Dutch language sufficiently to complete the questionnaires. 

Procedure

For the recruitment of the patients, we used leaflets providing information about the study, including a response 

card to indicate interest in the study to the researchers. The leaflets were handed out by urologists in five hospitals, 

and at educational meetings organized by two other hospitals. The leaflets were also sent to all members (400) 

of the Prostate Cancer Foundation (PKS). The leaflet included an offer to participate in a support group led by a 

professional for free. In total, 784 leaflets were handed out. We received 303 affirmative response cards from pa-

tients, 90 from the recruitment via the urologist, 193 from the PKS, 11 from educational meetings and 9 by other 

means (e.g. got the leaflet from a neighbor). From these potential participants, 18 men declined participation in the 

study. They changed their mind or were unable due to practical reasons. This left 285 men eligible for the study. 

The questionnaire was mailed to the participants or handed out after an intake interview. Ninety one percent of the 

questionnaires were returned. From these 260 respondents, we excluded 20 men due to too many missing values 

(more than 20% of the items in multiple subscales). Two other men were excluded for not meeting the inclusion 

criteria based on their own narrative described in the questionnaire.  

Eventually, 238 respondents were included in our database. From these respondents, 150 (63.1%) were a mem-

ber of the PKS and 88 (36.9%) were not. Forty-eight men (20.2%) chose to participate in a support group, which 

was to start after the data collection. The Medical Ethical Committee of the Onze Lieve Vrouwe Gasthuis in 

Amsterdam, the Netherlands, approved the study. Respondents signed a letter of informed consent and gave 

permission to retrieve their medical information. The urologist associated with the research project ensured access 

to all relevant medical information. 
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Measurement instruments

Background variables

Socio-demographic variables included age, marital status and socio-economic status (SES). The latter variable is 

a summation of education (three categories rated 1-3), annual income (four categories rated 1-4), and job status 

(five categories rated 1-5). These variables were transformed into z-scores before summation to obtain equal 

weights. Cronbach’s alpha of the SES measure was 0.84. The medical files of the patients were used to obtain 

information about the time of diagnosis, stage of the disease, and the treatment regimen. 

PTSD symptoms

Symptoms of post-traumatic stress disorder (PTSD) were assessed by the Dutch version of the Impact of Events 

Scale (IES) (Horowitz et al. 1979; Brom & Kleber 1985). The IES is widely used in psycho-oncological research in-

cluding a few studies concerning prostate cancer (Whitaker et al. 2008; Roberts et al. 2006). The instruction was: 

consider to which degree the following statements reflect the influence of prostate cancer on your daily life during 

the last seven days. The IES consists of 15 Likert type items, forming a subscale of intrusive thoughts consisting 

of 7 items (α = .87), a subscale of avoiding behavior consisting of 8 items (α = .83) and a sum score representing 

a measure of traumatic stress (α = .90). The cut-off score for severe and clinical relevant traumatic stress reactions 

is 26 on the sum score in the Dutch version (Brom & Kleber 1985). This cut-off score is also used in the IES version 

in English studies (Halbert et al. 2010; Nordin et al. 2001). 

Supportive care

As stated earlier, three measures of supportive care will be differentiated.

a. The need for supportive care (care need) was measured with an adapted version of the Needs and Use 

of Psychological care facilities in Palliative care Questionnaire (PNUP-Q) (Osse et al. 1999). We transformed the 

items in such a way that they were focused on prostate cancer. The questionnaire consists of nine items asking 

whether one would want to talk about concerns or issues related to the prostate cancer. An example of a question 

is: would you want to talk about feelings or emotions such as fear, anger or doubt concerning your disease? The 

possible responses are: 1. Not applicable; 2. No, I don’t want to talk about it; 3. Yes, maybe I would like to talk 

about it; 4. Yes, I definitely would want to talk about this. When alternative 3 or 4 was indicated, the item was 

coded 1, otherwise the item was coded 0. Nine issues were questioned: physical complaints, problems in getting 

along with people, financial concerns, emotions and feelings, hesitance to ask help or have a discussion with 

physicians, changes in sexuality, problems with urinating, problems with daily self care like shopping and cleaning, 

problems concerning concentration or memory. The summation of the coded answers on the nine items form a 

scale ranging from 0 ‘no need to talk at all’, to 9 ‘the need to talk about all nine topics’ (α = 0.77).

