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Abstract 

This thesis comprises a comprehensive program of quantitative and qualitative 

studies investigating posttraumatic growth (PTG) that may be perceived after 

struggling with the challenges associated with a diagnosis of cancer and treatment. 

Study 1 examined participants diagnosed with a variety of cancers (N = 335). In 

addition to completing questionnaires, 62% of paiticipants also provided a written 

narrative of their cancer experience. Structural equation modelling of quantitative 

measures indicated rumination to be an important variable associated with post

diagnosis outcomes, and that PTG had distinct predictors from distress. Social 

support and deliberately ruminating on benefits predicted PTG, while trauma 

severity, intrusive rumination and life purpose rumination predicted distress. 

VI 

Analyses also revealed differences in levels of PTG associated with type of 

cancer diagnosis. Breast cancer survivors (M = 64.4 7, SD = 22.19) reported higher 

PTG than haematological (M = 52.22, SD = 24.45) and colorectal (M = 51.44, SD = 

22.45) cancer survivors. Prostate cancer survivors (M= 58.86, SD = 20.14) were not 

significantly different from other groups. Breast cancer survivors also had higher 

levels of coping effort, cognitive processing regarding benefits, intrusive and life 

purpose rumination, current distress, and lower helplessness than other cancer 

diagnosis groups. These differences in PTG across diagnoses remained after 

controlling for age and gender. 

Study 2 collected data three times over 12 months from participants newly 

diagnosed with a haematological malignancy and their spouses (N = 11 ). Qualitative 

results supported the model of themes proposed in Study 1, showing that participants 

displaying resilient characteristics did not perceive PTG to the same extent as 

participants who perceived their cancer to be of such magnitude that it changed their 

life. Resilient participants felt psychologically prepared as a result of prior 
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adversities. Perhaps these past challenges had helped them to develop or strengthen 

their coping skills, and hence helped them to manage the challenges posed by their 

cancer experience. In both studies, participants strongly endorsed additional 

qualitative domains of PTG (e.g., health-related benefits and compassion). These 

findings suggesting that studies utilising traditional measures of PTG may overlook 

important features of positive life change in people coping with illnesses such as 

cancer. 

In summary, the results from these studies indicate i) the importance in 

considering rumination in terms of both growth and distress, ii) the potential 

differences in adjustment and PTG between cancer diagnoses, and iii) utilising 

measures that capture the full extent of PTG in an illness-related context. This thesis 

discusses the implications of these findings and suggests avenues for further research 

to inform public health policy and service provision in relation to holistic 

psychosocial adjustment to a diagnosis of cancer. 
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1 

Chapter One 

Shifting from the Pathogenic Legacy to a Salutogenic Paradigm in Trauma Research 

"Psychology is not just the study of weakness and damage, it is also the study of 

strength and virtue. Treatment is not just fixing what is broken, it is nurturing what is 

best within ourselves. " (Martin Seligman, APA president 1998) 

In Australia one in three men and one in four women will be directly affected 

by cancer before the age of 75 (Australian Institute of Health and Welfare [AIHW], 

2007). While cancer incidence levels are rising, mortality rates are decreasing 

(AIHW). In other words, while more people are being diagnosed with cancer every 

day, more people are surviving a disease that can now be appraised as chronic rather 

than terminal (Hagedoom, Sanderman, Bolks, Tuinstra, & Coyne, 2008). 

Consequently, research efforts have increasingly been directed toward identifying the 

long-term impact that the diagnosis and treatment of cancer has on cancer survivors 

and their families. From the moment of diagnosis, this experience can be a catalyst 

for a change in life direction and a new identity as 'someone with cancer'. This 

change in identity can extend well beyond the period of illness, over the remainder of 

life, regardless of life expectancy (Zebrack, 2000). 

Traditionally, assessment of psychosocial adjustment to a cancer diagnosis 

focuses on the presence or absence of adverse post-diagnosis outcomes, such as 

mood disturbance (Stanton, Revenson, & Tennen, 2007). More recently, there is 

growing recognition in the field of psycho-oncology that positive life changes can be 

experienced following a diagnosis of cancer. Confronted with the prospect of a 

potentially life threatening illness and the treatments associated with such an illness 

requires adjustment. It is through this process of adjustment that the potential for 
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positive life change arises (Stanton et al.). Whilst not denying that a diagnosis of 

cancer can represent an incredibly arduous and distressing situation (Cordova, Giese

Davis, Golant, Kronenwetter, Chang, & Spiegel, 2007), a more holistic picture of 

post-diagnosis recovery suggests there is the potential for patients to report profound 

positive life changes as a result of their experience. 

This thesis describes two studies designed to investigate adjustment after being 

diagnosed with cancer, specifically the positive life changes, or Posttraumatic 

Growth (PTG) that can be reported post-diagnosis of cancer. The initial two chapters 

provide an outline of the scope of this thesis, with Chapter One describing the 

emergence of empirical research investigating the phenomenon of positive life 

changes, including quantitative measurements of PTG that have been designed. The 

importance of investigating PTG within the specific context of a diagnosis of cancer 

is also detailed in Chapter One. Chapter Two gives an overview of the disease, the 

main treatments associated with cancer, incidence levels of prominent cancers in 

Australia, and the common psychological reactions experienced as a result of being 

diagnosed and treated for cancer. The existing quantitative and qualitative research 

on PTG in the context of psycho-oncology is also presented in Chapter Two, 

followed by an examination of the variables associated with adjustment to cancer and 

PTG. 

Chapter Three details the methodology, results, and discussion of Study 1, 

which is a cross-sectional study (N = 335) designed to understand factors associated 

with PTG using Structural Equation Modelling. This study also examined potential 

differences that may exist in adjustment and PTG between different types of cancer 

diagnoses. A qualitative component in Study I allowed for comprehensive detail of 

the experience of being diagnosed with cancer and any PTG domains not currently 

assessed by quantitative measures. The quantitative and qualitative results of Study I 
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are discussed in terms of limitations and directions for future studies; leading into the 

design of Study 2. 

Chapter Four provides the rationale, aims, and methodology for Study 2, 

involving a longitudinal qualitative design, using Interpretative Phenomenological 

Analysis to examine post-diagnosis adjustment in patients (n = 6) and spouses (n = 

5). Participants were assessed four weeks after diagnosis of a haematological 

malignancy, and again, three and 12 months later. Chapter Five discusses the results 

from both studies to present a holistic summary of the adjustment process that occurs 

after being diagnosed with cancer, particularly in relation to the potential for positive 

life changes to be experienced. 

1.1 Posttraumatic Growth Defined 

Trauma literature has traditionally focused on the negative consequences of a 

traumatic experience (Brennan, 2001). The enduring pathogenic legacy of the 

medical model has resulted in the effects of traumatic events generally being 

measured through mood disturbance, such as depression, anxiety, fatigue, shock and 

stress reactions (Elder & Clipp, 1989; Fromm, Andrykowski, & Hunt, 1996). An 

assumption has been made that those who experience a traumatic event need to be 

treated (Stuhlmiller & Dunning, 2000). Research has emphasised the identification of 

treatable maladaptive physical and psychological symptoms (Schaefer & Moos, 

1998). This focus on adverse psychosocial post-trauma outcomes culminated in the 

inclusion of posttraumatic stress disorder (PTSD) in the third edition of the 

Diagnostic and Statistical Manual of Mental Disorders (DSM-III; American 

Psychiatric Association, 1980). 

The last two decades has seen a shift from this pathogenic legacy with 

empirical measurement embracing a salutogenic paradigm. This paradigm proposes 
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that instead of focussing on disease and psychopathology, health promotion and 

adaptive strategies need to be incorporated into the well-being of the individual 

(Antonovsky, 1979, 1996). The salutogenic paradigm acknowledges that stressors 

and illnesses are inevitable in life, but that there are factors that influence positive 

outcomes and healthy individuals (Antonovsky, 1996). A holistic approach to trauma 

research acknowledges the possibility that struggling with a traumatic experience can 

result in both positive and negative outcomes (Brennan, 2001; Cordova & 

Andrykowski, 2003; Elder & Clipp, 1989; Folkman, 2008; Park, Cohen & Murch, 

1996; Stanton et al., 2007; Stuhlmiller & Dunning, 2000). 

The notion that a person can perceive gains or positive life changes after 

struggling with a traumatic event is not a new concept (Tedeschi, Park, & Calhoun, 

1998). Religions, literature, psychotherapists, and philosophers have a long history of 

grappling with the concept of personal development through suffering (Saakvitne, 

Tennen, & Affleck, 1998). The last two decades have seen the emergence of 

empirical studies investigating positive post-trauma life changes. This burgeoning 

area of quantitative research supports early anecdotal evidence and qualitative 

research investigating the possibility of positive life change, suggesting that it is 

important that positive outcomes also be considered when investigating post-trauma 

outcomes. 

Many tenns have been used in the literature to denote the positive life changes 

that can be experienced post-trauma, including; posttraumatic growth (Tedeschi & 

Calhoun, 1995), adversarial growth (Linley & Joseph, 2004), benefit finding 

(Affleck & Tennen, 1996), flourishing (Ryff & Singer, 1998), perceived benefits 

(McMillen & Fisher, 1998), positive reappraisal (Carver, Scheier, & Weintraub, 

1989), thriving (O'Leary & Ickovics, 1995), and stress-related growth (Park et al., 

1996). These terms are used interchangeably in the literature, occasionally without 
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regard to differentiating between PTG as a coping process and as an outcome of 

struggling with the traumatic experience (Tennen & Affleck, 2005). The terminology 

possibly reflects confusion regarding conceptualisation of the function or structure of 

PTG and has rarely been addressed in the literature (Tennen & Affleck). In this 

thesis, the term Posttrawnatic Growth (PTG) will be used, synonymous with 

Tedeschi et al. 's suggestion that PTG "is the best descriptor for this phenomenon 

because this term makes clear that persons experiencing this phenomenon have 

developed beyond their previous level of adaptation, psychological functioning, or 

life awareness, that is, they have grown" (1998, p. 3). 

One study that has differentiated between conceptualisations of positive change 

as a coping process and positive life changes as an outcome was conducted with 

early-stage breast cancer survivors (Sears, Stanton, & Danoff-Burg, 2003). 

Participants in this study (N = 60) completed assessments at post-treatment baseline, 

3 and 12 months later. The results of this study highlight the differences between 

benefit finding, positive reappraisal coping, and PTG, as each of these variables had 

different predictors. Individual characteristics such as education, optimism, and hope 

are associated with benefit finding and positive reappraisal. In contrast, longer time 

since diagnosis, perceived stressfulness, and initial positive reappraisal processes 

predicted PTG 12 months later. Although this study highlights that these constructs 

are not conceptually or empirically interchangeable, the method of assessment may 

have impacted on results. Benefit finding was assessed via themes coded from 

interview data and the other variables were represented by scores from standardised 

inventories. Therefore, assessment variation between the qualitative and quantitative 

data may have impacted on the different predictors found for these variables. 

Another study to differentiate between PTG as process and outcome, also found 

little similarity between positive reframing coping and PTG in respect to 
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relationships with other variables (Thornton & Perex, 2006). This study was 

conducted with prostate cancer survivors (N = 82) and suggests that while there is a 

conceptual overlap between benefit finding coping and PTG, these variables are 

distinct constructs. For example, PTG measured as an outcome score was positively 

correlated with PTSD symptoms of intrusion and avoidance; whereas, positive 

reframing coping was unrelated to these markers of distress. Therefore, these studies 

(Sears et al., 2003; Thornton & Perez) highlight that while there is conceptual 

overlap, it is important to distinguish between positive reframing coping and positive 

life changes as an outcome. Interchanging these variables will only result in 

confusion when elucidating potential factors that promote the perception of PTG. 

The possibility of PTG after a traumatic experience implies that an individual 

can experience a significant beneficial change in cognitions and emotions- (Tedeschi 

et al., 1998). These life changes are an outcome of one's core beliefs about the world, 

and themselves in the world, being challenged and examined. PTG occurs for some 

people as a result of the struggle and reappraisal of world view, not as a direct result 

of the traumatic event itself (Tedeschi, Calhoun, & Cann, 2007). Janoff-Bulman 

(2004) proposes that through pain and suffering, recognising one's own vulnerability 

and attempting to comprehend the situation, the individual is forced to re-evaluate 

their own life, which then leads to the possibility of perceiving positive life changes. 

PTG is not an automatic post-trauma response and a number of factors 

influence whether positive life changes are perceived, such as; the event must be 

perceived as traumatic, this event disrupts beliefs, and an examination of these 

beliefs takes place (Tedeschi et al., 2007). A number of situational and individual 

factors will also determine the perception of PTG, and are discussed in more detail in 

Chapter Two in the context of a cancer diagnosis. Several theoretical models have 

been developed to describe the post-trauma process that may culminate in the 
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perception of PTG. These models include interactions between personality, cognitive 

appraisal, and coping theories. However, the functional-descriptive model of PTG 

proposed by Calhoun and Tedeschi (2004, 2006) and shown in Figure 1.1 arguably 

offers "the most comprehensive theoretical description of growth to date" (Joseph & 

Linley, 2006, p.1044). 

I PERSON PRE-TRAUMA 

n 
I 

SEISMIC EVENT 

ti 
CHALLENGES 

MANAGEMENT OF BELIEFS & GOALS NARRATIVE 
EMOTIONAL DISTRESS 

il 
RUMINATION 

~ ~ 
SELF-DISCLOSURE 

Mostly automatic & intrusive Writing, talkmg 

' ... 

. '\, .. 
' 7 

*REDUCTION OF EMOTIONAL DISTRESS 
SOCIOCULTURAL 

*MANAGEMENT OF AUTOMATIC RUMINATION A _.. 
~ r 

*DISENGAGEMENT FROM GOALS PROXIMATE: e.g., 
Models for schemas 
Posttraumatic 

1 7 Growth 

*RUMINATION - MORE DELIBERATE - . 
*SCHEMA CHANGE IC ~ DISTAL: e.g., - -
*NARRATIVE DEVELOPMENT Societal themes 
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NARRATIVE 

!.........+ DISTRESS POSTTRAUMA TIC - & I< J _.;; 
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Figure 1.1. A comprehensive model of PTG. Note. From Handbook of Posttraumatic 

Growth (p. 8), by L. G. Calhoun and R. G. Tedeschi, 2006, New Jersey: Lawrence 

Erlbaum Associates. Reprinted with permission. 
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As can be seen in Figure 1.1, individual differences, coping, cognitive appraisal 

and post-trauma stress theories have been incorporated into this model in order to 

provide a thorough picture of the individual, cognitive, and coping processes that 

contribute to PTG. The foundation of this model encompasses Janoff-Bulman's work 

regarding traumatic events having a seismic nature and that these events can "shatter 

our fundamental assumptions about ourselves and our world" (1992, p. 169). The 

PTG model indicates that our life narrative, beliefs and goals, and ways of managing 

emotional distress are the current schemas that are disrupted and challenged by 

experiencing an event that is perceived to be traumatic. This disruption instigates 

rumination, particularly automatic and intrusive cognitive processing, as the 

individual tries to comprehend what has happened. It is through this cognitive 

processing that the individual may realise that existing schemas are redundant in 

light of current events, and that a change in cognition is required by disengaging 

from existing goals. The model suggests that this cognitive processing can be shaped 

by coping strategies such as utilising social support and emotional expression. 

The sociocultural context entailed in the PTG model embodies an important 

element of the post-trauma experience. Calhoun and Tedeschi (2006) discuss distal 

and proximate cultural contexts to represent the influence that larger societies and 

smaller social networks have on the individual. These elements of the sociocultural 

context play a number of roles in the post-trauma experience by shaping the appraisal 

of the event, providing a coping resource, and potentially influencing factors such as 

rumination and emotional expression. Another important element of the individual's 

proximate culture is gaining mutual support from others who have been through 

similar circumstances, as this can provide exposure to successful modelled behaviour 

and enhance the likelihood of perceiving PTG (Weiss, 2004a, 2004b). 



As suggested by the PTG model, the process of post-trauma adjustment 

continues as rumination becomes more deliberate. Effortful cognitive processing 

contributes to the development of new schemas and life narrative. It is these factors 

that Calhoun and Tedeschi (2006) implicate as being the catalyst for PTG and the 

gaining of general wisdom about life. This model of PTG does not presume that the 

percept10n of positive life changes precludes the presence of distress and suggests 

that this may be a mutual influence. The factors included in this PTG model are 

discussed in more depth in Chapter Three in the context of a cancer diagnosis. 

1.1.1 Measurement of Posttraumatic Growth 
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PTG is now a well-established phenomena (Joseph & Linley, 2006) and has 

been documented in a variety of traumatic contexts, including; accidents and 

disasters (e.g., McMillen, Smith, & Fisher, 1997), bereavement (e.g., Calhoun & 

Tedeschi, 1989-1990), adult survivors of childhood sexual abuse (e.g., McMillen, 

Zuravin, & Rideout, 1995), sexual assault and rape (e.g., Thompson, 2000), war 

(e.g., Elder & Clipp, 1989), and physical illnesses such as cancer (e.g., Manne, 

Ostroff, Winkel, Goldstein, Fox, & Grana, 2004), multiple sclerosis (e.g., Pakenham, 

2007), HIV infection and AIDS (e.g., Milam, 2004). The inventories predominantly 

used to quantitatively measure positive life changes are the Stress-Related Growth 

Scale (Park et al., 1996), Perceived Benefits Scale (McMillen & Fisher, 1998), 

Benefit Finding Scale (Tomich & Helgeson, 2004), Changes in Outlook 

Questionnaire - Short Form (Joseph, Linley, Shevlin, Goodfellow, & Butler, 2006), 

and the Posttraumatic Growth Inventory (Tedeschi & Calhoun, 1996). These 

inventories diverge in their measurement of varying domains of PTG, resulting in the 

type of growth reported by participants to be determined not only by the type of 

trauma experienced, but also by the measure used (Park, 2004). 
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The Benefit Finding Scale taps into eight positive growth domains, including: 

personal priorities; daily activities; family; world views; relationships; career; 

religion; and social contact. However, this scale is predominantly treated as a 

unidimensional construct, with factor analyses revealing a unitary scale (Antoni, et 

al., 2001; Tomich & Helgeson, 2004; Urcuyo, Boyers, Carver, & Antoni, 2005). The 

Stress-Related Growth Scale also measures positive life changes in several domains 

including; social relationships; life philosophy; personal resources; and coping 

skills. However, factor analyses have shown this scale to also be a unitary scale (Park 

et al., 1996). The Changes in Outlook Questionnaire has recently been modified into 

a two-factor structure that has reduced the measure into a 10-item survey assessing 

positive and negative life changes (Joseph et al., 2006). The Perceived Benefits Scale 

consists of eight subscales, including; lifestyle changes; material gain; increased 

self-efficacy; family closeness; community closeness; faith in people; compassion; 

and spirituality (McMillen & Fisher, 1998). Each of these scales has been shown to 

be internally reliable and valid measures of positive life changes. However, in 

reviewing the PTG literature Linley, Andrews, and Joseph (2007) state that the most 

prominently utilised quantitative assessment of positive life changes is the 

Posttraumatic Growth Inventory (PTGI; Tedeschi & Calhoun, 1996). 

The PTGI measures positive life changes as a multidimensional construct 

across five domains: personal strength; relating to others; appreciation of life; new 

possibilities; and spiritual change. A change in self-perception and recognition of 

personal strength can occur as the individual faces and meets the challenges of the 

event (Tedeschi et al., 1998). In the aftermath of trauma, interpersonal relationships 

may also be strengthened through the support process (Tedeschi et al.). The 

traumatic event may also lead the individual to reciprocate the support they received 

by providing help to others experiencing difficulties (Shakespeare-Finch & Copping, 



2006; Tedeschi, 1999; Tedeschi et al.). Reciprocating support can assist the 

individual's own healing process and lead to growth in self-perception and 

interpersonal relationships (Tedeschi et al.). A changed philosophy oflife may also 

occur as spiritual beliefs are strengthened, life is fully appreciated, or new life 

possibilities are realised (Tedeschi & Calhoun, 1996). Spiritual or religious growth 

can encompass existential issues regarding the meaning and purpose of life, 

particularly when the traumatic event involved death or the potential of life-threat 

(Tedeschi). 
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Cultural variations in different domains of growth have been reported with the 

factor structure of the PTGI. A four-factor solution has been found in China (Ho, 

Chan, & Ho, 2004), Turkey (Kilic, 2006) and Japan (Taku, 2006), and a three-factor 

reported in a study involving Latino immigrants in the USA (Weiss & Berger, 2006). 

The multidimensional nature of PTG has been highlighted through confirmatory 

factor analyses that examined several different models, showing that the best fit was 

achieved with the original five factors in the USA (Taku, Cann, Calhoun, & 

Tedeschi, 2008). The five-factor structure of the PTGI has also been replicated in the 

United Kingdom (Linley et al., 2007) and in an Australian sample (Morris, 

Shakespeare-Finch, Rieck, & Newbery, 2005). 

Despite similar factor structures of the PTGI between Australia and the USA, 

levels of growth reported in PTG domains seem to differ substantially between these 

countries. For example, Australian data consistently shows that finding growth in 

spiritual or religious matters is not strongly endorsed after experiencing a traumatic 

event; whereas, relating to others, appreciating life, and personal strength are more 

commonly endorsed areas of positive life change (Burke, Shakespeare-Finch, Paton, 

& Ryan, 2006; Carboon, Anderson, Pollard, Szer, & Seymour, 2005; Harms & 

Talbot, 2007; Morris et al., 2005; Morris, Shakespeare-Finch, & Scott, 2007; 



Shakespeare-Finch & Copping, 2006; Shakespeare-Finch, Gow, & Smith, 2005; 

Shakespeare-Finch & Morris, in press). 
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Although studies have predominantly focused on variables that are associated 

with total PTGI scores, research has emerged investigating the potential for diverse 

processes leading to different PTG domains. For example, in a study of cancer 

survivors Ho et al. (2004) revealed that the items in the Chinese version of the PTGI 

were grouped into four domains: self, spiritual, life orientation, and interpersonal. 

The first three factors also loaded onto a second-order factor termed intrapersonal. 

When investigating variables associated with the two broad factors of intrapersonal 

and interpersonal PTG, positive attitude was positively related to both domains, 

while negative emotion and distress were negatively related only with intrapersonal 

PTG. In other words, less negative emotions and distress were associated with a 

higher perception of PTG that encompassed changes to self, spiritual growth and life 

orientation changes, while interpersonal relationship changes were not related to 

these factors. Ho et al., suggest that while there are overlapping dimensions of PTG 

that are universal across culture, unique domains are also evident. For example, Ho 

et al. propose that the results of this study showing a lack of a distinct PTG domain 

regarding emotional change is a reflection of the tendency for Chinese culture to not 

focus upon emotional aspects of an experience. 

Aside from the potential influence of distal culture, it may be that different 

contexts elucidate varying levels of overall growth and influence the life domain in 

which positive life changes are perceived (Ho et al., 2004). It is important to note 

that positive life changes are induced by the post-trauma struggle, and not the event 

that causes PTG (Calhoun & Tedeschi, 1998). However, certain traumatic 

experiences may create an environment that is more conducive to the factors that 

promote PTG compared to other events. Within Calhoun and Tedeschi's (2006) PTG 
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model, events that are seismic in nature and produce a greater shift in worldview are 

more likely to instigate a perception of positive life changes. Studies that have 

compared PTG levels across different traumatic circumstances are scarce. The few 

studies that are available indicate that the context of the experience may influence 

PTG. One such study compared PTG between breast cancer survivors (N= 184) and 

age-matched controls (N = 184) who reported a number of stressors, including health 

problems, relationship problems and bereavement (Tomich, Helgeson, & Vache, 

2005). The results showed that while the perception of event stressfulness did not 

differ between women in the control group and the breast cancer survivors, there 

were a number of differences reported by each group. The women diagnosed with 

breast cancer reported significantly greater levels of PTG and more adverse 

outcomes such as physical side-effects and decline in self-image than the control 

group. Breast cancer survivors also reported a greater awareness of mortality than the 

control group; perhaps providing an avenue for which to perceive positive life 

changes such as appreciation of life. 

Another study exploring differences in PTG across types of traumatic events 

investigated post-trauma experiences between sexual assault survivors, motor vehicle 

accident survivors, and a bereaved group (Shakespeare-Finch & Armstrong, 2008). 

All participants (N = 94) rated their traumatic experience as severe or very severe; 

however, differences in levels of growth and distress were evident. The bereaved 

participants had the highest PTG mean, while the sexual assault survivors reported 

the highest distress. In particular, the bereaved group reported higher levels of PTG 

in domains of relating to others and appreciating life. These studies indicate that the 

post-trauma experience may provide an environment that is conducive to the 

promotion of growth and distress. While not disregarding other individual and 

situational attributes that shape the post-trauma experience, the necessity to be 



context-specific when investigating PTG is integral (Calhoun & Tedeschi, 2006). 

Generalising results across different situations and cultural contexts may be 

presumptuous and potentially undermine the picture of positive life changes that 

have been evidenced in a number of different contexts. 

1.2 Posttraumatic Growth in an Illness-related Context 
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New diagnostic criteria described in the fourth edition of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM-IV; American Psychiatric Association, 

1994) introduced the concept that a life-threatening illness can be a stressor that is a 

catalyst for PTSD. A wealth of literature has subsequently investigated 

psychopathology following an illness diagnosis (e.g., Cordova et al., 2007; Kangas, 

Henry, & Bryant, 2002). Studies focussing on the positive life changes that people 

report after being diagnosed with an illness have also emerged, including 

investigations of people with diagnoses such as HIV/AIDS (Milam, 2004), heart 

disease (Sheikh, 2004), arthritis (Danoff-Burg & Revenson, 2005), spinal cord injury 

(McMillen & Cook, 2003) and multiple sclerosis (Pakenham, 2007). Studies 

investigating the potential for PTG after a diagnosis of cancer are also beginning to 

emerge. 

1.2.1 Posttraumatic Growth in the Context of a Cancer Diagnosis 

A diagnosis of cancer and associated treatments may represent a potentially 

ongoing threat and trigger recurring challenges (Brennan, 2001; Kangas et al., 2002; 

Koopman et al., 2002). This may be different from other traumatic experiences that 

are marked by discrete events occurring in the past, such as witnessing a fatal vehicle 

accident. With the cancer experience there may not be a clear delineation between 

the traumatic event and the aftermath of trauma, as the diagnosis, treatment, and 

potential for recurrence has the potential to illicit ongoing trauma (Tedeschi & 
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Calhoun, 2006). Cancer may also be unique from some other types of traumatic 

events, as it can be perceived to be generated internally rather than from an external 

source of threat. This may raise concerns for the person diagnosed with cancer, such 

as mistrust of their body's physical integrity or feeling a lack of control over their 

body's functioning (Kangas et al.; Koopman et al.; Lin & Tsay, 2005). The complex 

array of post-diagnosis events makes cancer survivors a distinctive population in 

which to examine concepts such as adaptation and adjustment due to the potentially 

shifting nature of stressors (Kangas et al.). 

Being diagnosed with cancer may also be a distinct experience in comparison 

to other illness-contexts (Tomich et al., 2005). Tomich et al. found differences in 

level and domains of PTG when comparing women with breast cancer to women 

who reported other health problems as a major life stressor. In particular, breast 

cancer survivors were more likely to report PTG domains such as appreciation of 

life, self-improvement, new priorities, helping others, and an increase in faith 

compared to the women with other health concerns. Tomich et al. suggest that 

personal growth may not be common across all stressful events, nor across all types 

of health problems. Despite both groups of women reporting similar levels of 

perceived threat, it may be that the nature of the illness, such as intensity of life 

threat, may influence PTG. Therefore, measures and methodologies need to be 

tailored to suit the variable process of adjustment and adaptation after being 

diagnosed with cancer and receiving treatments. 

A number of researchers and theorists propose that the experience of being 

diagnosed with cancer can be viewed as a psychosocial transition that elicits both 

posttraumatic growth and posttraumatic stress (e.g., Andrykowski, Brady, & Hunt, 

1993; Brennan, 2001; Cordova & Andrykowski, 2003). According to Brennan, 

adjustment to cancer is an active psychosocial process that results in both positive 
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and negative consequences. Stanton & Revenson (2007) state that there are a number 

of reasons to investigate positive psychological adjustment to cancer, including; the 

erroneous assumption that all cancer survivors experience long-term adverse post~ 

diagnosis outcomes, that positive adjustment is merely an absence of 

psychopathology (positive and negative outcomes can co-exist), and the 

identification of situational and individual factors involved in positive adjustment 

can assist in devising interventions that promote protective factors. 

Anecdotal evidence and qualitative psycho-oncology research have long 

indicated the possibility of deriving benefits as a result of struggling with the 

challenges associated with a diagnosis of cancer. For example, early PTG psycho

oncology work has shown positive life changes to be documented in cancer 

survivors' outlook on life, reassessment of life priorities, increased inner strength, 

and improved self-respect (e.g., Andrykowski et al., 1993; Collins, Taylor, & 

Skokan, 1990; Fromm et al., 1996; Thibodeau & MacRae, 1997). Despite evidence 

that the experience of cancer has the potential to be a catalyst for positive life 

changes, earlier literature is beset with an absence of conceptual and operational 

clarity resulting from variations in PTG definitions and the use of non-standardised 

interview methods (Cordova, Cunningham, Carlson, & Andrykowski, 2001; Lechner, 

Zakowski, Antoni, Greenhawt, Block, & Block, 2003; Sears et al., 2003; Widows, 

Jacobsen, Booth-Jones, & Fields, 2005). Adequate comparison between studies was 

limited and lack of empirical measurement previously made it difficult to reliably 

quantify the existence of positive changes after a cancer diagnosis (Thornton, 2002). 

The emergence of PTG quantitative research with cancer survivors in the last 

decade, through utilisation of measures developed in the general trauma research 

field, has strengthened the literature investigating positive post-diagnosis life 

changes. This first chapter has provided an overview of the construct of PTG and 
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described the standardised measures that have evolved over the last decade, and will 

now tum to a more detailed discussion of research investigating positive life changes 

that may occur after a diagnosis of cancer. Chapter Two will present an overview 

describing the disease of cancer, treatments available, epidemiology of this disease, 

and the typical psychosocial response to being diagnosed. The adverse consequences 

of cancer and associated treatments will be discussed; however, the focus of this 

thesis will remain on the positive life changes that can be perceived post-diagnosis. 
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Chapter Two 

The Nature of Cancer and Psychosocial Response to a Diagnosis 

"My cancer is probably one of the best things that has ever happened to me because 

it changed my life for the better. " 

(Sharon Osbourne, colon cancer survivor, 2003) 

2.1 What is Cancer? 

Cancer is a term used to describe a wide variety of diseases including 

malignant tumours, leukaemia (white blood cells), lymphoma (lymphatic system), 

myeloma (plasma cells), and sarcoma (bones) (Australian Bureau of Statistics 

[ABS], 2006). Generally, cancer is characterised by abnormal cells that proliferate 

and spread out of control (Australian Institute of Health and Welfare [AIHW], 2007). 

Cancers can develop in most types of cells in any part of the body, and have the 

ability to invade and spread to other parts of the body (metastasise) via the 

bloodstream or lymphatic system to create secondary cancers (AIHW). Cancers can 

be harmful to the body as a result of interfering with the normal functioning of the 

tissue region at the site the cancerous cells have developed (Kangas et al., 2002). 

Some cancers can occur as a direct result of lifestyle (e.g., smoking, diet), exposure 

to environmental toxins (e.g., ultraviolet radiation or asbestos), or genetic influence. 

However, many other cancers can not be attributed to a specific cause (AIHW). The 

Cancer Council of Australia ( CCA; 2007) estimates that one in three cancer cases 

can be prevented through modifying behaviour such as smoking, sun exposure, poor 

diet, alcohol consumption and inadequate physical activity. 
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2.1.1 Treatment 

Common treatments for cancer include surgery, radiotherapy, chemotherapy, 

and hormone therapy (CCA, 2007). Surgery involves removing cancerous cells from 

the body and can be used in conjunction with chemotherapy or radiotherapy in order 

to ensure that all cells have been targeted and destroyed. Radiotherapy is usually 

administered externally and uses high energy radiation to destroy cells; whereas, 

chemotherapy is the internal administration of drugs to destroy cancer cells. As some 

cancers rely on hormones to grow, hormone therapy suppresses hormone production 

through drugs or by surgically removing the hormone producing glands to control 

cancer growth. More recently, immunotherapy has become a promising treatment 

that utilises and stimulates the body's own immune system to slow down the growth 

of the cancer cells (O'Rourke, et al., 2003). 

Cancer treatments have the potential to be invasive, painful, disfiguring, cause 

functional impairment, and disrupt daily activities (Cordova & Andrykowski, 2003). 

Treatment can induce a wide range of adverse side-effects, such as; nausea, 

vomiting, bowel problems, hair loss and scalp problems (CCA, 2007), fatigue, 

concentration deficits and irritability (Kangas et al., 2002). In some cases treatment 

can only be used to control the cancer by slowing down the proliferation of 

cancerous cells and extending survival time, rather than curing the disease. The 

chances of surviving a diagnosis of cancer have improved considerably over the last 

few decades. Taken across all cancer types, 60% of people will survive five years 

post-diagnosis (ABS, 2004). Survival rates vary dependent on factors such as the 

type of cancer diagnosed, stage at diagnosis, treatment protocols, additional illnesses 

and individual differences in biology and health behaviour. For example, the five 

year survival rate is 82% for prostate cancer, 84% for breast cancer, 58% for 

colorectal cancer, and 55% for Non-Hodgkin's lymphoma (ABS). The prognosis for 



lung cancer survivors has improved over the last couple of decades, although this 

diagnosis remains the cancer with the lowest survival rate of 12% (ABS). Early 

detection and diagnosis greatly contribute to improving prognosis and increasing 

survival rate for each type of cancer (ABS). 

2.1.2 Epidemiology 
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The five most common types of cancer for men in Australia in order of 

prevalence are prostate, colorectal, melanoma, lung, and lymphoma; accounting 

together for 65% of all new cancers diagnosed. For women, the commonly occurring 

cancers in order are breast, colorectal, melanoma, lung, and lymphoma; accounting 

for 63% of new cancers (AIHW, 2007). Incidence rates of cancer in developed 

nations are high, contributing to one of the leading causes of death (AIHW). The 

incidence of cancer in Australia is higher than the United Kingdom and Canada, with 

an estimated 106,000 new diagnoses each year, but lower than the United States of 

America and New Zealand. However, the mortality rate is lower in Australia than 

any of these four countries (CCA, 2007). This lengthening of survival time has been 

suggested to be a result of early detection and treatment of cancer provided by the 

health care system in Australia (AIHW). For example, the steady decline in mortality 

rate from cervical cancer in Australia may be atti:ibuted to the freely available 

national cervical cancer screening program that detects pre-cancerous abnormalities 

and follows up women who are at risk (AIHW). 

Although the incidence of cancer diagnoses is rising, the mortality rate for all 

cancers has continually decreased, with the AIHW (2007) cancer report showing that 

the mortality rate is 12% lower in 2003 than in 1993. The leading cause of death was 

lung cancer for men and breast cancer for women (AIHW). Despite this decrease in 

mortality rate, cancer remains the leading cause of deaths in Australia (ABS, 2005). 

It is estimated that in 2006 there were 39,200 deaths from cancer (AIHW). In other 
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words, over 750 people die every week due to this disease. In America, cancer is also 

one of the leading causes of death, second to heart disease, with an expected 1500 

people dying of cancer every day (Amencan Cancer Society, 2008). 

2.2 Psychosocial Response to a Diagnosis of Cancer 

Medical advancements, early detection, and improved screening processes in 

the last few decades have resulted in long-term survival rates increasing. However, to 

the individual a diagnosis of cancer can still represent a potentially life-threatening 

situation associated with aggressive treatments, making this a highly stressful 

situation for all involved (Andrykowski et al., 1993; Kangas et al., 2002). After 

treatment completion a range of possible stressors may remain, including; side

effects, altered body image, loss of bodily functions, relationship difficulties 

(Cordova & Andrykowski, 2003), and the enduring possibility ofrecurrence or 

secondary cancers (Black & White, 2005). The connotations of a cancer diagnosis 

mark this time with ambiguity, and may leave the person with an unpredictable 

future and a new identity as a cancer survivor (Zebrack, 2000). 

As a result of the cancer and treatment side-effects, the individual can 

experience a number of short-term adverse circumstances that impact on 

psychosocial issues. For example, beyond the physical challenges of the disease and 

treatments, this experience has been shown to be a source of much psychological 

distress including depression, anxiety, confusion, anger, and fear (e.g., Thornton, 

2002; Urcuyo et al., 2005). While aspects of mood disturbance are broad components 

of psychopathology evident in all types of cancer, some types of cancers such as 

breast, gynaecological, testicular, or prostate cancers, may also produce specific 

areas of difficulties, such as sexual and relationship dysfunction (Scott, Halford, & 

Ward, 2004; Scott & Kayser, in press; van't Spijker, Trijsburg, & Duivenvoorden, 



1997). This distress and life disruption instigated by the cancer and treatment may 

manifest into long-term psychopathology that remains even after the disease is no 

longer active. 
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The potential for long-lasting treatment-related side-effects and psychosocial 

consequences of cancer is well documented, with intrusion and avoidance symptoms 

being akin to Posttraumatic Stress Disorder (PTSD) (Cordova & Andrykowski, 

2003). A review of studies measuring post-diagnosis PTSD by Kangas et al. (2002) 

found that the incidence of PTSD ranges was between 1%and58%. This wide 

variability in incidence of PTSD can be attributed to factors such as heterogeneity in 

cancer site, disease stage, and study methodologies. Few studies have investigated 

the likelihood of Acute Stress Disorder (ASD) after a diagnosis of cancer. A recent 

study showed that ASD was diagnosed in 28% of cancer survivors and that this scute 

stress response was irrespective of disease status or prognosis (Kangas, Henry, 

Bryant, 2007). Kangas et al. (2007), suggest that individuals with ASD may be prone 

to experiencing comorbid psychopathology, particularly depression. However, 

reviewing the research Kangas et al. (2002) propose that the prevalence of stress 

response symptoms declines markedly within three months post-diagnosis or post

treatment. 

2.2.1 Reduction of distress and promotion of adjustment 

Not all people confronted with a life threatening illness remain distressed after 

the initial period of post-diagnosis adjustment and only a small minority of patients 

meet the formal diagnostic criteria for PTSD (Cordova & Andrykowski, 2003). 

However, for those cancer survivors that remain distressed, a considerable number of 

subclinical symptoms of PTSD are commonly reported, which persist over time and 

are associated with a decreased quality of life (Cordova & Andrykowski). 

Adjustment to cancer has traditionally focussed on the presence or absence of 
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psychological symptoms, diagnosed psychological disorder, or negative mood, with 

a positive outcome being indicated by returning to premorbid levels of functioning 

(Brennan, 2001; Huppert & Whittington, 2003; Power, 2003; Stanton & Revenson, 

2007). The concepts of quality oflife (QOL) and well-being are recognised as 

important health outcomes that signify adjustment to a diagnosis of cancer (Stanton 

& Revenson). They are often indicated through assessment of factors such as 

mobility, self-care, social functioning, and levels of psychological distress (Huppert 

& Whittington). QOL and well-being have been commonly discussed in relation to 

cancer as a determinant for continuing treatment (Power). For example, as the side

effects from aggressive cancer treatments can cause considerable impairment, the 

individual may decide on a higher quality of life for a shorter period of time rather 

than continuing treatment and prolonging a decreased quality of life. 

Adjustment can also be viewed as a dynamic psychosocial process that occurs 

over time as the person is confronted with the multitude of changes elicited by the 

cancer and subsequent treatments (Brennan, 2001). Rather than viewing cancer 

purely as a stressor, a diagnosis can be viewed as a catalyst for life change, with both 

negative and positive repercussions (Brennan). For the purposes of this thesis, the 

term 'adjustment' is used in accordance with Brennan to describe the processes of 

how one adapts to, and deals with, changes in their lives following a diagnosis of 

cancer. The investigation of post-diagnosis psychopathology and identification of 

adjustment factors, allows for the important development of interventions aimed at 

reducing distress and promoting adjustment (Stanton & Revenson, 2007). In 

particular, interventions that target factors such as social support, cognitive 

appraisals and coping strategies have been identified to shape long-term well-being 

of the individual (Stanton & Revenson; Scott et al., 2004; Scott & Kayser, 2008; 



Kayser & Scott, 2008). The factors that contribute to a positive post-diagnosis 

adjustment are discussed later in this chapter. 