b. The intention to get supportive care (care intention) was assessed by asking whether the patient had sought 

a support group with fellow prostate cancer patients, coded yes or no.

c. Actual use of supportive care (care use) was measured by registration of the participation in one of the sup-

port groups organized by the researchers. 
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Emotional support

Emotional support from the personal social network was based on a questionnaire developed by De Haes (De 

Haes 1988). It consisted of six Likert type items ranging from 1 (not at all) to 4 (very much). Two items have a 

range from 0 (not applicable) to 4 (very much). The items were formulated as follows: Concerning coping with your 

disease, to what extent do you feel supported by your partner (range 1-4), your children (range 0-4), your friends 

(range 1-4), your doctor (range 1-4), your urology nurse (range 0-4) and perceived support in general (range 1-3). 

The range is 4 to 23 representing no emotional support at all to maximum support from different sources (α = 0.74). 

Statistical analysis

The data were analyzed using the IBM SPSS program version 22. Missing items were replaced by using the SPSS 

mean procedure, imputing the scale mean of the particular respondent into the missing item, taken into account 

the number of items (< 15 % of a scale). Pearson correlations were calculated to examine the associations be-

tween the main variables in the analysis. T-tests and ANOVA were used to examine the relations between the 

independent variables and the background variables to check for confounding factors. To test the hypothesized 

relationships between PTSD symptoms and care need, and the moderating effect of emotional support from the 

personal social network, linear regression and logistic regression with the forced enter method were used. Inter-

action terms were calculated by multiplying the standardized IES subscale scores by the standardized score of 

the emotional support scale. 
 

The extent to which symptoms of PTSD above the cut-off occur in men with prostate cancer was calculated sep-

arately for members and non-members of the PKS, since we found earlier in the same sample that, on average, 

PKS members showed higher IES scores than non-members (Voerman et al. 2005).   

Results

Socio-demographic and medical characteristics

The background characteristics are presented in Table 1. The mean age of the participants was 67.9 (S.D. = 8.2) 

years and most men were married (82%). Socio-economic status (SES) was almost equally divided into a low, 

medium and high level. The majority of the participants were diagnosed more than two years ago; the mean time 

since diagnosis was 3.1 years (S.D. = 2.6) with a range of 1 – 11 years. From 8 men these data were not available. 

Over two third of the participants had local disease and about half of the men have had a hormonal treatment. 
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Table 1. Background characteristics of the patients (N = 238)

Characteristic mean  (SD) range

Age 67.9   (8.2) 42-86

%        (n)

Marital status 

  Single 18       (  43)

  Married 82       (195)

Socio economic status

  Low 35       (84) 

  Medium 30       (70)

  High 35       (84)

Time since diagnosis 

  < 1 year 14       (33)

  1-2 year 18       (43)

  2-5 year 39       (93)

   >5 year 26       (61)

  Missing   3       (  8)

Stage of disease

  Local 70      (167)

  Metastasis 30      (  71)

Treatment

  Radical prostatectomy (RP) 26      ( 62)

  Radiation therapy (RT) 16      ( 38)

  Hormone therapy 47      (112) 

  RP & RT   6      (  15)

  Watchful waiting   5      (  11)
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Table 2. Correlations between the IES scales, the supportive care indicators, and available emotional support (N = 238)

Preliminary analysis

Tables 2a to 2c present the correlations between the variables under study  By definition, the IES total score 

was substantially correlated with intrusive cognitions and avoidance (Table 2a). Therefore, the IES total score will 

be used as a measure of severity of the PTSD symptoms by the cut-off score of 26. The three supportive care 

measures showed only moderate correlations (Table 2b), which justifies using these measures as separate out-

come measures in further analyses. Further, Table 2c shows that care need and care intention were related to IES 

intrusive cognitions. Emotional support was not related to any of the other measures. 

Higher age was related to less IES intrusive thoughts (r = -0.13, p = 0.04) and higher socio-economic status was 

related to less avoidance (r = -0.16, p = 0.02) and actual participation (r = 0.14, p = 0.03). Men who received 

watchful waiting as treatment had lower scores on intrusive cognitions, F (231) = 3.19, p < 0.01, and avoidance, 

F (222) = 2.40, p < 0.05, compared to other treatments described in Table 1. It can be concluded that age, SES 

and watchful waiting might be confounding variables, as well as PKS membership. 

 

a.  Intercorrelations of the IES scales

IES total scale IES intrusions

IES total scale

IES intrusions 0.89*

IES avoidance 0.92* 0.68*

b. Intercorrelations of the supportive care indicators

Care need Care intention

Care need

Care intention 0.34*

Care use 0.37* 0.26*

c. Correlations between IES scores, supportive care indicators, and available emotional support

Care need Care intention Care use Emotional support 

IES intrusions  0.32* 0.18*  0.00 -0.07

IES avoidance  0.22* 0.09  0.00 -0.12

Emotional support -0.05 0.03 -0.07      -

Pearson correlation coefficients: * p < 0.01
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Level of PTSD symptoms 

Almost 30% of the patients in the entire sample had a total score on the IES higher than the cut off score of 26 (M 

= 19.3, S.D. = 14.8), which indicates severe posttraumatic stress reactions. 

This percentage was somewhat lower for non-PKS members (20%, M = 14.4, S.D. = 13.8) than for members of 

the PKS (35%, M = 22.5, S.D. 14.5). 

PTSD symptoms, supportive care and emotional support

In support of Hypothesis I, a higher score on IES intrusions and a higher level of avoidance were related to a higher 

care need after controlling for confounders. A higher score on IES intrusions was also related to a higher care 

intention after controlling for confounders. In contrast, care use was not associated with PTSD symptoms after 

controlling for confounders (see Tables 3 and 4). Hypothesis II was not supported by the data since the interac-

tion between symptoms of PTSD and emotional support was not found to be significant for any of the outcome 

variables. 
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Table 3. Regression models for the prediction of the need for supportive care (n = 238)

Predictor variable model R2 b (se) Beta p 95% CI

Intrusive cognitions (ic) 0.23  0.08 (0.02)  0.24 0.00  0.04 – 0.14

Emotional support (es) -0.06 (0.05) -0.08 0.20 -0.15 – 0.03

Interaction ic & es -0.00 (0.01) -0.01 0.82 -0.02 – 0.01

Age -0.07 (0.02) -0.23 0.00 -0.11 – -0.03

SES  0.11 (0.06)  0.12 0.06  0.00 – 0.24

WW treatment -0.80 (0.74) -0.07 0.28 -2.26 – 0.65

PKS membership  0.65 (0.35)  0.13 0.07 -0.04 – 1.35

Avoidance (a) 0.22  0.06 (0.02)  0.19 0.00  0.02 – 0.10

Emotional support (es) -0.07 (0.05) -0.09 0.13 -0.17 – 0.02

Interaction a & es  0.00 (0.00) -0.03 0.67 -0.02 – 0.01

Age -0.08 (0.21) -0.25 0.00 -0.12 – -0.04

SES  0.13 (0.07)  0.14 0.04  0.00 – 0.26

WW treatment -1.13 (0.79) -0.09 0.16 -2.69 – 0.44

PKS membership  0.68 (0.37)  0.13 0.06  0.05 – 1.40

WW = Watchful waiting. Age, SES, WW and PKS membership are control variables

Proefschrift_BertVoerman_v2.indd   86 29-10-15   12:21



87

5

Post traumatic stress and care needs

Table 4. Logistic regression models for the intention to get and the actual use of supportive care (n = 238)