2.3 Assessment of Posttraumatic Growth in Cancer Survivors 

Quantitative assessment. 
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Within psycho-oncology, empirical PTG research has been conducted with 

breast cancer survivors (e.g., Cordova et al., 2001); and to a lesser extent, those with 

prostate cancer (e.g., Thornton & Perez, 2006), and haematological malignancies 

(e.g., Carboon et al., 2005). Table 2.1 presents a summary of PTG studies conducted 

with cancer survivors that have used one of the standardised measures of positive life 

changes mentioned in Chapter One. A PsycINFO search was conducted using the 

search criteria of [cancer OR oncology] AND [Posttraumatic Growth Inventory OR 

Stress-Related Growth Inventory OR Benefit Finding Scale OR Perceived Benefits 

Scale OR Changes in Outlook Questionnaire]. Articles were included if they were; 

printed in English, participants were adults, and PTG was conceptualised as the 

dependent variable. Details about each study are described in Table 2.1 and include 

sample size, type of cancer, age, when participants were recruited into the study, type 

of PTG measure, and whether this measure assesses PTG as a unitary or 

multidimensional construct. The most common correlates of PTG found across these 

studies are presented in later in this chapter in Table 2.2 and are discussed in section 

2.4. 
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Table 2.1 
Summary o[Quantitative PTG Studies Conducted with Cancer Survivors 

Study N Type of Age Time of recruitment Measure of PTG PTG measure 
cancer Mean assessed as 

(SD) multidimensional or 

years unidimensional 

Cross-sectional Studies 

Bellizzi 74 Mixed 53.00 > 1 yr cancer-free, PTGI Multi. 
(2004) (16.72) < 10 yrs smce tmnt * 

Bellizzi & 224 BC 60.00 > 1 yr post-tmnt, PTGI Multi. 
Blank (12 01) < 4 yrs post-tmnt * Only NP, AL & RO 
(2006) subscales used 

Cordova 140 BC& 54.7 >2 months post- PTGI Multi. 
et al. control (12.1) tmnt, < 5 yrs post- BC - 64.1 (24.8) Correlations with 
(2001) group diag. Controls - 56.3 total score only 

(26.3) 

Cordova 65 BC 52.3 (9.3) < 5 yrs post-diag PTGI Multi 
et al. 57.8 (25.4) 
(2007) 

Ho et al. 188 Mixed 49.29 > 5 yrs disease-free PTGI (Chinese Multi. 
(2004) (54% (0.62) version) 4-factor solution. 

BC) * Correlations with 
subscales only 

Jaarsma et 224 Mixed 55.56 > 1 yr post-diag. PTGI (Dutch PCA confirmed 
al. (2006) (51% (12.22) F1mshed tmnt version) ongmal 5-factors. 

BC) 47.87 (24.04) Correlation with 
total score only 

Kmsinger 250 pc. 65.00 > 6 weeks post- BFS Uni. 
et al. (7.70) tmnt, <18mnths 
(2006) post-tmnt 

Lechner et 83 Mixed 62.5 38.8 months post- PTGI Multi. 
al. (2003) (12.4) diag 54.2 (27 .2) t Correlations with 

total score only 

Tomich et 368 BC& 54.21 (*) > 5 yrs cancer-free BFS& Uni 
al. (2005) control qualitative 

group 

Urcuyo et 230 Early- 53.45 < 12 months post- BFS Uni 
al. (2005) stage (12.34) tmnt 

BC 

Weaver et BC- BC& BC- BC> 3 months BFS Multi 
al. (2008) 115 PC 49.71 post-tmnt. 

PC- (7.84) PC < 18 months 
186 PC- post-diag 

65.05 
(7.78) 

Weiss 41 BC& BC-52.9 > 1 yr post-diag, PTGI Multi 
(2002) spouse (8.6) < 5 yrs post-diag BC 60.21 (18.81) 

SP- 55.4 SP 46.00 (22.83) 
(10.0) 

Weiss 72 Spouse 56.8 (9.8) > 1 yr post-diag, PTGI Multi. 
(2004a) of BC < 5 yrs post-diag 47.0 (22.9) Correlations with 

survivor total score only 

Weiss 72 Early- 54.2 (8.6) > 1 yr post-diag, PTGI Multi. 
(2004b) stage < 5 yrs post-diag 57.9 (24.5) Correlation with 

BC total & subscales 
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Table 2.1 (continued) 
Summmy of Quantitative PTG Studies Conducted with Cancer Survivors 

N Type of Age Recruitment criteria Measure of PTG PTG measure 
cancer Mean assessed as 

(SD) multidimensional or 

years umdimensional 

Long1tudmal Studies 

Carboon 62 HC 43 . .40 Tl - dunng tmnt, PTGI-T2 Multi. 
et al (14.30) T2 - post-tmnt 55.l (24.7) Correlations with 
(2005) subscales only 

Lechner et Tl- Early- Tl- < 1 yr post-surgery, BFS Uni 
al. (2006) 230 stage 53.45 5-8 yrs post-surgery 
STUDY 1 T2- BC (12.34) 

96 T2-
59.14 
(10.03) 

Lechner et Tl- Early- Tl- < 8 weeks post- BFS Uni 
al. (2006) 136 stage 50.25 surgery, 5, 8, & 14 
STUDY2 T4- BC (9.15) months post-surgery 

74 

Luszczyn- Tl- Mixed 63 (10.5) 1, 6, & 12 months BFS Multi. 
ska et al. 255 post-surgery PCA - 4 factors 
(2005) T3-

97 

Manne, Tl- BC& BC-49 4 months post-diag, PTGI Uni 
Ostroff, et 162 Spouse (*) 9 months & 18 BC 
al. (2004) T3- SP-51 months after TI Tl - 49.0 (25.7) 

120 (*) T2 - 52.8 (25.5) 
T3 - 55.7 (24.0) 

Schulz & Tl- Mixed 62 (11 4) 1-3 days pre- BFS (German Uni 
Mohamed 255 surgery, 5-7 days vers10n) 
(2004) T5- post-surgery, 1 , 6, 

105 12 months post-
surgery 

Sears et Tl- Early- 51.57 < 20 wks post-trnnt, PTGI-T3 Um 
al. (2003) 92 stage (10.33) 3 & 12 months after 58.43 (25.82) 

T3- BC Tl 
60 

Thornton PC- PC& PC- Pre-surgery & 1 yr PTGI-T2 Um 
&Perez 82 Spouse 61.27 post-surgery PC 46.60 (25.56) 
(2006) SP- (7.19) SP 49.73 (28.82) 

67 SP-
57.36 
(8.82) 

Tomich& 364 BC 48.3 4 months post-dmg, BFS - assessed Uni 
Helgeson (9.75) 3 & 6 months after at Tl only 
(2004) Tl 

Widows et 72 Mixed 47.62 Pre-trnnt & 2 yrs PTGI-T2 Uni 
al. (2005) (51% of (10.04) post-trnnt 64.67 (21.30) 

sample 
BC) 

Note SD = Standard deviation, TI = Time 1 assessment, T2 = Time 2, T3 =Time 3, T5 = Time 5, BC =Breast cancer, PC = 

Prostate cancer, HC = Haematolog1cal cancer, SP =Spouse, tmnt =treatment, diag =diagnosis, BFS =Benefit Findmg Scale, 

PTGI = Posttraumat1c Growth Inventory,*= not recorded, t =as reported m Stanton et al. (2006). 
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As can be seen in the table, 15 of the 24 studies were conducted with the PTGI 

(Tedeschi & Calhoun, 1996) and the remaining studies used the BFS (Tomich & 

Helgeson, 2004). PTGI means were included in Table 2.1 to provide cross-study 

comparison. Means are not provided for the BFS due to variations in scale items and 

method of obtaining BFS total scores across studies. While the psychometric 

properties of the PTGI have been examined in general trauma research, this has not 

been repeated to a similar extent in psycho-oncology. As can be seen in Table 2.1, 

only two studies have investigated the factor-structure of the PTGI (Ho et al., 2004; 

Jaarsma, Pool, Sanderman, & Ranchor, 2006). One study, conducted with a mixed 

sample of cancer survivors in the Netherlands, found a similar five-factor structure to 

the original PTGI design (Jaarsma et al.). Another study, conducted with a sample of 

Chinese cancer survivors, found a four-factor structure to be evident in the Chinese 

version of the PTGI (Ho et al.). Ho et al. found four domains; including, self, 

spiritual, life orientation, and inte1personal. The first three factors loaded onto a 

second-order factor termed intrapersonal. However, it is difficult to ascertain 

whether the differences in factor-stmcture of the PTGI in this case are due to the 

participant sample being cancer survivors, or due to differing cultural contexts 

between Chinese and American participants. 

As discussed in Chapter One, the diagnosis of cancer represents a potentially 

distinct traumatic experience that may influence the level and type of PTG (Brennan, 

2001; Ho et al., 2004; Kangas et al., 2002; Koopman et al., 2002). In a review of 

psycho-oncology PTG research to date, Stanton, Bower, and Low (2006) suggest that 

those diagnosed with cancer show a particular tendency to perceive PTG in 

strengthened relationships, increased appreciation of life, and enhanced spirituality. 

The PTGI is considered a multidimensional measure of PTG; however, this 

inventory was derived in the field of general trauma research and may not be tailored 
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to the positive life changes that may be unique to the context of a diagnosis of cancer 

(Ho et al., 2004). The BFS was designed in a study of women diagnosed with breast 

cancer; however, the studies that utilise this scale predominantly assess positive life 

changes as a unitary construct. 

As seen in Table 2.1, two out of nine studies that used the BFS explored factor 

structure of the BFS (Luszczynska, Mohamed, & Schwarzer, 2005; Weaver, Llabre, 

Lechner, Penedo, & Antoni, 2008). Luszczynska et al. found that the items of the 

BFS loaded onto four factors with a mixed sample of cancer survivors, including 

personal growth, acceptance of life imperfection, sensitivity to others, and improved 

family relationships. Whereas, in a study of breast and prostate cancer survivors, 

Weaver et al. found a six-factor structure of the BFS for both cancer groups. Weaver 

et al. used an extended version of the BFS to incorporate health behaviour changes 

that may occur in this illness-related context, in addition to acceptance,family 

relations,personal growth, world view, and social relations. The addition ofhealth

related changes by Weaver et al. highlights the possibility that different domains of 

PTG will be expressed by cancer survivors compared to other traumatic event 

survivors. This is also beginning to be evidenced in qualitative research within the 

illness context. 

Qualitative assessment. 

Qualitative research is able to capture the unique perspective of the individual; 

a perspective that is not constrained by predetermined categories. For example, 

Tomich et al. 's (2005) mixed method design study incorporated open-ended 

questioning regarding positive life changes after a diagnosis of breast cancer. The 

PTG themes reported by these women includ~d growth domains such as health 

behaviour change and being enabled to help others. PTG domains such as these were 

also evidenced in a qualitative study of 404 people diagnosed with multiple sclerosis 



29 

(Pakenham, 2007). The results from this study indicate the importance that 

participants placed on positive health-related changes that are gained after their 

diagnosis. Leaming more about the disease, becoming aware of one's own health, 

and re-evaluating lifestyle and diet were commonly reported as positive life changes 

(Pakenham). Yet these are areas of positive life changes that were not acknowledged 

or focussed upon in existing measures of PTG prior to Weaver et al. (2008). 

Another recent qualitative study of a peer support initiative for women with 

breast cancer (N = 20) developed a model exploring links to PTG (Sabiston, 

McDonough, & Crocker, 2007). Women in this study were members of a dragon 

boat racing team, which competed using a long narrow boat powered by paddlers and 

a drummer who maintains rhythm. Sabiston et al., found these women to express 

strong PTG themes, including; closer relationships with others, new possibilities and 

opportunities, mental strength, and greater appreciation of life. Also incorporated in 

the model are the changes in physical perceptions expressed by the women as a result 

of taking part in physical challenges associated with dragon boat racing. Sabiston et 

al. found that the most integral self-perception change occurred as the women began 

to view themselves as an athlete. Their perceptions of self and identity improved in 

line with their fitness, strength, and sport competence, encouraging a shift in identity 

and life role. 

In a qualitative study documenting the challenges faced by people undergoing 

bone marrow transplants, participants expressed greater appreciation of other people 

and their needs, of nature, and oflife itself (Xuereb & Dunlop, 2003). The 

experience also induced a reappraisal of their lives, with patients reporting less 

concern about material goals and that relationships with others were strengthened. 

Xuerub & Dunlop suggest that the cancer cannot be objectively viewed as a medical 

condition as it impacts on the person in such a way that it becomes part of the 
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person's identity. They propose that the psychological response to cancer is 

multidimensional and that adjustment and positive life change is determined by the 

search for meaning (how congruent the leukaemia was with the individual's life 

values at the time of diagnosis) and a sense of agency (identification of resources that 

the individual is familiar with and skilled in). 

The psychological response to cancer is multifaceted (Stanton & Revenson, 

2007). Therefore, while quantitative measures are advantageous for characterising 

individuals through existing measures, qualitative research allows for a 

phenomenological understanding of the process of how the individual came to that 

point (Xuereb & Dunlop, 2003). Important psychological ramifications of a 

diagnosis of cancer, such as those found by Xuereb and Dunlop, and the other 

qualitative researchers discussed, point to the necessity of qualitative design in order 

to obtain a clear picture of post-diagnosis adaptation. The benefits of quantitative 

analysis include cross study comparison, development of PTG norms, and 

understanding large amounts of data. However, there is great potential for 

researchers to utilise qualitative measures simultaneously so that both approaches 

can inform the other (Calhoun & Tedeschi, 2006). While the advent of quantitative 

studies has been integral to the PTG literature, this research is still in its infancy, 

particularly in the context of chronic illnesses. By using the conceptual boundaries 

determined by general trauma research, existing measures of PTG may not capture 

the unique experience of being diagnosed with cancer. Qualitative design is essential 

to record the variety of ways that individuals may be experiencing positive life 

changes (Massey, Cameron, Ouollette, & Fine, 1998) and when used in conjunction 

with quantitative methods, a complementary and holistic picture of recovery can be 

examined (Calhoun & Tedeschi; Xuereb & Dunlop). 
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2.3.1 Limitations in Assessment of Posttraumatic Growth in Cancer Survivors 

To summarise the preceding chapters, while the concept of PTG has established 

itself firmly in the general trauma literature, research of PTG in the context of a 

cancer diagnosis is just emerging and quantitative measures derived from general 

trauma research are predominantly used. While quantitative assessment is necessary 

to provide cross-study comparison and generalisation of results, qualitative research 

may be necessary to elucidate positive life changes not considered previously. This 

type of approach would provide a full and coherent picture of the PTG domains 

unique to psycho-oncology. 

Measurement of adjustment to cancer must acknowledge both distress and 

growth associated with the post-diagnosis experience (Brennan, 2001). The inclusion 

of PTG measures embraces this salutogenic paradigm when investigating adaptation 

to a cancer diagnosis. There is no simple dichotomy between growth and pain; they 

are inextricably linked as part of the recovery process (Cordova & Andrykowski, 

2003: Saakvitne et al., 1998). To advance understanding of PTG processes, studies 

need to include measures of both distress and positive life change. Otherwise, 

focusing on only one aspect of the post-diagnosis experience results in an incomplete 

picture of adjustment to cancer and treatment. 

Further, PTG research in the context of cancer diagnoses has predominantly 

utilised single cancer groups, such as breast cancer. As seen in Table 2.1, most 

studies were conducted with breast cancer survivors and three studies with prostate 

cancer survivors. In addition, of the studies involving mixed samples of cancer 

diagnoses, three reported that 50% of the participants were breast cancer survivors. It 

may be that results found in these studies are influenced by factors such as gender 

and the tendency for breast cancer to be diagnosed at a younger age (Thornton & 

Perez, 2006). To extend applicability of study results to the broader population of 
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cancer survivors, further research needs to direct efforts towards investigating PTG 

and the factors that promote PTG across a number of different cancer diagnoses. The 

remainder of this chapter describes these factors that are associated with the 

expression of positive life changes, particularly those factors that have been 

identified through research focussing on cancer survivors. 

2.4 Theoretical & Empirical Framework of Variables Associated with PTG in 

Cancer Survivors 

Whilst the perception of positive life changes after a diagnosis of cancer is a 

common phenomenon (Stanton et al., 2006), PTG does not always occur, nor do 

existing quantitative measures indicate cut-off criteria that determines whether PTG 

over a certain level is deemed as growth. Therefore, it is important to examine the 

individual and situational characteristics that promote the perception of post-trauma 

positive life changes and signifies who are more likely to express PTG. Why is it that 

an individual faced with a diagnosis of cancer can perceive positive life changes after 

dealing with the turmoil and challenges induced by this situation, and another 

individual only perceive despair? The identification of variables that lead to PTG is 

an important contribution to the understanding of the process of adjustment and 

holistic well-being of individuals who have been diagnosed with cancer. 

The last decade of research has seen a number of correlates and predictors of 

PTG that have been identified since the advent of quantitative measures of post

trauma positive outcomes. In their comprehensive theoretical model of PTG, 

Calhoun and Tedeschi (2006, p. 8) indicate rumination (automatic and deliberate), 

self disclosure, and distress to be integral components of post-trauma positive life 

change. Also included in the PTG model is the management of rumination and 

distress and the sociocultural environment in which the person is placed. In the 
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context of a cancer diagnosis, the variables that are related to PTG are not always 

consistent with the general trauma research. Therefore, it is important to examine 

these variables within an illness framework when research is available. The studies 

from Table 2.1 are now presented in Table 2.2, with common correlates of PTG that 

have been identified across these studies. Two studies have not been included in 

Table 2.2 as correlates of PTG were not examined in these studies (Tomich et al., 

2005; Weiss, 2002)). The correlates of PTG are discussed in further detail in the 

remainder of this chapter. 
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2.4.1 Coping 

According to Lazarus & Folkman's (1984) coping theory, coping is an 

interaction between the individual and the environment, whereby potential 

discrepancies between internal resources and external demands are assessed. The 

model of stress and coping proposes that an individual appraises an event as either a 

threat or a challenge, which then dictates their response and management of this 

event (Folkman, 2008; Lazarus & Folkman). Lazarus & Folkman's (1984) model of 

stress and coping has been updated to embrace the possibility of positive emotions 

after a traumatic experience. This latest version of the model incorporates meaning

based coping strategies that lead to positive outcomes (Folkman, 2008). Meaning

based coping is proposed to generate positive emotions, provide motivation to 

continue dealing with the traumatic situation, and regulate distress (meaning-based 

coping will be discussed in more detail in section 2.4.2.1). Emotion-focused coping 

allows the individual to discuss, cognitively process, and accept the event, while 

problem-focused coping involves actively overcoming the situation (Folkman). 

The effectiveness of different coping strategies cannot be assessed without 

taking into account the goodness of fit hypothesis (Lazarus & Folkman, 1984). This 

hypothesis states that coping strategies cannot be judged (as maladaptive or adaptive) 

m isolation of the demands of the given stressful event, as different contexts require 

different responses. For example, in circumstances that are appraised as 

uncontrollable, emotion-focused strategies would be appropriate; whereas, for 

situations that are perceived to be controllable, problem-focussed coping is 

considered adaptive (Conway & Terry, 1992). Hence, a coping strategy that may be 

deemed as adaptive in one context may not be in another situation (Coyne & 

Racioppo, 2000). A single coping strategy cannot be regarded as beneficial across all 

situations and the type of coping strategies utilised will differ depending on the 
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context of the stressful or traumatic event (Lazarus & Folkman, 1984; Schulz & 

Mohamed, 2004). For example, the experience of cancer represents a sequence of 

events that are difficult to alter. Therefore, while active coping may be appropriate in 

controllable situations, emotional expression, acceptance, or positive interpretation 

may be more advantageous immediately after diagnosis (Schulz & Mohamed; 

Updegraff & Taylor, 2000). 

A diagnosis of cancer represents the potential for continued or future trauma, 

and coping with cancer requires a continual reappraisal and adjustment process 

(Zebrack, 2000). Carver (2007) suggests that prospective coping efforts later in the 

cancer experience may differ from initial coping efforts as the coping strategies used 

to deal with the initial diagnosis may not alleviate distress created by treatment. The 

variety of coping strategies utilised by the individual post-diagnosis can be 

conceptualised as the total coping effort (Coyne & Racioppo, 2000; Scott et al., 

2004). Maintaining a high coping effort for long periods of time has been shown to 

be associated with poor long-term adjustment, while a decrease in coping effort over 

time indicates more successful adjustment (Scott et al.). 

To date, the majority of research investigating coping strategies in cancer 

survivors has generally documented resultant distress or well-being, rather than PTG. 

For example, coping through acceptance (Stanton, Danoff-Burg, & Huggins, 2002) 

and emotional expression (Stanton, et al., 2000) have been shown to be related to a 

reduction in distress and an improved quality oflife. Also, utilising a variety of 

coping strategies is suggested to be more beneficial than the use of a single strategy 

in both general trauma research and psycho-oncology (e.g., Collins et al., 1990; 

Franks & Roesch, 2006; Scott et al., 2004; Shakespeare-Finch, Smith, & Obst, 2002). 

In a review of psycho-oncology literature, Stanton et al. (2006) indicate that coping 

strategies that are directed toward dealing with the cancer and treatment are 
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predictive of PTG; whereas coping strategies that avoid the stressors associated with 

this experience are not generally associated with PTG. 

As evident in Table 2.2, pa1ticular coping strategies that have been identified to 

predict PTG post-diagnosis include acceptance (Lechner et al., 2006; Luszczynska et 

al., 2005; Urcuyo et al., 2005), active coping (Bellizzi & Blank, 2006; Kinsinger et 

al., 2006; Lechner et al.; Luszczynska et al.; Urcuyo et al., 2005), positive reappraisal 

(Ho et al., 2004; Lechner et al.; Sears et al., 2003; Thornton & Perez, 2006; Urcuyo 

et al.; Widows et al., 2005), emotional expression (Cordova et al., 2001; Jaarsma et 

al., 2006; Manne, Ostroff et al.), and social support (Kinsinger et al.; Luszczynska et 

al.; Schulz & Mohamed, 2004; Thornton & Perez). However, it should be noted that 

while there are studies showing a relationship between these variables and PTG, 

studies also exist that found no relationship. For example, five studies found no 

relationship between social support and PTG for cancer survivors (Cordova et al., 

2001; Sears et al., 2003; Urcuyo et al., 2005; Widows et al., 2005; Weiss, 2004b). A 

finding that is discussed further in the following section (2.4.1. l ). The coping 

strategies that are associated with an increase in PTG overlap with the strategies 

related to decreasing distress, such as emotional expression. However, as discussed 

later in this chapter, the promotion of PTG does not necessarily lead to reductions of 

distress. 

The PTG psycho-oncology research investigating coping processes has been 

predominantly based on studies with female breast cancer survivors (e.g., Manne, 

Ostroff et al., 2004; Sears et al., 2003; Urcuyo et al., 2005). Therefore, there may be 

gender differences in the types of coping strategies proposed to be associated with 

PTG. For example, women are more likely than men to use emotional expression and 

seek social support to cope with some types of stressful situations, particularly 

health-related stressors (Carver et al., 1989) and it is these strategies that have been 
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linked with increased PTG (e.g., Manne, Ostroff et al.; Thornton & Perez, 2006). As 

there appear to be gender differences in coping, further research can be conducted 

with both men and women across a number of different cancer diagnoses to broaden 

this investigation of coping strategies associated with post-diagnosis PTG. 

2.4.1.1 Social support coping. Social support is widely acknowledged as an 

integral resource for managing distress following trauma (Taylor, 2007). Seeking 

social support after a diagnosis of cancer allows the individual to cognitively process 

the event and shape the coping processes that are used to manage the challenges 

posed by their cancer experience (Boehmer, Luszczynska, & Schwarzer, 2007; 

Schaefer & Moos, 1998). Social support can be conceptualised in three taxonomies 

(Taylor, 2007). Firstly, instrumental social support provides tangible assistance by 

providing invaluable help during a time when normal routine is in disarray. 

Secondly, emotional social support provides the opportunity for the expression of 

and processing of the variety of emotions experienced after being diagnosed with a 

life-threatening illness. Emotional support can also reassure the individual that he or 

she is cared for during this time of uncertainty. Thirdly, informational support occurs 

through ascertaining an understanding of the event and the coping resources needed 

to deal with it. Social support is available from various sources such as family, 

friends, work colleagues, or formal support groups (Taylor). The support base 

formed through the medical environment can also be an important part of the 

recovery process for the patient. The patient-doctor relationship is described later in 

this chapter (section 2.4.6), as is the support provided by fellow cancer survivors 

(section 2.4.8). 

Numerous studies have established social support as an important factor for 

reducing distress and predicting well-being after being diagnosed with cancer (e.g., 

Boehmer et al., 2007; Taylor, 2007). However, support received from family and 
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friends post-trauma can be both beneficial and detrimental, with studies also showing 

an increase in distress symptoms linked to receiving social support (Helgeson, 

Snyder, & Seltman, 2004; Taylor, Falke, Shoptaw, & Lichtman, 1986). Research 

points to the importance of the perception of social resources providing benefits 

post-trauma, rather than the utilisation of such resources (Taylor, 2007). In other 

words, receiving unwanted social support or inadequate social support can be 

distressing; whereas the knowledge that support resources are there in times of crises 

can be beneficial to the individual regardless of whether this was accessed or not. 

Therefore, it is important that the nature of social support is made apparent when 

discussing social suppmi in the post-trauma context. 

Social support is incorporated within the sociocultural context of the PTG 

model (Calhoun & Tedeschi, 2006). However, a positive relationship between social 

support measures and PTG has not been consistently found. Calhoun and Tedeschi 

suggest that this is a consequence of using broad social support measures, further 

highlighting the need to define the nature of social support measured. Positive 

associations between PTG and support have been found for cancer survivors using 

specific social suppmi assessments. For example, support seeking behaviour 

(Thornton & Perez, 2006) and a perception of received social support (Kinsinger et 

al., 2006; Luszczynska et al., 2005; Schulz & Mohamed, 2004) are more likely to be 

related to PTG, In contrast, satisfaction with support (Cordova et al., 2001) and 

assessment that focus only on emotional social support (Sears et al., 2003; Urcuyo et 

al., 2005) showed no relationship with PTG. 

2.4.2 Cognitive Processing 

Excessive rumination has traditionally been linked to increased distress, 

depression, and anxiety (e.g., Nolen-Hoeksema, 2000). More recently, studies have 

identified event-related rumination to be a predictor of PTG (Calhoun, Cann, 



42 

Tedeschi, & McMillan, 2000; Harper et al., 2007; Jaarsma et al., 2006; Manne, 

Ostroff et al., 2004). Calhoun & Tedeschi (2006) propose that the word rumination 

has acquired a negative connotation that is not congruent with the word's original 

definition. For example, the Australian Oxford Dictionary (2004) states that to 

ruminate is to "meditate or ponder" (p. 1127). It is this reflection and cognitive 

processing that allows the event to be contemplated as the individual begins to 

comprehend what has happened to them, assess how their circumstances have been 

altered and what resources they have to deal with it (Calhoun & Tedeschi, 1998). 

This cognitive processing discussed by Calhoun & Tedeschi is analogous with 

Folkman's (2008) Cognitive Theory of Stress and Coping that includes primary and 

secondary appraisals of the event and the resources that are available to manage it. 

In a meta-analysis of PTG, Helgeson, Reynolds & Tomich (2006) found that 

generally positive life changes after experiencing a traumatic event are related to an 

increase of intrusive thoughts regarding the trauma. Helgeson et al. proposed that 

these types of thoughts need to be conceptualised as a marker of cognitive processing 

of the event, rather than markers of distress. These results are synonymous with 

Calhoun and Tedeschi's (2006) PTG model which indicates that soon after the 

traumatic event rumination is likely to be intrusive and automatic, followed by more 

deliberate rumination. This deliberate rumination allows the individual to assess 

resources and coping strategies, establish meaning, and make sense of what has 

happened. 

A large-scale study of a community sample (N = 1131) has provided an 

important distinction between two types of rumination: reflection and brooding 

(Treynor, Gonzalez, & Nolen-Hoeksema, 2003). Treynor et al. propose that 

reflection is an active engagement of cognitive problem solving that decreases 

depression; whereas, brooding is a passive contemplation of expectations or goals 
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Tedeschi and Calhoun (2006) suggest that reflective rumination is related to PTG, 

while brooding does not provide the appropriate context in which to perceive 
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positive life changes. There is some evidence that different types of rumination 

produce differing physical and mental health outcomes in individuals diagnosed with 

a serious illness. For example, three general types of illness cognitions have been 

proposed in a study of rheumatoid arthritis and multiple sclerosis sufferers, 

including; helplessness, acceptance, and perceived benefits (Evers, Kraaimaat, van 

Lankveld, Jongen, Jacobs, & Bijlsma, 2001). Results showed that cognitions based in 

helplessness were associated with adverse physical health and resulted in the disease 

having a greater impact on the patient's daily life. Conversely, acceptance was 

related to improved physical health, increased positive mood, decreased negative 

mood, and perceiving benefits was associated with an increase in positive mood. 

In addition to type of ruminative processes, research with general trauma 

populations also suggests that the timing of rumination may be associated with PTG. 

A study by Calhoun et al. (2000) with university students who had experienced a 

major traumatic event in the last three years (N = 54) showed moderate positive 

bivariate correlations between PTG and two types of rumination (rumination 

occurring soon after the event and more recent rumination). Once placed in a 

multiple regression, only rumination occurring soon after the event was related to 

PTG, whereas recent rumination was no longer associated with reported growth. 

Rumination that occurs early may be integral to the process of post-trauma 

adaptation by allowing the individual to appraise the situation and the resources that 

are available to cope with the challenges generated by this event (comparable to 

primary appraisals in Folkman's theory of stress and coping discussed earlier in this 

chapter). Whereas rumination, particularly intrusive thoughts that continue long after 
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maladjustment (Roberts, Lepore, & Helgeson, 2006). 
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These studies conducted with both illness and general trauma populations 

highlight that this is a complex area of investigation. Further research is needed to 

provide clarity on the role that content and timing of rumination plays in both growth 

and distress. In the context of cancer survivors, research focussing on the relationship 

between intrusive rumination and PTG shows mixed results. For example, as seen in 

Table 2.2, a relationship between intrusions (as assessed by a component of a PTSD 

measure) and PTG was not found in men with prostate cancer (Thornton & Perez, 

2006), women with breast cancer (Cordova et al., 2001, 2007; Manne Ostroff et al., 

2004), or haematological cancer survivors (Carboon et al., 2005); whereas, a positive 

con-elation was shown in a study of participants with mixed cancer diagnoses 

(Jaarsma et al., 2006). 

Other studies have highlighted the multidimensional nature of positive life 

changes by revealing associations between certain domains of PTG and intrusive 

rumination (e.g., Harper et al., 2007). For example, Harper et al. (2007) assessed 

positive life changes through questions regarding physical and psychosocial health 

behaviours with a sample of pa1iicipants with mixed cancer diagnoses (N = 216). The 

results from this study show that cancer-related intrusions were positively associated 

only with health-related positive life changes, and that intrusive thoughts were not 

associated positive life changes such as reassessing life priorities and spending 

quality time with loved ones. These studies are important for identifying possible 

links between intrusive rumination and PTG, as suggested by Calhoun and 

Tedeschi's (2006) PTG model. Further studies are needed to clarify the role that both 

the content and timing of rumination may have on the nature of PTG, rather than the 
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attempt to search for meaning after being confronted with a serious illness. 
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2.4.2.1 Searching for meaning. Folkman's (2008) revised Cognitive Theory of 

Stress and Coping includes meaning-based coping to describe coping that allows for 

the generation of positive emotions, provides motivation to continue dealing with the 

traumatic situation, and regulates distress. After being diagnosed with a serious 

illness the individual can modify existing schemas to integrate the new situation, 

make sense of what is happening, and perceive potential benefits in the situation 

(Folkman & Greer, 2000). lt is this search for meaning that Frankl (1992) proposes is 

the primary motivating force in life. Social-cognitive theorists suggest that as the 

individual is responding to this crisis, they are drawing conclusions, finding 

meaning, and integrating the trauma into their cognitive structures or schemas 

(Brennan, 2001; Greenberg, 1995). This reappraisal of schemas and self can lead to 

personal growth through an existential assessment of life and a renewed appreciation 

for it (Brennan). 

A qualitative phenomenological investigation of patients who underwent bone 

marrow transplants (JI= 10) found that the avenues through which people make 

meaning in the process of living with leukaemia was paramount in how the 

individual dealt with the event and made medical decisions (Xuereb & Dunlop, 

2003). Xuereb and Dunlop found that meaning was attained by assessing the impact 

that leukaemia had on the individual's core values. The researchers suggest that 

searching for meaning is essential in the cancer experience as it allows the individual 

to make decisions and formulate goals. They found that as a result of searching for 

meaning, participant's reappraised their lives, became less concerned with material 

goals, and strengthened their relationships with others. 
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In a longitudinal study of women diagnosed with breast cancer and their 

husbands (N = 120), Manne, Ostroff, et al. (2004) differentiated between types of 

cognitive processing to show that cognitive self-searching, or making sense of the 

situation, was more likely to facilitate positive life changes than emotional self

searching. The results from this study indicated that not all types of cognitive 

processing predicted growth. Actively making sense of the experience and searching 

for meaning led to more PTG over time for the women with breast cancer; whereas 

intrusions, positive reappraisal, and searching for a cause of developing breast 

cancer, at any time point, was not associated with long-term growth. Manne, Ostroff, 

et al. also explored the predictors of PTG in the husbands of the women diagnosed 

with breast cancer, showing that cognitive processing such as intrusions and positive 

reappraisal were found to be associated with greater PTG for these men. Manne, 

Ostroff et al. suggest that individuals discriminate between cognitive processes and it 

is important for future studies to differentiate between the types of rumination that 

lead to PTG in all those struggling in the aftennath of a cancer diagnosis. Also, 

variation in types of cognitive processing will be exhibited by those who are directly 

or indirectly affected by the diagnosis. 

To summarise this section discussing cognitive processing and rumination after 

a diagnosis of cancer, the results of PTG research conducted to date highlight that 

this is a complex area of investigation. Study results can be influenced by 

methodology (e.g., timing of rumination), differentiating between intrusive thoughts 

or deliberate rumination, and the content of this cognitive processing (e.g., searching 

for meaning). Calhoun and Tedeschi's (2006) model of PTG highlights the 

importance of rumination to the perception of PIG. However, empirical research has 

only just begun to uncover the relationship between aspects of rumination and PTG 

in general trauma research and within psycho-oncology literature. Although this a 
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multifaceted construct, researching health behaviours such as cognitive processing 

enables the development of an understanding of how someone diagnosed with cancer 

makes sense of their situation and why they are behaving the way they are. Adaptive 

and maladaptive cognitions may be a determining factor in how someone adjusts to 

chronic illness (Evers et al., 2001). It is through the identification of health 

behaviours and cognitions that are modifiable that enables us to design interventions 

that can be used to aid the process of adjustment and increase the long-term well

being of cancer survivors (Connor & Norman, 1996). 

2.4.3 Individual Factors 

Sociodemographic factors are an important area of investigation to determine 

how individual characteristics influence the perception of positive life changes. 

These factors can be an important indicator of those individuals who are more likely 

to struggle with post-diagnosis adjustment and perceive PTG. Age, gender, and 

education have been implicated in theory and research to play an integral role in the 

likelihood of expression of PTG in both general trauma research and psycho

oncology. 

Age. The inherent wisdom gained through life experience indicates that older 

persons may be more likely to perceive positive life changes after experiencing 

trauma (Tedeschi et al., 1998). However, research has tended to show mixed results 

for the association between age and PTG. These mixed results may be due to the 

context and type of traumatic experience investigated. As seen in Table 2.2, psycho

oncology trends reveal either a negative correlation between age and PTG (Bellizzi, 

2004; Bellizzi & Blank, 2006; Carboon et al., 2005; Cordova et al., 2007; Jaarsma et 

al., 2006, Lechner et al., 2003; Lechner et al., 2006; Manne, Ostroff, et al., 2004; 

Widows et al., 2005) or no relationship (Cordova et al., 2001; Kinsinger et al., 2006; 

Schulz & Mohamed, 2004; Tomich & Helgeson, 2004; Weaver et al., 2008; Weiss 
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2004b ). The studies that did not find a relationship between age and PTG were 

predominantly conducted with breast and prostate cancer survivors. The potential for 

age ranges to be restricted can be evident for breast cancer and prostate cancer 

survivors, who tend to be younger and older, respectively, when diagnosed with 

these cancers (AIHW, 2007; Thornton & Perez, 2006). The studies that found an 

inverse relationship between age and PTG propose that being confronted with a life

threatening illness at a younger age is more distressing than a diagnosis of cancer at 

an older age; thereby inducing a greater potential for reappraisal of life and the 

possibility for PTG to occur. 

Gender. In a meta-analysis of PTG literature, Helgeson et al. (2006) state that 

studies looking at differences in expression of PTG between males and females tend 

to show females reporting greater PTG. This trend is not evident in studies specific to 

psycho-oncology, which generally indicate mixed results. However, there are few 

studies that have investigated mixed samples of cancer types, as PTG research with 

cancer survivors has predominantly been conducted with singular cancer diagnosis 

groups such as breast cancer or prostate cancer. As seen in Table 2.2, nine studies 

had appropriate samples to compare the effect of gender on PTG. Four of these 

studies showed no differences in total levels of PTG as a function of gender (Ho et 

al., 2004; Lechner et al., 2003; Schulz & Mohamed, 2004; Widows et al., 2005) and 

two studies revealed that females reported higher levels of PTG (Bellizzi, 2004; 

Jaarsma et al., 2006). One study did not report gender analyses (Luszczynska et al., 

2005). The remaining two studies show gender differences in certain domains of 

PTG, which are now discussed in more detail. 

In a sample of haematological cancer survivors, Carboon et al., (2005) showed 

that females perceived more positive life changes in the new possibilities and 

personal strength domains of the PTGI when compared to males. Interestingly, a 
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study of breast and prostate cancer survivors showed that men and women 

differentially reported higher PTG in distinct areas of positive life changes (Weaver 

et al., 2008). Results showed that the women reported higher levels of social 

relations growth, while the men reported higher levels of personal growth. However, 

it should be noted that Weaver et al., suggest these results should be conceptualised 

as a cancer diagnosis comparison, rather than a pure gender split as the two groups 

differed on demographic and disease-related factors. This notion is supported by 

Hagedoom et al. (2008) who propose that the investigation of the affects of gender 

when comparing two discrete groups, such as prostate and breast cancer survivors 

may be compromised by factors unique to that particular diagnosis and associated 

treatment. Therefore, further studies are needed with participants, such as those 

diagnosed with colorectal or haematological malignancies, to investigate the impact 

that both gender and cancer type may have on post-diagnosis adjustment and PTG. 

Education. Mixed results are evident for the associat10n between level of 

education and PTG in cancer survivors, with studies indicating no relationship 

(Carboon et al., 2005; Kinsinger et al., 2006; Lechner et al., 2003; Manne, Ostroff et 

al., 2004; Sears et al., 2003; Thornton & Perez, 2006), positive (Cordova et al., 

2007), and negative correlations (Bellizzi & Blank, 2006; Kinsinger et al., 2006; 

Lechner et al., 2006; Urcuyo et al., 2005; Weaver et al., 2008; Weiss, 2004b; 

Widows et al., 2005). These mixed results may reflect that the relationship between 

education and PTG is confounded with factors that are more relevant to positive life 

changes (Linley & Joseph, 2004). For example, Weiss found that education was 

negatively correlated with only the spirituality and religious change subscale of the 

PTGI. Weiss suggests that these results are analogous with research showing that 

those who cope through religion or spirituality are more likely to have less education. 
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2.4.4 Optimism 

Optimists are people who expect good things to happen in life, and are more 

likely to approach problems in a different manner than those with a pessimistic 

nature (Carver & Scheier, 1999). In a health-related context, an individual's level of 

optimism will shape their reaction to a diagnosis of a life-threatening illness and 

determines the types of emotions that follow (Rasmussen, Wrosch, Scheier, & 

Carver, 2006). Optimism may be related to certain coping behaviours such as 

positive reappraisal, thereby allowing the individual to appraise a diagnosis of cancer 

as a challenge rather than as a stressor (Folkman & Greer, 2000). 

Studies with cancer survivors have shown optimism to be related to a decrease 

in distress (Carver et al., 1993; Harper et al., 2007). However, to date the role that 

dispositional optimism plays in the expression of PTG is unclear. Small positive 

relationships between optimism and PTG have been shown with breast cancer 

survivors (Urcuyo et al., 2005) and bone marrow transplant recipients (Curbow, 

Somerfield, Baker, Wingard, & Legro, 1993). However, these results are not 

consistently found. A study that differentiated between benefit finding, positive 

reappraisal and PTG found a significant relationship between optimism and benefit 

finding but not with optimism and PTG (Sears et al., 2003). The small correlations 

between optimism and PTG suggest that these variables are different constructs, and 

it may be that optimism does not directly affect PTG; alternatively, optimism may 

facilitate the types of coping strategies that are associated with PTG (Schaefer & 

Moos, 1998). 

2.4.5 Perceived Control 

Studies investigating locus of control with people who have serious illnesses 

are particularly pertinent due to the issues raised by life-threatening illnesses such as 

cancer. A diagnosis of cancer and the subsequent treatment can undermine the 
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individual's sense of control over their body, perhaps extending into a sense ofloss 

of control over life generally (Lin & Tsay, 2005). As discussed previously, being 

diagnosed with cancer can instigate a period of uncertainty about the future. 