Predictor variable b OR 95% CI p b OR 95% CI p

Intrusive cognitions (ic)   0.06  1.06 1.00-1.11 0.04  0.00 1.00 0.95 - 1.05 0.91

Emotional support (es)  -0.06  -0.96 0.85-1.07 0.44 -0.05 0.95 0.86 - 1.06 0.38

Interaction ic & es   0.01  1.01 0.99-1.03 0.13  0.00 1.00 0.99 - 1.02 0.71

Age  -0.02  0.98 0.94-1.03 0.48

SES  -0.02  0.98 0.84-1.14 0.80  0.18 1.19 1.04 - 1.36 0.01

WW treatment  -0.53  0.59 0.07-5.34 0.64

PKS membership   1.54  4.65 1.60-13.54 0.00

Avoidance (a)  0.02  1.10 0.97-1.08 0.35  0.00 1.00 0.96 - 1.06 0.65

Emotional support (es)  -0.05  0.95 0.85-1.06 0.34 -0.04 0.96 0.86 - 1.06 0.39

Interaction a & es  -0.01 1.01 0.99-1.03 0.21  0.00 1.00 0.99 - 1.02 0.33

Age -0.04 0.97 0.92-1.01 0.14

SES  0.01  0.99 0.85-1.16 0.88  0.18 1.19 1.04 - 1.37 0.01 

WW treatment -0.47 0.63 0.07-5.80 0.68

PKS membership  1.46  4.29 1.47-12.57 0.00

WW = Watchful waiting. Age, SES, WW and PKS membership are control variables. 

In the care use model only SES was found to be a confounding variable.
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Discussion and conclusion

PTSD symptoms were reported in almost one third of our sample on a level that is considered severe. This per-

centage was lower (20%) in men who are not member of the prostate cancer patients’ organization PKS. This 

is the first study that examined whether PTSD symptoms were associated with the need for supportive care, 

the intention to get supportive care, and the actual use of supportive care facilities. Hypothesis I could be partly 

supported. Patients who reported higher levels of intrusive thoughts and/or avoidance reactions also had higher 

supportive care needs and a higher intention to get supportive care. Intrusive thoughts and avoidance levels had 

no significant association with the actual use of support. Hypothesis II was not supported. The relation between 

intrusive thoughts or avoidance on the one hand and supportive care needs on the other was not influenced by 

disease specific emotional support from the personal social network. The same holds for the relation between 

intrusive thoughts or avoidance and the actual use of professional supportive care. 

Level of PTSD symptoms

Our findings concerning the occurrence of PTSD symptoms are comparable with one other study. Halbert et al. 

found that 30% of their sample of recently diagnosed prostate cancer patients had IES scores of 26 and higher 

(Halbert et al. 2010). 

PTSD symptoms and need for supportive care

There are many studies on supportive care needs in prostate cancer patients but to the best of our knowledge, no 

study has related supportive care needs to PTSD symptoms. Our results are in line with studies on other types of 

cancer. One study among women with gynecological cancer found four times more unmet care needs in women 

meeting PTSD criteria (Hodgkinson et al. 2007). Sanders et al. found in lung cancer patients (male and female) 

intrusive cognitions to be a significant predictor of unmet supportive care needs (Sanders et al. 2010). Studies 

have found, however, that PTSD after cancer is more prevalent in women than in men (Nordin & Glimelius 1998; 

Hampton & Frombach 2000). This might make the results of these previous studies less comparable to ours, but 

also stresses the importance of studying the relationship between PTSD symptoms and supportive care needs 

in male cancer patients. 