However, being able to regain mastery over the event and over one's life more 

generally, can be advantageous to positive adjustment (Taylor, 1983). A perception 

of control enables the individual to reframe negative connotations attributed to the 

meaning and emotions attached to their diagnosis (Thompson & Kyle, 2000). 

Folkman and Greer (2000) suggest that a sense of greater control may facilitate 

positive outcomes through coping processes such as active problem-solving; whereas 

less control is associated with escape and avoidance, leading to maladaptive 

behaviours. 

An individual's perception of control in regard to health issues can be 

conceptualised as locus of control (LOC). Individuals who perceive an internal LOC 

believe that their own actions determine their health outcome. In contrast, individuals 

who attribute LOC to external sources believe that the state of their health is 

unrelated to their own actions and that this control dwells with either chance, 

powerful others, or, in the case of an illness, doctors (Norman & Bennett, 1996). A 

review of health behaviours in cancer survivors shows that greater internal locus of 

control can facilitate positive health behaviour changes (Park & Gaffey, 2007). 

Studies tend to indicate that those who take on an active role and display internal 

control, exhibit greater adjustment and decreased distress symptoms. For example, 

high internal locus of control in those diagnosed with cancer has been shown to be 

associated with lower anxiety and depression (Burgess, Morris, & Pettingale, 1988) 

and increased social support coping (Chen, Deng, & Chang, 2001). A study of 

Taiwanese patients revealed associations between internal locus of control and 
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greater levels of hope and optimism; whereas chance locus of control was negatively 

related to hope and optimism (Lin & Tsay, 2005). 

Theoretically, a perception of control has been implicated to be important in the 

perception of PTG (Tedeschi & Calhoun, 1995; Tennen & Affleck, 1998), although 

there has been very little empirical evidence documenting the relationship between 

perceived control and PTG. In the qualitative study of breast cancer survivors who 

participate in dragon boat racing, Sabiston et al. (2007) suggest that (re )gaining a 

sense of personal control after being diagnosed with breast cancer is necessary in 

order to change self-perception and perceive PTG. These women regained personal 

control through a perception that they could manage the effects of the cancer and 

possible recurrence, were able to make personal decisions, and felt in command of 

their lives. This perception of control was an important factor in their sense of self 

and was the catalyst for positive life change (Sabiston et al.). 

2.4.6 Patient-Doctor Interaction 

Health professionals such as doctors, nurses, and radiation therapists, 

inadvertently become an integral part of the cancer patient's social support system 

(Alder & Bitzer, 2003). While the medical team can be an important source of 

support for those coping with cancer, if this interaction is unsatisfactory, it can also 

result in being an additional stressor for the patient and their family (Alder & Bitzer). 

Psycho-oncology studies indicate that an unsatisfactory experience with their doctor 

increases the patient's distress and decreases well-being (e.g., Alder & Bitzer; Han et 

al., 2005). Conversely, effective patient-doctor communication has been shown to be 

the behaviour desired by patients and which leads to the most positive experience 

(Harris & Templeton, 2001). 

A qualitative study of breast cancer survivors (N = 15) revealed that these 

women reported doctor characteristics such as communication based in active 
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listening, awareness of the women's own knowledge of their illness, honesty and 

partnership (Han-is & Templeton, 2001). These themes were important physician 

qualities that made the patient's experience more positive. Though ample research 

has explored the impact of patient-doctor relationship on patient distress, there is a 

paucity of studies investigating the impact of this relationship on PTG. Calhoun & 

Tedeschi 's (2006) model of PTG indicates that the sociocultural climate is an 

important factor in coping with the traumatic event. As the medical team can be an 

important source of support or stress, the interaction with these medical professionals 

is anticipated to play a role in the perception of positive life changes that can occur 

as a result of dealing with the experience of being diagnosed with cancer and the 

subsequent treatments. 

2.4.7 Illness and Treatment Factors 

Time since diagnosis. Studies looking at illness characteristics, such as time 

since diagnosis, have shown inconsistent findings in relation to PTG. As seen in 

Table 2.2, cross-sectional and longitudinal research have either found no relationship 

(Bellizzi & Blank, 2006; Carboon et al., 2005; Cordova et al., 2001, 2007; Kinsinger 

et al., 2006; Lechner et al., 2003; Urcuyo et al., 2005; Widows et al., 2003) or a 

positive relationship (Sears et al., 2003) between PTG and time since diagnosis. The 

study showing PTG to be related to a greater period of time since diagnosis was 

longitudinal; whereas, studies finding no relationship were predominantly cross

sectional. Sears et al. recruited women with breast cancer into their study within 20 

weeks of treatment completion. Their results showed a moderate correlation (partial r 

= .27) between time since diagnosis and PTG measured 12 months after recruitment. 

These findings highlight the importance of conducting longitudinal research when 

investigating factors such as time since diagnosis, to overcome methodological 

barriers that may occur with cross-sectional studies 



54 

Treatment. The type of cancer treatments have been shown to influence the 

amount of distress experienced post-diagnosis, with intensity of treatment (Koopman 

et al., 2002) and recency of treatment (Kangas et al., 2002) being associated with 

increased PTSD symptoms. To date, studies investigating the impact that treatment 

has on PTG have generally shown that the type of treatment or surgery undergone 

has no impact on the expression of PTG (e.g., Cordova et al., 2007; Sears et al., 

2003). For example, a study of breast cancer survivors (N = 60) who were recruited 

less than 20 weeks post-treatment showed that medical treatment variables were not 

related to PTG assessed 12 months later (Sears et al.). 

Disease severity & perceived stressfulness. Studies investigating the 

association between disease severity and PTG have predominantly found no 

relationship (Cordova et al., 2007; Kinsinger et al., 2006; Manne, Ostroff et al., 

2004; Thornton & Perez, 2006; Weiss 2004b; Widows et al., 2005). Three studies 

indicate that stage of disease may influence PTG. Urcuyo et al. (2005) found a small 

positive correlation (r = .16) between stage of disease and PTG. Tomich & Helgeson 

(2004) showed that women with Stage II breast cancer had significantly higher levels 

of PTG than women with Stage I cancer. Whereas, women with Stage III breast 

cancer did not differ from the other groups. A curvilinear relationship has also been 

found in a study of participants with a variety of cancer diagnoses (Lechner, et al., 

2003). That is, participants with early and late stage of disease (I and IV) showed low 

levels of PTG; whereas individuals with Stage II reported higher levels of PTG. 

Participants with Stage III did not differ from the other groups. Lechner et al. suggest 

that those with early stage of disease are not sufficiently threatened to create life 

change and those with stage IV of disease are confronted with such a high life threat 

that cognitive processing and perception of PTG is inhibited. 
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Consistent with findings in the broader trauma PTG research (Morris et al., 

2005), studies indicate that subjective appraisal of cancer severity may be more 

important in predicting PTG, rather than objective medical measures, such as stage 

of disease (Bellizzi & Blank, 2006; Cordova et al., 2001; Cordova et al., 2007; Sears 

et al., 2003; Widows et al., 2005). For example, Cordova et al. (2007) included 

measurements of stage of disease and a subjective assessment of disease severity. 

Results showed no relationship between the objective medical measure of disease 

severity and PTG, while a significant positive relationship was found between the 

subjective rating and PTG. Widows et al. further shows the importance of subjective 

perception over objective measures of event severity with bone marrow transplant 

recipients. Results showed that participants' subjective perception of mortality risk 

was associated with PTG, whereas the clinical rating of risk of disease progression or 

recurrence was not. Using a longitudinal design, Widows et al., were also able to 

demonstrate that PTG was associated with perceived changes in distress, rather than 

with actual changes in distress indicated by pre and post-treatment assessments. 

The results from these studies are congruent with the notion that the traumatic 

event has to be perceived by the individual as an event that is of such magnitude to 

disrupt fundamental assumptions (Calhoun & Tedeschi, 2006; Janoff-Bulman, 2006). 

It is this perception of the catastrophic event that provides the opportunity to 

reappraise life and make changes to improve areas that are now more of a priority 

than before the event (Tedeschi & Calhoun, 1996). Conversely, if the diagnosis of 

cancer is not appraised as traumatic, regardless of objective assessments of disease 

severity, the individual is not motivated to reassess their life. 

Type of cancer. As discussed in Chapter One, certain traumatic experiences 

may promote PTG more than other events as they may be conducive to the factors 

that promote greater positive life changes. In a review of positive change following 
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trauma, Linley and Joseph (2004) suggest that it is the characteristics that are 

attached to the event (e.g., life threat, controllability) that potentially influence PTG. 

Similarly, in the context of a diagnosis of cancer, each type of cancer is associated 

with variation of life threat and type of treatment. Research in the area of psycho

oncology has predominantly been conducted with single cancer groups, particularly 

breast cancer and prostate cancer. Although, a few studies have emerged with a 

broad sample of cancer survivors that have specifically examined differences 

between cancer types. This research has investigated how type of cancer diagnosis 

will impact on the way someone will adapt post-diagnosis; however, has generally 

not explored differences in levels of PTG. 

Research has shown that those diagnosed with breast cancer are more likely to 

complete treatment (Simmons & Lindsay, 2001) and use approach coping when 

appraising their cancer as a challenge or threat (Franks & Roesch, 2006). Simmons 

and Lindsay determined that the cancer type difference in behaviour was not merely 

a function of gender as differences remained when comparing females across a 

variety of cancer types. A study examining distress across 14 types of cancer 

diagnoses found that lung cancer patients exhibited the highest levels of distress, 

followed closely by brain and pancreatic cancers (Zabora, Brintzenhofeszoc, 

Curbow, Hooker, & Piantadosi, 2001). Zabora et al. suggest that diagnoses which 

have a poorer prognosis due to treatment ineffectiveness for these particular tumour 

sites play a role in determining the post-diagnosis distress experienced. 

To date, there are no studies that examine quantitative differences across cancer 

diagnosis groups in their levels of PTG. Standardised measures of PTG pennit a 

limited comparison across different studies, showing a broad variability in reported 

growth across cancer type samples (Stanton et al., 2006). However, due to 

methodological variation between these studies it is difficult to draw conclusions. To 
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date, the only study to look at variation in PTG between people with different 

diagnoses of cancer has been a qualitative study of bladder, breast, colorectal, 

gynaecological, head and neck, and prostate cancer survivors (N = 58; Foley et al., 

2006). This study assessed frequencies of themes expressed by each cancer type 

group to find no differences in the number of PIG themes reported between groups. 

Previous research investigating treatment adherence and coping style indicate that it 

is an erroneous assumption to perceive that the post-diagnosis experience is 

synonymous across all types of cancer (Hagedoom et al., 2008; Zabora et al., 2001 ). 

Clearly, further studies are needed to establish whether type of cancer diagnosis will 

impact on the perception of PTG. 

2.4.8 PTG Modelled B?haviour 

The individual's sociocultural climate is an important element in the process 

leading to PTG (Calhoun & Tedeschi, 2006). A study by Weiss (2004b) found 

significantly increased PTG for breast cancer survivors who had contact with people 

who had perceived positive life changes after a similar experience. PTG modelled 

behaviour was exemplified through a variety of individuals in the women's lives, 

including friends, family, co-workers, and support group members. PTG reported by 

breast cancer survivors was also shown to be associated with an increase in their 

husband's reported PTG (Weiss, 2004a). Weiss suggests that exposure to PTG 

models facilitates cognitive processing through the provision of new perspectives of 

the cancer experience. Exposure to positive interpretations of the cancer experience 

can result in a 'contagious' transmission of PTG, allowing the individual to 

cognitively process the experience in a way that promotes positive life changes 

(Weiss). 

Cancer support groups are a potential source of PTG modelled behaviour. 

Fellow cancer survivors provide role models through a shared understanding that is 
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not always available from family, friends or health professionals (Grande, Myers, & 

Sutton, 2006). Grande et al. compared cancer survivors with a range of diagnoses 

who attended support groups (N = 63) to cancer survivors who did not participate in 

support groups (N= 44). Results showed that support group members were more 

likely to be female, younger, and more educated. They also used more adaptive 

coping strategies and felt more in control over their cancer, in addition to having 

higher levels of distress and anxiety than participants who did not attend support 

groups. Interestingly, support group members also reported receiving less support 

from a significant other. Grande et al., suggest that while support groups are 

beneficial, this type of formal support may not suit cancer survivors who are already 

adequately supported. The cross-sectional nature of this study prevents causality 

being assumed and results may indicate that cancer survivors who have higher levels 

of distress, utilise adaptive coping strategies, and lack support from other arenas, are 

more likely to seek out support networks. 

Similarly, in a study of wives of men diagnosed with prostate cancer (N = 29), 

Manne, Babb, Pinover, Horwitz, & Ebbert, (2004) found that those who attended 

psycho-educational group meetings showed improvements in positive reappraisal 

coping and a decrease in denial-based coping when compared to a control group (N = 

31 ). This study also investigated positive life changes and found that those attending 

group meetings reported higher levels of PTG, while levels of distress did not differ 

for both groups of women. Manne, Babb et al. propose that when assessing the 

benefits of this psycho-educational group, traditional assessment of psychopathology 

would indicate a negligible effect. However, the increase in positive life changes that 

had been perceived by these women can be considered an important and successful 

outcome of group attendance. Studies exploring the impact that support group 
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benefits that this type of support network may have on the promotion of PTG. 

2.4.9 Distress 
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A traditional pathogenic paradigm implies that positive and negative post

trauma outcomes exist on opposite ends of a continuum; with a positive outcome 

represented by the absence of psychopathology such as depression or anxiety and a 

return to premorbid functioning (Brennan, 2001; Huppert & Whittington, 2003). For 

PTG and distress to be present on a continuum, studies should consistently identify 

negative correlations between these two constructs (Linley & Joseph, 2004). 

However, the emerging PTG literature has shown mixed results. Theoretically, the 

existence of distress has been discussed as a necessary catalyst and potential co

existing factor for positive life changes, as PTG can not be generated without the 

foundations oflife being severely shaken and interrupted (Calhoun & Tedeschi, 

1998, 2006; Janoff-Bulman, 1992, 2006). Calhoun and Tedeschi's (2006) model of 

PTG show distress, and the management of distress, to be integral components in the 

perception of positive life changes. 

Research specific to cancer survivors also show mixed results, with no 

relationship (e.g., Cordova et al., 2001, 2007), positive linear relationships (e.g,. 

Jaarsma et al., 2006), and negative linear relationships (e.g., Ho et al., 2004) found 

between PTG and distress. A curvilinear relationship between distress and PTG has 

also been proposed (Lechner et al., 2006). Lechner et al. found that breast cancer 

survivors who reported low and high levels of PIG had low levels oflong-term 

depression and negative affect; whereas those with an intermediate level of PTG had 

higher levels of distress. 

Variation in results can partly be attributed to conceptualisation and 

measurement of distress. For example, some studies utilise the Impact of Events 
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Scale (Horowitz, Wilner, & Alvarez, 1979) or the revised version of this scale 

(Weiss & Marmar, 1997) as an indicator of global distress, while others use this 

measure to specify the presence of cognitive processing (intrusion and avoidance). 

Other studies include measures of negative coping styles, negative affect, anxiety 

and/or depression to indicate distress. In a review of PTG psycho-oncology literature, 

Stanton et al., (2006) proposed that differing methodologies, cancer types, composite 

measures of distress and adjustment, and timing of post-diagnosis assessment 

contribute to the diverse results. 

As seen in Table 2.2, studies reveal that PTSD either has no relationship 

(Cordova et al., 2001; Cordova et al., 2007; Thornton & Perez, 2006; Widows et al., 

2005) or a positive relationship (Jaarsma et al., 2006) with PTG. Depression is either 

inversely related to PTG (Urcuyo et al., 2005) or has no relationship (Cordova et al., 

2001; Ho et al., 2004; Jaarsma et al., 2006; Lechner et al., 2006) and one study has 

shown no relationship between anxiety and PTG (Carboon et al., 2005). The trend 

indicated by these studies is for PTG to be unrelated to PTSD symptoms, depression, 

and anxiety in cancer survivors. 

Studies investigating a relationship between negative affect and PTG are 

mixed, with positive relationships (Thornton & Perez, 2006; Tomich & Helgeson, 

2004; Widows et al., 2005) and negative relationships (Ho et al., 2004) being shown 

between these variables. One factor that may impact on these findings is the timmg 

of assessment, as highlighted in a longitudinal study of cancer survivors that 

conducted assessment prior to treatment and two years post-treatment (Widows et 

al.). Widows et al. did not find a relationship between PTG and negative affect at 

either Time 1 or Time 2. At Time 2, PTG was related to the participants' recall of 

pre-treatment distress and perceived improvement in distress over time. Thus, the 

results from this study indicate that subjective perception of negative affect at the 
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time of diagnosis influences levels of PTG, rather than actual assessment of distress 

(Widows et al.). 

2.5 Summa1y and Future Directions 

To summarise the preceding chapters, PTG research emerging within psycho

oncology has indicated positive life changes to be an important area of investigation 

when embracing the holistic recovery of the individual. For some individuals, the 

word cancer can represent an insidious disease and is an ever-increasing threat with 

the incidence of diagnoses rising. More recently, however, the likelihood of 

surviving a diagnosis of cancer has increased. As the number oflong-term survivors 

has grown, research efforts have reflected this with an influx of studies investigating 

adjustment and long-term well-being of cancer survivors. Pathogenic research 

assesses a positive outcome as an absence of psychopathology (e.g., anxiety, 

depression, distress). The previous 15 years of psychological research have seen an 

acknowledgement and empirical measurement of positive post-diagnosis life 

changes. Embracing a salutogenic paradigm acknowledges that experiencing a 

traumatic event will result in both negative and positive circumstances. 

The term posttraumatic growth encompasses the possibility that an individual 

can expenence a significant beneficial change in cognitions and emotions after a 

traumatic experience. These life changes are an outcome of one's core beliefs about 

the world, and themselves in the world, being challenged and examined. PTG occurs 

as a result of the struggle and reappraisal of world view, not as a direct result from 

the trauma itself. The emergence of PTG psycho-oncology quantitative research in 

the last decade, through utilisation of measures developed in the general trauma 

research field, has strengthened the literature investigating positive post-diagnosis 

life changes. However, current PTG inventories may not assess potential health-
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related changes that have begun to be repo1ied in the qualitative literature; thus, 

indicating the need for an enhancement of the picture of positive life changes that 

may be unique to the cancer experience. The utilisation of qualitative research, in 

conjunction with quantitative studies, is warranted in order to provide a 

comprehensive and unique perspective of an individual's post-diagnosis adaptation; a 

perspective guided by, but not constrained to, predetermined categories. 

A number of correlates and predictors of PTG have been identified since the 

advent of quantitative measures of post-trauma positive outcomes. For example, 

coping strategies that are directed toward actively dealing with the cancer and 

treatment are predictive of PTG; whereas coping strategies that continually avoid the 

stressors associated with this experience are not associated with PTG. Also, specific 

areas of social support coping has been shown to be associated with PTG, such as a 

perception ofreceived social support and proactive support seeking behaviour. 

Research has indicated that content and timing of rummation has differing effects on 

the expression of PTG after a traumatic event. Early rumination, deliberate 

rumination of possible benefits, searching for meaning, and rumination that is 

reflective in nature rather than brooding are associated with positive life changes. 

However, the construct of cognitive processing has been demonstrated to be a 

complex area of investigation and further research is needed within psycho

oncology. Sociodemographic and illness characteristics are also an important 

indicator of expression of PTG after a diagnosis of cancer. Variables such as 

optimism, perceived locus of control, patient-doctor interaction, PTG modelled 

behaviour, distress, trauma severity, perceived stressfulness, and demographic 

factors have all been shown to play a role in PTG. 

In the context of a cancer diagnosis, the variables that are related to PTG are 

not always consistent with the general trauma research. Therefore, it is important to 
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examine these variables within an illness framework. Also, as the majority of PTG 

research with cancer survivors has predominantly utilised single groups of cancer 

types, such as breast cancer survivors, further research is warranted to broaden this 

sample. Generalisation of results to other cancer types is constrained due to results 

being influenced by gender and the unique post-diagnosis environment that may exist 

for each particular diagnosis group. 

2.6 Rationale and Aims of Study 1 

The strength of current literature points to PTG being a distinct phenomenon 

and essential to document in the cancer expe1ience in order to broaden the 

understanding of the psychological ramifications of cancer. Differences found in the 

expression of PTG across varying cultures and traumatic experiences indicate that 

research needs to be conducted in situation-specific contexts. Therefore, the primary 

aim of Study 1 is to establish PTG descriptive data for an Australian based sample of 

cancer survivors utilising a cross-sectional design. In addition to quantitative 

measures included in the questionnaire, a qualitative component is incorporated in 

this study by inviting participants to write a narrative of their experience. These 

narratives will supplement the quantitative measurements of adjustment and PTG in 

order to explore any potential aspects of post-diagnosis life changes not captured by 

existing measures. 

A secondary aim of Study 1 is to assess a statistical model of PTG in order to 

understand factors that promote PTG and reduce long-term adverse outcomes. 

Calhoun and Tedeschi's (2006) theoretical model of PTG highlights several 

components in the perception of positive life changes, including rumination, 

sociocultural context, and distress. In particular, rumination has been identified as an 

important factor linked to PTG, yet the role that rumination plays in the promotion of 
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PTG needs clarification. As previous research indicates that different aspects of 

rumination influence PTG (e.g., content and timing), this study will conduct 

exploratory analyses on a rumination inventory designed for general trauma research 

to determine what is pertinent to cancer survivors. 

The current research also intends to invite a broad sample of cancer survivors 

to participate. Study 1 will investigate the possible heterogeneity that exists between 

cancer types during post-diagnosis adaptation, while controlling for factors that 

potentially influence the relationship between cancer type and PTG. As discussed in 

this chapter, there are a number of potential individual and situational characteristics 

that influence PTG; including demographic factors, cancer and treatment variables, 

rumination, coping strategies, PTG modelling, locus of control, optimism, distress, 

trauma severity, and patient-doctor interaction. Inconsistencies that exist between 

psycho-oncology research and general trauma research indicate that predictors of 

PTG may be situation specific (even within different contexts in psycho-oncology). 

Therefore, this study intends to contribute to the emerging picture of post-diagnosis 

adaptation leading to the perception of positive life changes. 

In summary, Study 1 aims to: 

• Conduct a structural equation model of PTG including factors that have been 

implicated in Calhoun and Tedeschi's (2006) PTG model, particularly 

rumination. Based on previous research it is hypothesised that perception of 

trauma severity and social support will be positively associated with PTG 

(Cordova et al., 2008; Thornton & Perez, 2006), whereas the relationship 

between rumination and PTG will depend on types of rumination revealed in 

the Principal Components Analysis (Calhoun et al., 2000; Treynor et al., 

2003). 
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• Examine a second model that includes post-diagnosis distress to investigate 

factors that may be differentially associated with PTG and distress. Based on 

the growing trend in psycho-oncology showing lack of relationship between 

distress (measured as PTSD symptoms) and PTG, it is hypothesised that 

distress and PTG will not be associated in this SEM. 

• Explore possible heterogeneity in individual/situational characteristics, 

adjustment, distress, and PTG that may exist between different cancer 

diagnosis groups. Based on research showing differences in post-diagnosis 

adjustment (e.g., Franks & Roesch, 2006), it is hypothesised that significant 

differences between diagnostic groups will be shown in factors related to 

adjustment. 

• Explore potential factors associated with different domains of PTG, as 

positive life changes can be considered as a multidimensional construct. 

• Enhance the phenomenon of PTG and post-diagnosis adjustment by exploring 

and identifying the experiences and challenges faced through qualitative 

design. Based on previous qualitative studies in illness-related contexts (e.g., 

Weaver et al., 2008), it is anticipated that other PTG domains, not measured 

in existing inventories, will be identified that are unique to the experience of 

a cancer diagnosis. 



Chapter Three 

Study 1 
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The first study in the research comprising this thesis is a cross-sectional design 

and was intended to capture a broad sample of cancer diagnoses in order to address 

initial aims of the project. These aims were to i) develop statistical models of PTG 

and distress incorporating rumination, ii) investigate potential differences in PTG 

between participants with varying cancer diagnoses, iii) identify variables that may 

influence identified cancer type differences, and iv) explore factors associated with 

different domains of PTG. Study 1 also incorporated a qualitative component by 

inviting participants to include a narrative of their experience; thereby enhancing the 

understanding of PTG and post-diagnosis adjustment by identifying and exploring 

the experiences and challenges unique to the context of a cancer diagnosis. 

3.1· Method 

3.1.1 Participants 

Three hundred and thirty-five participants were recruited through the WP 

Holman Clinic at the Launceston General Hospital (LGH) in Tasmania, Australia. 

The LGH is a regional hospital servicing the northern part of the state and the sample 

had all undergone treatment for cancer at the Clinic in 2003 and 2004. Participants 

had a mean age of 62.99 years (SD = 12.23), were predominantly married, no longer 

had cancer, and were no longer receiving treatment. Cancer diagnoses were grouped 

into major categories in consultation with the oncologists at the Clinic. For example, 

primary diagnoses such as lymphoma, leukaemia, and myeloma were categorised 

into haematological malignancies, and diagnoses such as bowel and rectal cancers 

were grouped into colorectal cancers. Data regarding demographic v_ariables and 

diagnoses can be found in Table 3.1. 
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Table 3.1 

Demographic and Disease-Related Information for the Sample (N = 335) 

N % 

Gender 

Male 150 44.78 

Female 185 55.22 

Relationship Status 

Married/De facto 252 75.22 

Not in relationship (single, 82 24.48 
divorced, separated, widowed) 

Ethnicity 

Anglo-Australian 303 90.45 

Other 20 5.97 

Education 

Less than Grade 10 86 25.70 

Grade 10 97 29.00 

Completed secondary school 45 13.43 

Diploma/T AFE 56 16.72 

Undergraduate University 24 7.16 

Postgraduate University 23 6.87 

Area lived 

Rural 151 52.80 

Regional city 169 45.40 

Current Cancer Status 

Have Cancer 62 18.51 

No longer have cancer 234 69.85 

Don't know 30 8.96 

Current Treatment Status 

Still receiving treated 76 22.69 

No longer being treated 252 75.22 

Main Diagnoses 

Breast 113 33.73 

Prostate 50 15.22 

Haematological 43 12.84 

Colorectal/Rectal 29 8.66 

Gynaecological 18 5.37 

Lung 14 4.18 

Head/Neck 12 3.58 

Gastric 10 2.99 
Note. Missing cases and data are discussed in results section 3.2.1. 



68 

The survey return rates for each major diagnostic group are comparable to the 

incidences of these diagnoses at this clinic; with the exception of lung cancer which 

had a higher rate of diagnosis (19%) than surveys returned (4%). The low return rate 

for people diagnosed with lung cancer may be indicative of the high prevalence of 

disabling symptoms (such as respiratory problems) and incidence of mortality found 

with this type of cancer (AIHW, 2007). Also, breast cancer survivors had a higher 

return rate of surveys (34%) than rate of diagnosis (21 %). The higher return rate for 

breast cancer survivors may be indicative of more public acceptance and media 

awareness of this type of cancer, increasing this group's willingness to participate in 

research asking them how they dealt with their diagnosis (Kedrowski & Sarow, 

2007). 

3.1.2 Procedure 

Ethics approval for this project was obtained through the Human Research 

Ethics Committee (Tasmania) Network (Reference number H8662). Participants 

were identified by the WP Holman Clinic at the Launceston General Hospital and a 

survey package was mailed to every person treated for cancer at the Clinic in 2003 

and 2004. The researcher did not have access to patient details or records in order to 

preserve confidentiality, and participants remamed anonymous as no identifying 

information was returned with the surveys to the researcher. The survey package 

consisted of an Information Sheet, Consent Form, Survey, and Reply Paid envelope. 

Out of a potential 1011 patients, 55 surveys were returned to sender unopened. Three 

hundred and thirty-five completed surveys were returned, which after taking into 

account surveys not received by participants, indicates a 35% return rate. While this 

is a conservative estimate, as additional surveys may not have been sent to a current 

address, the completed surveys returned exceed suggested return rates for mail-out 

surveys (Neuman, 1997). 
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3.1.3 Quantitative Measures 

The survey included questions regarding demographic information, such as 

participant age, gender, relationship status, ethnicity, education, and the area lived in 

Questions regarding disease-related characteristics were also included, such as type 

of diagnosis, time since diagnosis, previous diagnoses, current cancer status, whether 

treatment was ongoing, and ratings on a 5-point Likert scale of their perception of 

prognosis, current physical health, and severity of the event. In addition to 

standardised inventories, questions regarding satisfaction with patient-doctor 

relationship, support group attendance, and exposure to PTG modelled behaviour 

were included in the survey. These non-standardised items are now discussed in 

more detail and can also be found in Appendix A (standardised inventories used in 

the survey are not included in Appendix A and can be found via the appropriate 

references). 

Four questions were included to ascertain participant's satisfaction with aspects 

of their interaction with their doctor. Participants identified the doctor that they felt 

played the most important role after their diagnosis (e.g., oncologist, GP, surgeon), 

and rated on a 4-point Likert scale from 1 to 4 (not at all to completely) the extent of 

satisfaction with this professional relationship. For example, "Are you satisfied with 

the information you received from your doctor about your cancer and treatment?" 

(See Appendix A for all items). To ascertain whether participants had been exposed 

to PTG modelled behaviour, two questions were included regarding whether the 

participants had contact with a person who had experienced a similar situation and 

perceived benefits from this experience (yes/no). If the response was yes, participants 

were then required to state the nature of that relationship (e.g., friend, sister, father). 

Three questions regarding support groups were also included to ascertain whether the 



participant had attended regular support group meetings, and if yes, whether the 

meetings had been useful and if no, why they had not attended. 
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The standardised measures incorporated into the survey were: Posttraumatic 

Growth Inventory, Impact of Events Scale-Revised, COPE Inventory, Rumination 

Inventory, Illness Cognition Questionnaire, Multidimensional Health Locus of 

Control, and Life Orientation Test - Revised. Descriptions of the measures are 

detailed below. 

Posttraumatic Growth Inventory ([PTGI] Tedeschi & ~alhoun, 1996). The 

PTGI is a 21-item questionnaire designed to obtain an overall assessment of positive 

outcomes that may occur as a result of negotiating post-trauma challenges. The 

measure distinguishes between growth in five areas; new possibilities, personal 

strength, appreciation of life, spiritual change, and relating to others. Participants 

were asked to indicate the degree to which each statement had occurred in their life 

as a result of being diagnosed with cancer (e.g., "I discovered that I'm stronger than I 

thought I was"). Each item required a response on a 6-point Likert-scale from 0 to 5 

(not at all to ve1y great degree). Tedeschi and Calhoun's (1996) development of this 

scale revealed strong internal consistency (a = .90), which has since been replicated 

in many studies pertaining to a broad range of traumatic events (e.g., illness, 

bereavement, workplace trauma, sexual abuse). The PTGI has also been shown to be 

robust measure of positive post-trauma change in an Australian context; with results 

showing a similar factor-structure to the original PTGI and strong reliabilities 

(Morris et al., 2005). Strong internal consistency has been found for the PTGI total 

score and subscale scores in previous research with cancer survivors (e.g., a= .97 for 

PTGI total score and ranging from a= .87 to .94 for subscales; Sears et al., 2003). 

The current study evidenced similar internal consistency for the PTGI. Cronbach co-
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efficient alphas for all measures used in the cmTent study are reported in Table 3.2 in 

the following section (section 3.2.1, p. 79). 

Impact of Events Scale-Revised ([IES-R] Weiss & Marmar, 1997). The IES-R 

is a 22-item questionnaire that measures subjective distress after experiencing a 

traumatic event. The IES-R was designed to assess hyperarousal, intrusion and 

avoidance symptoms that paralleled the DSM-IV (1994) criteria for PTSD. In 

addition to subscale scores, studies with cancer survivors have utilised total IES-R 

scores to indicate participant's overall distress (e.g., Koopman et al., 2002). An 

investigation of the psychometric properties of the IES-R, in comparison to other 

PTSD measures, proposed that a total IES-R score of 33 and above indicates the 

presence of clinical levels of PTSD (Creamer, Bell, & Failla, 2003). The IES-R 

requires participants to rate each item on a 5-point Likert-scale from 0 to 4 (not at all 

to extremely). In the cun-ent study participants were instructed to indicate how 

distressing each item had been in their life since their diagnosis of cancer (e.g., "I 

thought about it when I didn't mean to"). Numerous studies have shown robust 

reliabilities for the IES-R in psycho-oncology (e.g., a> .77 for IES-R subscales; 

Thornton & Perez, 2006), with similar alpha coefficients being found in the current 

study (see Table 3.2). 

COPE Invent01y (Carver, Scheier, & Weintraub, 1989). The COPE inventory is 

a 60-item inventory assessing a broad range of coping strategies. In addition to 

COPE subscales, the total COPE score can be used as an indication of total coping 

effort (Coyne & Racioppo, 2000; Scott et al., 2004). Participants were asked to 

indicate the extent to which each item was applicable in their experience of trying to 

deal with their cancer, requiring a response on a 4-point Likert-scale from 1 to 4 (I 

usually don't do this at all to I usually do this a lot). Although numerous researchers 

use the Brief COPE as a shortened assessment of coping, the representation of each 



coping strategies by 2 items cannot be considered as robust as the four items per 

coping strategy provided in the full COPE inventory (Hair, Anderson, Tatham, & 

Black, 1998). Therefore the full COPE inventory was used. 
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Similar to previous studies utilising the COPE inventory (e.g., Stanton et al., 

2002), selected subscales were used rather the entire measure to reduce the overall 

length of the survey. Ten out of the fifteen subscales of the COPE that were 

theoretically important to PTG and relevant to the aims of the current study were 

included, reducing this to a 40-item inventory. The COPE subscales included in the 

survey were: positive interpretation, behavioural and mental disengagement, focus 

on/venting emotions, instrumental and emotional social support, active coping, 

denial, humour, and acceptance. 

The COPE Inventory has been used extensively in psycho-oncology research 

with acceptable to strong internal reliability scores (e.g., subscale alphas were found 

to range from a= .69 to .80 with prostate cancer survivors, Thornton & Perez, 2006). 

The Cronbach alpha coefficients for the current study (see Table 3.2) reveal three 

subscales with an alpha less than .60 (mental disengagement, behavioural 

disengagement, and denial). These alphas are in the low range and are consistent 

with findings reported by Carver et al (1993). However, as these subscales were 

deemed to lack reliability for the current study, they were removed from subsequent 

analyses. 

Rumination Invent01y ([RI] Calhoun et al., 2000). This inventory is a 14-item 

questionnaire designed to measure rumination that may occur soon after a traumatic 

event and more recently. The questions were adapted for this study to make the items 

pertinent to the participant's cancer diagnosis (e.g., "Soon after my diagnosis, I 

thought about my cancer when I didn't mean to"). Participants were required to 

respond on a 4-point Likert-scale from 1 to 4 (not at all to often). Calhoun et al. 
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distinguished between rumination that occurred soon after the event and rumination 

that occurred more recently. Strong internal consistency was found in the 

development of this scale (Calhoun et al.) with Cronbach alpha coefficients for the 

subscales measuring rumination soon after the event, a= .81, and rumination that has 

occurred more recently, a= .88. Strong reliability co-efficients were also found in 

the present study for these subscales (see Table 3.2). 

Illness Cognition Questionnaire ([ICQ] Evers et al., 2001). The ICQ is an 18-

item questionnaire designed to measure 3 types of illness cognitions that reflect the 

ways in which the individual is evaluating their chronic condition, including; 

helplessness, acceptance, and perceived benefits. Items were modified to state 

'cancer' as the chronic condition (e.g., "Because of my cancer, I miss the things I 

like to do the most"). Participants responded to each item on a 4-point Likert-scale 

from 1 to 4 (not at all to completely). High internal reliability was shown in the 

development of the ICQ with Cronbach alpha co-efficients ranging from a= 84 to 

.91 (Evers et al.) and in the current study (see Table 3.2). 

Multidimensional Health Locus of Control ([MHLC] Wallston, Wallston, & 

De Vellis, 1978). The MHLC is a set of 18 belief statements that require the 

participant to rate their agreeance/disagreeance on a 6-point Likert scale, ranging 

from 1 to 6 (strongly disagree to strongly agree). Form C of the MHLC was included 

in the current study to ascertain the participant's belief about where their locus of 

control (LOC) is placed in regards to their cancer. The subscales of the MHLC 

utilised in the current study were health locus of control that the participant attributes 

internally and due to chance. The internal subscale of the MHLC reflects the 

participant's belief in their own ability to contJ;ol the situation (e.g., "Ifmy cancer 

worsens, it is my own behaviour which determines how soon I will feel better again"). 

The chance subscale indicates participants who perceive that their health is unrelated 
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to their own actions and believes that fate or chance determines post-diagnosis 

experience (e.g., "If my cancer worsens, it's a matter of fate"). Previous studies 

utilising the MHLC in illness-related contexts have shown strong internal reliability 

(e.g., a= .91 for internal subscale and a= .87 for chance subscale), which was also 

evident in the current study (see Table 3.2) 

Life Orientation Test-Revised ([LOTR] Scheier, Carver, & Bridges, 1994). The 

LOTR is a brief 10-item questionnaire (6 target items, 4 filler items) designed to 

assess dispositional optimism (e.g., "In uncertain times I usually expect the best"). 

Participants are required to respond on a 5-point Likert scale from 1 to 5 (strongly 

disagree to strongly agree). Items 1, 3, 4, 7, 9, 10 are totalled after reversal of items 

3, 7, and 9 to obtain a total score representing orientation toward optimism. Studies 

have shown strong internal reliability for this scale with cancer survivors (e.g., a = 

.83; Harper et al., 2007), which was replicated in the current study (see Table 3.2). 

Qualitative Measures. In addition to the quantitative measures, space was 

provided on the back page of the survey for participants to write comments on how 

they were dealing with (or dealt with) being diagnosed with cancer and any life 

changes that may have occurred as a result of this experience. The qualitative 

research approach and results are discussed in section 3.4 (p. 106). 

3.2 Quantitative Results 

The quantitative results in the following section address the initial aims of 

Study 1. The results presented include data cleaning and assumption testing (section 

3.2.1), descriptive statistics (section 3.2.2), structural equation models of PTG and 

distress (section 3.2.3), heterogeneity of adjustment and PTG between participants 

with different cancer diagnosis groups (section 3.2.4), an exploration of potential 

factors promoting different domains of PTG (section 3.2.5). A chapter discussion 



75 

regarding Study 1 quantitative results is presented in section 3 .3. The final aim of 

Study 1 was to explore the post-diagnosis experience through qualitative design. The 

qualitative results and discussion are presented in the remainder of this chapter 

(sections 3.4 to 3.7), followed by limitations of the qualitative and quantitative 

aspects of Study 1 and suggestions of future directions for research (section 3. 8). 

3.2.1 Data Cleaning and Assumption Testing 

Statistical analyses were conducted using the Statistical Package for the Social 

Sciences (SPSS, version 14.0) and structural equation modelling was perfonned 

using AMOS (version 6.0). Missing data in the standardised inventories was assessed 

to be random and occurred infrequently (not exceeding 3.6% for any inventory). For 

inventories that relied on totalling items for subscale and/or total scores, missing data 

was replaced with the item mean in inventories where at least 95% of items were 

answered (Tabachnick & Fidell, 2000). For the few cases that had more than 5% of 

items missing in an inventory, any items that had been responded to were deleted, 

thereby creating a missing subscale and/or total score (Hair et al., 1998). Assessment 

of items in the survey showed that two variables had considerable missing data; age 

(19.1 %) and time since diagnosis (17.0%). Potential differences between participants 

who did and did not answer these items were assessed to reveal predominantly no 

differences in demographics, PTGI or IES-R total/subscale scores. The only 

exception was significantly more males (63.2%) had missing data for the survey item 

requesting time since diagnosis than females (36.8%). All SPSS output examining 

differences in demographics, PTGI or IES-R total/subscale scores can be found in 

Appendix B. 

The major types of statistical analyses that were conducted in Study 1 included 

mean difference tests (t-test, ANOVA, ANCOVA, MANOVA) and analyses based 

on relationships among variables, such as correlations, principal components 
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analysis, and structural equation modelling. Assumptions common across these 

analyses include univariate, bivariate or multivariate tests of nonnality, outliers, apd 

linearity for groups being tested and for the whole sample. Examination of 

frequencies, normal probability plots, scatterplots, and Mahalanobis distance 

revealed minimum breaches in assumptions; with the exception of the presence of a 

variable outlier and several skewed variables. These breaches of assumptions are 

discussed below. 