PTSD symptoms and use of supportive care

We found no relation between PTSD symptoms and supportive care use. However, we found a relation between 

PTSD symptoms and supportive care needs. Although PTSD symptoms might lead to care needs, it did not trans-

late into group participation. This implies that suffering from PTSD symptoms is not a major reason for participating 

in a support group. Reasons for supportive care group participation could be other psychological needs (e.g. 

depression) (Daeter et al. 2012) or a lack of general social support (Voerman et al. 2007). This raises the question 

how men with prostate cancer handle their PTSD symptoms. Do they have other resources or do they seek other 

types of support? Future research can shed more light on how these men cope with PTSD symptoms, how the 

symptoms and coping develop over time, and if men have supportive care needs specifically about dealing with 

PTSD symptoms.  
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Emotional support as moderator

Our hypothesis about the moderating effect of emotional support from one’s personal support system could not 

be supported. A possible explanation is that men are reluctant to talk about their fears and concerns with their 

intimates, for instance because they do not want to bother their family members. Ussher et al. (2006) found in 

a qualitative study with mixed types of cancer that the patients saw a support group as facilitating family life by 

relieving the burden of care by providing a safe place to express emotions. Also Gray et al. (2000) found reluctance 

to talk about prostate cancer within the patients’ own network, sometimes this reluctance even concerned their 

own spouse. Another explanation could be that the patient has the feeling that these problems are too intense or 

‘too psychological’ to be managed within his own social system. So, even if they feel supported by their significant 

others, they may still feel the need to talk to care professionals. 

Strengths and limitations

An important advantage of our study is the relatively long average time passed between the diagnosis and the 

participation in the study, this gives insight in the PTSD morbidity on the long term in prostate cancer patients. 

PTSD symptoms are still present after an average of 37 months. Studies on other types of cancer also show that 

PTSD symptoms may persist after treatment (Kornblith et al. 1992; Lesko et al. 1992). Whitaker et al. found in 

a mixed sample of cancer patients that levels of intrusive thoughts increased between 28 and 49 months post 

diagnosis (Whitaker et al. 2008). 

This indicates that higher levels of intrusive thoughts might warrant treatment since they persist and might even 

get worse over time. We could not draw causal or time related conclusions since the design of our study is 

cross-sectional. 

The use of the construct of PTSD in psycho-oncology is subject to debate. Most precipitants of PTSD are discrete 

external events in the past that pose an immediate threat. In the context of cancer, the stressor precipitating PTSD 

is an internal, protracted event. Also, the stressor might not impose immediate threat but the adverse outcome 

of the stressor may lie in the future. Kangas (Kangas et al. 2002) points out there is considerable evidence that 

cancer patients have nightmares and intrusive memories of cancer related past experiences, but only focusing 

on intrusions related to past experiences might result in a false negative diagnosis. Since the prolonged nature of 

the stressor in case of cancer, intrusive thoughts are often future oriented (Whitaker et al. 2008). The ambiguity 

of the applicability of PTSD for cancer patients has been pointed out in other studies as well (Passik & Grummon 

2003; Kangas et al. 2002). Coyne and others consider the diagnosis of PTSD not very relevant to cancer patients. 

They state that the PTSD rate in breast cancer patients is not higher than in the general population (Coyne 2014). 

It is unknown, however, if this observation can be generalized to PTSD in prostate cancer. In our opinion, based 

on Lepore (Lepore 2001), it is important to consider intrusive cognitions and avoidance behavior as markers of 

incomplete processing of the past or anticipated future stressful events. Whether it is defined as PTSD or not, men 

with these symptoms are at risk for co-morbid problems such as mood disorders, anxiety disorders or substance 

abuse (Kangas et al. 2002). 
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Clinical relevance

A substantial portion of our sample had PTSD symptoms long after diagnosis and treatment, which suggests that 

adaptation to the prostate cancer is incomplete. Clinicians should ask questions during consultations about how 

men with prostate cancer feel and if they have any intrusions or avoidance behaviors regarding disease related 

issues. Moreover, men with prostate cancer could be educated about the adaptation process and about the ben-

efits of supportive care to facilitate adaptation to past events and coping with anticipated adverse events. Patients 

may also be suggested that family support might not always be sufficient to reach a new balance in their live. 
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