The variable time since diagnosis contained an outlier case (26 years since 

diagnosis) and analyses, such as correlations between time and PTG, were performed 

prior to and after removal of this data to reveal no difference in results. Mean time 

since diagnosis has been reported minus this case. Several inventory subscales were 

negatively skewed, including; relating to others (PTGI), personal strength (PTGI), 

appreciation of life (PTGI), acceptance (ICQ), and acceptance (COPE). Several 

variables were also positively skewed, including; religion/spiritual change (PTGI), 

helplessness (ICQ), focus/vent emotions (COPE), humour (COPE), avoidance (IES

R), intrusion (IES-R), hyperarousal (IES-R), and IES-R total score. The directions of 

these skewed variables indicate that these participants represent a well-adjusted 

sample that were experiencing low levels of distress and were high in acceptance. 

Analyses involving the skewed variables were performed prior to, and after a 

logarithm 10 transfonnation (Hair, et al., 1998) to reveal no difference in significant 

mean differences. Therefore, results were reported from analyses using the 

untransformed data in order to preserve comparability when interpreting the data 

(Hair, et al.). 

Assumptions specific to mean difference analyses include homogeneity of 

variance. Levene' s test of equality of error variances or Box's test of equality of 

covariance matrices were not significant for all mean difference analyses reported in 
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this chapter; thus indicating that homogeneity of variance was not breached. 

Assumptions relevant to analyses based on relationships among variables, such as 

multicollinearity, homoscedasticity and linearity were assessed through correlation 

matrices and residual plots to reveal minimal breaches of assumptions. Potential 

multicollinearity in regards to variables included in the structural equation model are 

reported in the section pertaining to this analysis. As already discussed, several 

variables were significantly skewed and, as the strength of Pearson's correlations can 

be impacted by skewed variables, these analyses were performed prior to and after 

transformation, to reveal minimum changes in correlation. Significance of the 

bivariate correlations were not effected and the strength of these correlations 

predominantly increased using the transformed data. Therefore, to maintain a 

conservative approach, results were reported from analyses using untransformed 

data. 

Sufficient power for the majority of analyses conducted in Study 1 was 

examined and achieved through an adequate sample size (N = 335). For example, 

aside from the structural equation model which is discussed in more detail on page 

85, the most complex analysis performed was a Multivariate Analysis of Variance 

(MANOV A), which was used to investigate differences in a number of dependent 

variables between breast, prostate, colorectal, and haematological cancer survivors 

(p. 96). Using G*Power (version 3.0.10) to calculate post hoe effect size (d) with N = 

179 and 14 variables, ad= 0.29 was obtained, which was deemed sufficient (Cohen, 

1988; Faul, Erdfelder, Lang, & Buchner, 2007). Group sizes, power, and effect sizes 

were sufficient for all other analyses, with the exception of the Analyses of Variance 

(ANOVA) investigating differences in PTG due to perception of prognosis, current 

health status, and trauma severity. These analyses could not be conducted using the 

original five point Likert scale due to an insufficient number of participants rating the 
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highest level of each variable. Paiiicipants who perceived their prognosis and health 

status as extremely poor, and those who perceived their diagnoses as severely 

traumatic were collapsed into the next highest category to create four levels. Thus, 

group sizes were sufficient to achieve medium effect sizes for subsequent analyses 

involving these variables. Also, a series of multiple regressions examining correlates 

of PTGI domains for breast, prostate, colorectal, and haematological cancer 

survivors, evidenced insufficient power in some analyses. Power calculations for 

these analyses are discussed further in section 3.2.4 and Appendix D. 

3.2.2 Descriptive Statistics 

Descriptive statistics and alpha co-efficients for the total and subscale scores of 

the PTGI, IES-R, COPE, RI, ICQ, MHLC, LOTR are outlined in Table 3.2. The 

level of positive life changes found in the current study as represented by the PTGI 

mean (M = 59 .29, SD = 22.36) is comparable to previous cross-sectional PTG 

research using this inventory with cancer survivors. For example, Cordova et al. 

(2007) found M= 57.8 (SD = 25.4) with breast cancer survivors and Lechner et al., 

(2003) found M= 54.2 (SD = 27.2) with participants with mixed cancer diagnoses. 

The current study showed that the majority of participants indicated that positive life 

changes had occurred (99.4% of the sample). The PTGI factor item means show that 

participants endorsed appreciation of life as the most important area of positive life 

change, with religious and spiritual change being the least endorsed. The item 

"appreciating every day" had the highest item mean, with 82.4% of the sample rating 

this item as 3 or above on the 0-5 Likert scale (greater than a moderate degree). This 

was closely followed by the item "knowing that I can count on people in times of 

trouble" with 81.5% of the sample rating this item as 3 or above. 
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Table 3.2 

Cronbach Alpha Coefficients and Descriptive Statistics for Total Scales and 

Subscales 

a Range Mean (SD) 

PTGI Total .94 0-105 59.29 (22.36) 

Appreciation of Life .81 0-5 3.55 (1.28)* 

Relating to Others .89 0-5 3.28 (1.13)* 

New Possibilities .86 0-5 3.16 (1.27)* 

Personal Strength .82 0-5 2.00 (1.34)* 

Spiritual Change .84 0-5 1. 70 (1.69)* 

IES-R Total .94 0-82 23.80 (17.18) 

Intrusion .90 0-4 1.13 (0.90)* 

Avoidance .81 0-4 1.12 (0.79)* 

Hyperarousal .84 0-4 0.96 (0.93)* 

COPE: Total Coping Effort .88 41-134 85.11 (16.99) 

Acceptance .72 4-16 13.10 (2.95) 

Positive Reinterpretation .77 4-16 10.98 (3.45) 

Active Coping .64 4-16 10.54 (3.07) 

Emotional Social Support .77 4-16 9.39 (3.26) 

Instrumental Social Support .78 4-16 8.16 (3.51) 

Focus on I Venting Emotions .79 4-16 7.19 (3.01) 

Humour .86 4-16 6.36 (3.02) 

Rumination Inventory Subscales: 

Rumination soon after event .81 7-28 19.13 (5.24) 

Recent rumination .83 7-28 16.12 (5.23) 

Illness Cognition Questionnaire Subscales: 

Acceptance .79 6-24 18.65 (3.68) 

Perceived Benefits .84 6-24 17.23 (4.34) 

Helplessness .90 6-24 9.21 (3.94) 

Multidimensional Health Locus of Control: 

Chance .75 6-36 22.45 (6.97) 

Internal .75 6-36 18.23 (6.65) 

Life Orientation Test-Revised 

Optimism .71 10-30 21.56 (4.14) 

Note. * = Subscale item mean 
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Normative data from research conducted in an illness-related context is 

available for the LOTR, MHLC, ICQ, IES-R and can be found in Appendix C (where 

applicable, norms for cancer survivors are reported). The current sample had 

comparable means for all inventories, with subscale and total scores being within one 

standard deviation of the mean. The mean total IES-R score for the current study (M 

= 23. 80, SD = 17 .18) indicates that on average this sample did not meet the criteria 

for presence of PTSD, using the suggested cut-off value of 33 (Creamer et al., 2003). 

In addition to standardised inventory means, descriptive statistics for other 

items included in the survey showed that participants were 2.90 years (SD = 1.86) 

post-diagnosis. On a 5-point Likert scale (1 to 5) participants indicated that their 

prognosis (M= 2.14, SD = 0.85) and current health (M= 2.20, SD = 0.78) ranged 

between good and fair. Participants also rated their diagnosis of cancer as ranging 

between mildly and moderately traumatic (M= 2.75, SD = 1.04). The responses to 

questions regarding patient-doctor relationship showed that 3 7. 7% of the participants 

who answered this question regarded their oncologist as the most important doctor in 

this experience, followed by their surgeon (22.8%) and general practitioner (6.2%). 

One-third of participants (33.3%) indicated that more.than one doctor played an 

important role in their cancer experience. The questions regarding the patient-doctor 

relationship showed that on the four-point Likert scale (1-4), participants were 

generally satisfied with information from their doctor (M= 3.65, SD = 0.69), felt 

their doctor spent time discussing concerns (M = 3.47, SD = 0.81 ), their doctor 

allowed them to make decisions regarding their cancer and treatment (M= 3.27, SD 

= 0.94), and they did not have difficulty communicating with their doctor (M = 1.36, 

SD = 0.86). These results indicate that this sample of participants generally perceived 

that their patient-doctor relationship was favourable. 
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The remaining questions regarding PTG modelling and support group 

attendance showed that approximately half of the participants ( 45. 7%) reported that 

they had contact with a person who had experienced cancer and perceived benefits 

due to this experience. The primary person to provide this modelled behaviour was 

most frequently a friend ( 64.9% ), other family member (10.5% ), or member of a 

support group (9.3%). Participants predominantly reported that they had not attended 

support group meetings (89.3%). The most frequent reasons given for not being a 

support group member included; not being interested or that support groups were not 

relevant to them (27.5%), already having love and support from friends and family 

(22.8%), not being informed of support groups (11.6%), not able to attend due to 

livmg remotely (7.2%), and not able to attend due to not having time or family 

obligations (6.2%). 

PTGI descriptive statistics were calculated for demographic and disease 

characteristic groups to be explored as potential influences on PTG. Results of mean 

difference tests (as shown in Table 3.3) showed that PTGI total scores did not differ 

as a result ofrelationship status, ethnicity, or education. Analyses of disease factors 

showed that PTGI scores did not vary as a result of whether or not the participants 

currently had cancer or were currently receiving treatment. Time since diagnosis was 

not significantly correlated with PTG (r = .02,p = .79). However, as participants 

were recruited from patients treated at the hospital in 2003 and 2004, the range for 

time since diagnosis was limited (1.5 to 4 years, M = 2.90, SD = 1.86) and results 

regarding this variable must be interpreted with caution. This variable has not been 

used in any further analyses. The variables that did affect PTG included age, gender, 

and area lived in. A significant negative relationship was shown between age and 

PTG; however, this correlation was small (r = -.12,p < .05). Females reported a 
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significantly higher PTGI score than males, as did participants living in a rural area 

compared to those living in a regional city (see Table 3.3). 

Table 3.3 

PTGI Descriptive Statistics and Mean Difference Tests for Demographic and 

Disease Status Variables 

N PTGI Mean difference test 

mean (SD) 

Gender 

Male 150 53.95 (20.86) t(324) = -4.33,p < .001 

Female 185 64.26 (21.84) 

Relationship Status 

Married/De facto 252 60.83 (21.30) t(323) = 1.62,p = .11 

Not in relationship (single, 82 56.27 (23.76) 

divorced, separated, widowed) 

Ethnicity 

Anglo-Australian 303 59.50 (22.06) t(313) = -1.14,p = .26 

Other 20 65.31 (23.03) 

Education 

Less than Grade 10 86 60.98 (20.57) F(5, 317) = .44,p = .82 

Grade 10 97 61.09 (21.16) 

Completed secondary school 45 56.82 (21.22) 

Diploma/T AFE 56 57.31 (23.60) 

Undergraduate University 24 60.92 (23.21) 

Postgraduate University 23 58.62 (26.99) 

Area lived 

Rural 151 64.53 (20.14) t(318) = -3.84,p < .001 

Regional city 169 55.24 (22.84) 

Current Cancer Status 

Have Cancer 62 57.87 (22.20) F(2, 314) = 2.16,p = .12 

No longer have cancer 234 60.89 (22.13) 

Don't know 30 52.03 (21.08) 

Current Treatment Status 

Still receiving treated 76 62.59 (21.49) t(3 l 7) = 1.21, p = .23 

No longer being treated 252 59.07 (21.98) 



3.2.3 Principal Components Analysis of Rumination Jnvent01y and Structural 

Equation Models of PTG and Distress 
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As the Rumination Inventory is a relatively new inventory that was 

theoretically derived from general trauma research, exploratory analyses were 

conducted to ascertain the structure of the Rumination Inventory prior to conducting 

statistical models with this measure. A Principal Components Analysis (PCA) with 

an oblimin rotation revealed a three-component solution that focussed on type of 

rumination. The three components extracted were intrusive rumination, deliberate 

rumination of benefits, and life pwpose rumination. A Kaiser-Meyer-Olkin measure 

of .82 and Bartlett's test of sphericity with an approximate chi-square of 2838.50 (df 

= 91, p<.001) demonstrated the strong factorability of the data. Loadings greater than 

.40 were included as this increased the interpretability of the extracted components 

and was considered to exceed the minimum level of practical significance (Hair et 

al., 1998). 

The pattern matrix revealed all items, except for Item 6, loaded onto the three 

components. The structure matrix showed complex loadings for items 5 and 6 onto 

Component 1 and 3, and interpretability was increased by removing these items 

(Soon after my diagnosis and Recently "I decided to think about my cancer to try and 

make sense out of what happened"). The three components accounted for 67.33% of 

the variance in the data (see Table 3.4). Cronbach alpha coefficients revealed strong 

internal consistency for each subscale; intrusive rumination (a= .85), deliberate 

rumination of benefits (a= .86), and life purpose rumination (a= .87). Descriptive 

statistics for the three subscales of the RI show similar means for each subscale 

(range= 4-16); intrusive rumination (M = 10.50, SD = 3.30), deliberate rumination of 

benefits (M= 10.43, SD = 3.82), and life purpose rumination (M= 9.54, SD = 3.77). 

Further analyses involving the Rumination Inventory were conducted with the three 



components of intrusive rumination, deliberate rumination of benefits, and life 

purpose rumination. 

Table 3.4 

Component Loadings of the Rumination Invent01y 

Component Loadings 

Item and Component 1 2 3 

Intrusive Rumination (43.61 % variance) 

Soon after my diagnosis, I thought about my cancer when I .88 

didn't mean to 

Recently, I have though about my cancer when I didn't mean .86 

to 

Soon after my diagnosis, thoughts about my cancer came into .80 

my mind and I could not get rid of them 

Recently, thoughts about my cancer came into my mind and I .78 

could not get rid of them 

Deliberate Rumination of Benefits (14.02% variance) 

Soon after my diagnosis, I tried to make something good 

come out of my struggle 

Recently, I tried to make something good come out of my 

struggle 

Soon after my diagnosis, I reminded myself of some of the 

benefits that came from adjusting to my cancer 

Recently, I reminded myself of some of the benefits that 

came from adjusting to my cancer 

Life Purpose Rumination (9.70% variance) 

As a result of what happened, soon after my diagnosis I found 

myself automatically thinking about the purpose of life 

As a result of what happened, recently I find myself 

automatically thinking about the purpose oflife 

As a result of what happened, soon after my diagnosis I 

deliberately would think about and ask questions about 

whether or not life has a meaning or purpose 

As a result of what happened, recently I will deliberately 

thmk about and ask questions about whether or not life has a 

meaning or purpose 

.77 

.80 

.90 

.87 

-.62 

-.66 

-.93 

-.95 

84 
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Model of PTG. Calhoun and Tedeschi's (2006) model of PTG highlights 

several components in the perception of positive life changes, including factors such 

as rumination, sociocultural context, and distress. Structural equation modelling 

(SEM) was conducted to assess the relationships between variables that have been 

identified in Calhoun and Tedeschi's model. SEM is an invaluable tool that allows 

for a model of best fit to be judged while assessing multiple causal pathways 

simultaneously and taking error into account (Byrne, 2001). Despite initial PTG 

mean differences being found between gender and area lived in, the SEM was 

conducted on the whole sample as modelling tests patterns of relationships between 

variables that are not necessarily affected by mean difference scores. 

Rumination has been theoretically implicated to be associated with PTG; 

however, empirical research has only just begun to uncover the complexities of this 

relationship. The three components of the Rumination Inventory that were identified 

through the Principal Components Analysis were entered into the model to assess 

their impact on PTG. In addition to rumination, trauma severity and social support 

coping were also included in the SEM. As the patient's subjective perception of 

severity of their diagnosis has been shown to be an essential appraisal that instigates 

an environment conducive to PTG (Bellizzi & Blank, 2006; Cordova et ;ll., 2001 ), 

participant's ratings of trauma severity were included as an initial predictor in the 

model. Social support seeking behaviour was assessed as a combined score of 

instrumental and emotional social support COPE subscales and included as an initial 

component of the model. While the primary focus of the study is PTG, a second 

SEM was conducted to incorporate total IES-R scores, as distress may be an integral 

component of PTG (Calhoun & Tedeschi, 2006). This second SEM explored possible 

variance attributed by rumination, social support coping, and trauma severity to 

distress, and also investigated the possible relationship between distress and PTG. 



To deal with missing data, cases were deleted that had missing subscale or 

measure totals, reducing the sample size fromN= 335 to N= 313, which was an 

adequate sample size for SEM analyses (Byrne, 2001). Prior to testing the model, 

relationships between variables were assessed through bivariate correlations (see 

Table 3.5). 

Table 3.5 

Bivariate Correlation Co-efficients Between Variables in PTG Models (N = 313) 

2 3 4 5 

1. PTGI 

2. Trauma Severity .18** 

3. Intrusive Rumination .28*** .63*** 

4. Deliberate Rumination of Benefits .46*** .11 * .32*** 

5. Life Purpose Rumination .39*** .32*** .50*** .47*** 

6. Social Support Coping .36*** .31 *** .34*** .30*** .30*** 
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6 

7. Distress .26*** .56*** .61 *** .25*** .45*** .31 *** 

Note. * p < .05. ** p < .10. *** p < .001. 

Small to moderate correlations can be seen between variables in Table 3.5. 

Multicollinearity or singularity were not evident between constructs in this 

correlation matrix, with the highest Pearson correlation co-efficient well below a 

suggested cut-off of r = . 90 (Hair et al., 199 8). A greater correlation is evident 

between distress and the intrusive subscale of the RI (r = .61), which was expected as 

intrusions are represented by 8 items in the total IES-R scores. Also, trauma severity 

and intrusive rumination had a positive correlation of r = .63, indicating that although 

these variables were associated, multicollinearity was not present (Hair et al.). The 

moderate correlations shown between the three subscales of the Rumination 



87 

Inventory do not exceed r = .50, indicating that these factors are related but distinct 

constructs. 

Figure 3 .1 displays the path diagram for the initial SEM with standardised 

coefficients showing associations between variables. Cun-ent general 

recommendations for assessing model fit suggest that a number of indices be used to 

judge the appropriateness of a SEM. A non-significant chi-square indicated that the 

model fit the data well, as there were no significant differences between the model-

implied and the data covariance matrices (Hayduk, Cummings, Boadu, Pazderka-

Robinson, & Boulianne, 2007), x2(4) = 6.61,p = .16. In addition to the significance 

test, indices of fit indicate the appropriateness of this model (Bentler, 2007), with 

results showing that the model fit the data well; GFI = .994, CFI = .996, RMSEA = 

.046. This model showed that 30% of the variance in PTG was accounted for by 

these variables. 

TRAUMA 
SEVERITY 

.34* DELIBERATE 
RUMINATION 
OF BENEFITS 

LIFE PURPOSE 
RUMINATION 

PTG 

.16 

Figure 3.1. Structural equation model of posttraumatic growth. Note. Standardised 

regression weights in bold font are significant at p<.001. 



In order to obtain the model fit, covariance parameters were placed between 

rumination variables. These relationships were significant highlighting the overlap 

between types of rumination (see Table 3.6). 

Table 3.6 

Significant Covariances Between Types of Rumination 

Estimate 

Intrusive Rumination +-+ Deliberate Rumination on Benefits .28* 

Intrusive Rumination+-+ Life Purpose Rumination .37* 

Deliberate Rumination on Benefits+-+ Life Purpose Rll:mination .42* 

Note.* p < .001. 
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Initial bivariate correlations showed a small, though significant, positive 

correlation between perceived trauma severity and PTG. However, as indicated in the 

model, these variables were no longer associated. The perception of trauma severity 

did predict social support coping, intrusive rumination, and life purpose rumination. 

Social support coping positively predicted all types of rumination and PTG. 

Deliberately ruminating on benefits predicted PTG; whereas intrusive rumination and 

rumination regarding life purpose and meaning did not predict PTG. To explore 

whether these elements of rumination were associated with distress, a second SEM 

was conducted to incorporate total IES-R scores. Figure 3.2 displays the path 

diagram with standardised coefficients of the model including PTG and distress. 

Results showed that the model fit the data well, accounting for 30% of the variance 

in PTG and 45% of the variance in Total IES-R, x2(5) = 7.33,p = .20, GFI = .994, 

.CFI = .997, RMSEA = .039. 
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.29* 

TRAUMA DISTRESS 
SEVERITY 

INTRUSIVE 
RUMINATION 

' ' ' 
.34* DELIBERATE .02 

RUMINATION 
OF BENEFITS 

/ 
/ 

/ 
/ 

LIFE PURPOSE 

SOCIAL / RUMINATION 
/ PTG 

SUPPORT ,,,"'.07 

COPING 
.24* 

Figure 3.2. Structural equation model of posttraumatic growth and distress. 

Note. Standardised regression weights in bold font are significant at p<.001. 

The covariance parameters between rumination variables remained in the 

second SEM, with the strength of significant relationships being consistent with 

those in the first model (see Table 3.6). As seen in Figure 3.2, the addition of distress 

levels supplemented the initial model by showing that distress was predicted by the 

perception of trauma severity, intrusive rumination, and life purpose rumination. The 

predictors of PTG remained as. social support coping and deliberately ruminating on 

benefits, and are distinct from those that predict distress. The small positive 

correlation evident between distress and PTG in bivariate correlations is absent once 

these variables have been placed in the context of this SEM, reflecting these 

constructs as being distinct entities with discrete predictors. 
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3.2.4 Heterogeneity of PTG Between Participants with Different Cancer Diagnoses 

The second aim of this study was to investigate possible heterogeneity in 

expression of PTG that may exist between different cancer diagnoses. PTGI 

descriptive statistics for major cancer diagnoses are presented in Table 3.7. 

Table 3.7 

Major Cancer Diagnostic Groups and PTGI Descriptive Statistics 

N PTGimean 
(SD 

Breast* 113 64.47 (22.19) 

Prostate 50 58.86 (20.14) 

Haematological 43 52.22 (24.45) 

Colorectal/Rectal 29 51.44 (22.45) 

Gynaecological 18 65.20 (17.78) 

Lung 14 57.11 (25.36) 

Head/Neck 12 47.98 (17.59) 

Gastric 10 59 .34 (17 .07) 

Note. Breast cancer survivors were females only. 

Sufficient participant numbers were represented in four main diagnoses (N = 

235) to enable meaningful analyses that obtained sufficient power to explore cancer 

type differences in PTG. An ANOVA was conducted to determine differences in 

PTG means between those who had been diagnosed with breast, prostate, 

haematological, and colorectal cancer. Results showed a significant difference in 

levels of PTG between cancer diagnosis group, F(3,227) = 4.72,p < .01. Tukey post 

hoe analyses showed that breast cancer survivors had significantly higher PTG than 

both haematological and colorectal cancer survivors. Prostate cancer survivors did 



not significantly differ from any other group and haematological and colorectal 

cancer survivors' PTG did not differ from each other. 

91 

As the PTGI is a multidimensional inventory measuring positive life changes in 

different domains of new possibilities, appreciation of life, personal strength, 

relating to others, and religious/spiritual change, analyses were conducted to 

determine which of these domains varied between cancer diagnosis groups. A 

MANOV A was conducted on the five PTGI factors to determine any significant 

mean differences between breast, prostate, haematological, and colorectal cancer 

survivors. Results showed a significant mean difference, Wilks's A= .83, F(15,616) 

= 2.90, p < .001, with Tukey post hoe analyses showing breast cancer survivors to 

have higher subscale means in appreciation of life, new possibilities, and personal 

strength domains (see Table 3.8 for mean difference tests and descriptive statistics). 

No significant differences were found in religious/spiritual change and relating to 

others domains between cancer diagnosis groups. As can be seen in Table 3.8, large 

variability exists for each diagnosis group in religious/spiritual change domain of 

PTG. 



Table 3.8 

Means, Standard Deviations, Range, and Post Hoe Analyses for PTGI Subscales by Cancer Diagnosis 

Cancer Diagnosis 

Breast Prostate Colorectal 

F-statistic Mean (SD) Mean (SD) Mean (SD) 

Appreciation of Life (0-15) F(3, 227) = 3.98,p < .01 11.52 (3.70)3'b 10.57 (3.24) 9.92 (4.86)3 

New Possibilities (0-25) F(3, 227) = 4.63,p < .01 10.54 (6.71)3 9.14 (5.91)b 5.92 ( 4.36)a,b 

Personal Strength (0-20) F(3, 227) = 6.37,p < .001 14.05 (4.51)a,b,c 12.10 (4.12)3 10.41 (6.36)b 

Relating to Others (0-35) F(3, 227) = 1.82,p = .14 23.59 (8.24) 23.73 (7.17) 21.83 (8.81) 

Religious/Spiritual Change (0-10) F(3, 227) = 1.58,p = .19 3.74 (3.42) 3.71 (3.76) 2.59 (3.18) 

Note. SD = Standard Deviation, bold superscript denotes significant mean differences. 

Haematological 

Mean (SD) 

9.29 (4.06)b 

8.32 (6.54) 

11.29 (5.44t 

20.45 (9.00) 

2.72 (3.26) 

\0 
N 
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Initial analyses with the entire sample showed that PTG was correlated with, or 

differed due to demographic variables, including; age, gender, and area lived in. 

Therefore, analyses were conducted to explore whether these variables attributed to 

the PTG differences between the four major cancer diagnosis groups. An Analysis of 

Covariance (ANCOV A) was conducted for the continuous variable of age and two

way ANOVAs were conducted with the categorical variables on Total PTGI scores. 

The ANCOV A showed that the covariate of age did not significantly relate to 

PTG in this smaller sample, F(l, 182) = 3.86,p = .51, and that the effect of cancer 

diagnosed on PTG remained, F(l, 182) = 4.69,p < .01. The first two-way ANOVA 

was conducted to evaluate the effects of gender and cancer type on PTG. Results 

showed significant main effects for both gender, F(l, 225) = 7.47,p < .01, and 

cancer type, F(3, 225) = 3.24,p < .05. Females (M= 63.85, SD = 22.60) reported 

higher levels of PTG than males (M= 53.27, SD = 21.02). However, the interaction 

between gender and cancer type was not significant, F(l, 225) = 1.64,p = .20. These 

results indicate that while differences in PTG exist due to gender and cancer 

diagnosis, these variables do not influence each other's effect on PTG. The second 

two-way ANOV A assessed the effect that area lived in and cancer diagnosis had on 

PTG and showed a significant interaction between factors, F(3, 218) = 3.97,p < .01, 

and also significant main effects for both area lived in, F(l, 218) = 15.53,p < .001 

and cancer diagnosis, F(3, 218) = 3.91, p < .01. Participants living in rural areas (M = 

65.71, SD = 20.08) had significantly higher PTG than participants living in a regional 

city (M= 53.83, SD = 23.46). 

To explore which particular PTG domains differed between participants living 

in rural and regional areas, a MANOV A was conducted on the five PTGI factors. A 

significant mean difference was found, Wilks's A= .92, F(5,220) = 3.69,p < .01, 

with Tukey post hoe analyses showing that those living in rural areas have higher 
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subscale means for all PTGI domains except for Religious/Spiritual Change when 

compared to participants living in regional cities (see Table 3.9). Again, results show 

large variability for religious/spiritual change. 

Table 3.9 

Means, Standard Deviations, Range, and Post hoe Analyses for PTGI Subscales by 

Area Lived 

Area Lived 

Rural Regional 

F-statistic (ANOV A) Mean (SD) Mean (SD) 

Appreciation of Life (0-15) F(l, 224) = 6.81,p < .05 11.37 (3.60) 10.03 ( 4.09) 

New Possibilities (0-25) F(l, 224) = 15.01,p < .001 10.93 (6.57) 7.71 (5.93) 

Personal Strength (0-20) F(l, 224) = 12.19,p < .01 13.80 ( 4.29) 11.50 (5.48) 

Relating to Others (0-35) F(l, 224) = 10.63,p < .01 24.65 (6.92) 21.13 (9.09) 

Religious/Spiritual Change (0-10) F(l, 224) = 3.47,p = .06 3.84 (3.42) 2.99 (3.42) 

Note. SD = Standard Deviation, bold superscript denotes significant mean differences. 

To summarise section 3.2.4 thus far, the type of cancer diagnosed impacted on-

the expression of PTG after taking into account age and gender. Tukey post hoe 

analyses showing that breast cancer survivors had higher PTG than colorectal and 

haematological malignancies. Significant main effects on PTG were indicated for 

area lived in and cancer diagnosed, with an interaction also being evident between 

area lived and diagnosis. Therefore, while results from Study 1 indicate differences 

in PTG dependent on the cancer diagnosed, this will be influenced by whether the 

participant lives in a regional city or rural area, with higher PTG being expressed by 

those cancer survivors living in rural areas. In particular, breast cancer survivors 

perceived positive life changes in appreciation of life, new possibilities, and personal 

strength. Rural participants perceived positive life changes in all domains except for 

religious or spiritual change. To explore why this is the case, further analyses were 



conducted to investigate differences that may exist between cancer diagnoses and 

participants that live in rural and regional areas. 

Heterogeneity of adjustment between cancer diagnoses and area patient lived in 
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Analyses were conducted to explore how survivors of different cancer 

diagnoses and patients living in different areas varied on individual characteristics, 

coping, and distress variables. To explore how these participants differed on 

categorical variables, chi square analyses were conducted to assess frequencies of 

each group in education level, current cancer and treatment sta~s, perception of 

prognosis, current health, disease severity, exposure to PTG modelled behaviour, and 

support group attendance. Separate MANOV As were conducted for both cancer type 

and area lived on the continuous variables of age, internal LOC, chance LOC, 

intrusive rumination, life purpose rumination, deliberate rumination on benefits, 

illness cognitions (helplessness, perceiving benefits, and acceptance), coping effort, 

and distress. 

Cancer diagnosis. The chi-square analyses showed that breast, prostate, 

haematological, and colorectal cancer survivors did not differ on education level, 

x2(15, N = 232) = 14.99, p = .45; on whether they were still receiving treatment, x2(3, 

N= 234) = 4.50,p = .61; perceived prognosis, (x2(12, N= 235) = 20.36,p = .06; 

current health, x2(12, N = 234) = 20.23, p = .06); or on support group attendance, 

x2(15, N= 232) = 14.99,p = .45. Whereas, frequencies did significantly differ 

between cancer diagnoses groups on exposure to PTG modelled behaviour, current 

cancer status, and perception of trauma severity. Cancer diagnosis groups differed in 

their frequency of exposure to PTG modelled behaviour, x2C3, N = 234) = 22.11, p < 

.001, with subsequent pair-wise comparisons revealing that significantly more breast 

(61.9%) and prostate (54.0%) cancer survivors experienced PTG modelled behaviour 

from other people compared to colorectal (27.6%) and haematological (26.2%) 
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cancer survivors. Differences in whether the cancer was still present for each 

diagnosis group were also found, i(6, N = 228) = 32.77,p < .001. Pair-wise 

comparisons revealed that significantly less people diagnosed with breast cancer 

(5.5%) considered themselves to have cancer at the time of completing the survey 

compared to those diagnosed with prostate (23.4%), haematological (38.1 %), and 

colorectal (20.7%) cancers. Pair-wise comparisons showed that these latter three 

groups did not differ from each other in frequency of current cancer status. A chi

square analysis on each diagnosis group and their trauma severity ratings revealed 

differences in frequencies, x2(12, N = 234) = 22.92, p < .05. Pair-wise comparisons 

showed that sigmficantly more breast cancer survivors (56.6%) perceived their 

diagnosis as moderately and very traumatic compared to prostate (15.2%), colorectal 

(9.7%), and haematological (18.6%) cancer survivors. Pair-wise comparisons 

showed that these latter three groups did not differ from each other in trauma severity 

frequency. 

A MANOV A was conducted on the continuous variables to show that 

differences between cancer diagnosis groups were found in age, internal LOC, 

intrusive rumination, life purpose rumination, illness cognitions (helplessness and 

perceiving benefits), coping effort, and distress, Wilks's A= .49, F(36,488) = 3.70,p 

< .001. Table 3 .10 shows descriptive statistics, mean difference tests, and Tukey post 

hoe analyses for each of the four major diagnostic groups on the continuous 

variables. In particular, breast cancer survivors had higher reported levels of coping 

effort, higher levels of intrusive and life purpose rumination, perception of benefits, 

lower perceptions of helplessness, and higher levels of current distress. In 

comparison to prostate cancer survivors, women diagnosed with breast cancer had 

lower internal LOC and were younger. 



Table 3.10 

Means, Standard Deviations, Ranges, and Post Hoe Analyses for Continuous Measures by Cancer Diagnosis 

Cancer Diagnosis 

Breast Prostate Colorectal 

Variable (Range) F-statistic (ANOVA) Mean (SD) Mean (SD) Mean (SD) 

Age (19-89) F(3, 176) = 13.21,p < .001 59.12 (10.63)" 71.49 (7.30)"'b,c 62.95 (8.80)b 

Optimism (10-30) F(3, 176) = 1.68,p = .17 22.38 (4.35) 21.16 (4.01) 22.50 (4.61) 

Internal LOC (6-34) F(3, 176) = 4.01,p < .01 17 .19 (6.13)" 20.66 (6.79)3-b 18.44 (7.87) 

Chance LOC (6-34) F(3, 176) = 0.65, p = .59 21.35 (7.57) 21.85 (6.41) 23.41 (5.73) 

Coping effort (46-134) F(3, 176) = 4.21,p < .01 91. 72 (14.38)"'b,c 82. 70 (13.58)" 83.76 (17.06t 

Rumination ( 4-16): 

Intrusive F(3, 176) = 2.61,p < .05 11.55 (2.88)" 9.98 (3.01)" 10.35 (3.66) 

Deliberate benefits F(3, 176) = 2.58, p = .06 11.29 (3.59l 10.15 (3.55) 9.21 (3.74t 

Life purpose/meaning F(3, 176) = 5.51,p < .01 10.96 (3.46)"'b 8. 71 (2.96)" 8.43 (3.80)b 

Illness cognition (6-24): 

Helplessness F(3, 176) = 6.18,p < .01 8.02 (2.69)3'b 10.22 (4.38)" 9.20 (3.40) 

Acceptance F(3, 176) = 0.55, p = .65 18.99 (3.61) 19.46 (3.20) 18.55 (5.09) 

Perceiving Benefits F(3, 176) = 7.78,p < .001 18.83 (4.36)"'b 17.96 (3.65)d 14.36 (5.04)"'d 

Distress (0-80) F(3, 176) = 3.01, p < .05 29.16 (18.47)"'b 20. 71 (15.22)" 20.68 (16.12)b 

Note. SD = Standard Deviation, bold superscript denotes sigmficant mean differences. 

Haematological 

Mean (SD) 

56.77 (16.59l 

20.73 (3.95) 

15.59 (5.44)b 

22.75 (6.77) 

85.11 (18.08t 

10.60 (3.69) 

9.77 (4.57) 

10.13 (3.63) 

10.74 (4.75)b 

18.37 (3.98) 

15.90 (4.65)b 

23.50 (16.14) 

\0 
-...) 
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Area lived in. A series of chi-square analyses showed that participants living in 

regional cities and those living in rural areas did not differ on education level, x2(5, N 

= 227) = 6.56,p = .26; current cancer status, x2(2, N= 223) = 2.85,p = .24; treatment 

status, x2(1, N= 226) = 1.71,p = .19; exposure to PTG modelled behaviour, x2(1, N= 

229) = 3.16,p = .08; support group attendance, i(l, N= 229) = 1.55,p = .21; 

perception of prognosis, x2
( 4, N = 230) = 3 .24, p = .52; current health status, x2

( 4, N 

. . 2 
= 229) = 4.31,p = .37; or trauma seventy, x (4, N= 230) = 6.11,p = .19. A 

MANOV A was conducted on the continuous variables to show that patients living in 

regional cities and rural areas did not differ significantly on any continuous variables 

measured in this study, Wilks's A= .88, F(12,163) = l.82,p = .06. 

3.2.5 Factors promoting PTGI domains 

Previous studies have indicated the multidimensional nature of positive life 

changes (e.g., Morris et al., 2005), and that different domains of PTG may have 

different predictors (e.g., Ho et al., 2004; Weiss, 2004b ). Therefore, a series of 

multiple regressions were conducted for breast, prostate, colorectal, and 

haematological cancer survivors to determine whether variables that differed 

between cancer diagnosis groups were associated with unique domains of the PTGI. 

The continuous variables previously shown to differ between cancer groups were 

age, internal LOC, total coping effort, intrusive and life purpose rumination, 

helplessness, perceiving benefits, and distress. For the purposes of the multiple 

regressions the variable of trauma severity was treated as continuous and exposure to 

PTG modelled behaviour (yes/no) and current cancer status (yes/no) were dummy 

coded (1,0) variables. As these analyses produced a large amount of output only the 

significant analyses have been subsequently reported in Table 3 .11. In some cases 

sufficient power was not evident to detect significant correlates of PTGI domains 

(see in Appendix D for all analyses and further discussion of power). 



Table 3.11 

Signfficant Predictors of PTGI Domains for each Major Cancer Diagnosis Group 

Breast 
Appreciation of Life 

New Possibilities 

Personal Strength 

Relating to Others 

Religious/Spiritual 

Prostate 
Appreciation of Life 

Relating to Others 

Colo rectal 
Appreciation of Life 

Relating to Others 

Haematological 
New Possibilities 

Regression Age Coping Life purpose 

2 2 R = .59,R adj = .52 
F(l l,82) = 9.16,p < .001 

2 2 R = .64, R actJ = .58 
F(l 1,82) = 11.46,p < .001 

2 2 
R = .50, R adJ = .42 
F(l 1,82) = 6.36,p < .001 

2 2 
R = .53, R actJ = .46 
F(l l,82) = 7.24,p < .001 

2 2 R = .35, R actJ = .25 
F(l l,82) = 3.46,p < .01 

2 2 R = .63, R a<lJ = .41 
F(l l,29) = 2.80,p < .05 

2 2 
R = .64, R actJ = .42 
F(l 1,29) = 2.94,p < .05 

2 2 R = .91, R actJ = .74 
F(l 1,17) = 5.32,p < .05 

2 2 
R = .90, R actJ = . 72 
F(ll,17) = 5.06,p < .05 

fJ = .26 
pr= .28** 

effort rumination 

/J= .24 
pr=.31** 

fJ = -.47 
pr= -.46* 

fJ = -.65 
pr=-.81* 

fJ = .21 
pr = .28* 

fJ = -.78 
pr = -.75* 

2 2 fJ R =.73,RactJ=.51 =.64 
F(l 1,25) = 3.40,p < .05 . _JJr = .54* 

Note.***= p < .001, ** = p < .01, * = p < .05,pr =partial correlation. 

Helplessness Perceived 
benefits 

fJ = .56 
pr = .59*** 
fJ = .58 
pr = .63*** 
fJ = .51 
pr= .52*** 
fJ = .52 
pr= .54*** 
fJ = .32 
pr= .32** 

fJ = .65 
pr= .56** 
fJ = .50 
pr = .47* 

fJ = .81 
pr= .86** 

fJ = -.77 fJ = .86 
pr = -.76* pr= .90** 

Cancer 
status 

fJ = -.57 
pr = -.83* 

PTG 
modelling 

fJ = -.24 
pr= -.25* 

fJ = .46 
pr = .71 * 

\0 
\0 
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As can be seen in Table 3 .11, varying factors were significantly associated with 

PTGI domains for each cancer diagnosis group. Internal LOC, intrusive rumination, 

distress, and trauma severity did not predict any PTGI domains for any cancer 

diagnosis group. Perceiving benefits was significantly related to all five PTGI factors 

for breast cancer survivors, while coping effort and life purpose rumination was 

related to new possibilities, and age was related to religious/spiritual change. The 

negative regression coefficient found for PTG modelling in the religious/spiritual 

change domain indicates that breast cancer survivors not exposed to PTG modelling 

behaviour had higher religious/spiritual change than those who were exposed to PTG 

modelling. 

Appreciation of life and relating to others were the only PTGI domains related to 

these variables for both prostate and colorectal cancer survivors. For prostate cancer 

survivors perceiving benefits was related to increases in appreciating life and relating 

to others, while coping effort was inversely related to appreciation of life. Participants 

diagnosed with colorectal cancer showed that less life purpose rumination was related 

to appreciation of life, and less coping effort and helplessness was associated with 

relating to others. For colorectal cancer survivors who regard their cancer as not 

currently active and those who were exposed to PTG modelling, this was also related 

to increased appreciation oflife. For participants diagnosed with haematological 

malignancies, increased life purpose rumination was related to new possibilities. 

3.3 Quantitative Discussion 

To summarise the quantitative results of Study 1, comparable PTGI means were 

found in the current study in relation to other PTG research conducted with cancer 

survivors (e.g., Cordova et al., 2007; Lechner et al., 2003). Appreciation oflife and 

relating to others were areas of positive life change more strongly endorsed in this 
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sample, while religious and spiritual growth was the least endorsed. These results are 

consistent with previous PTG research conducted in Australia, showing the lack of 

personal growth within faith domains for people from a secular society such as 

Australia (Shakespeare-Finch & Morris, in press). The other factors of appreGiating 

life and relationships to others have been highlighted in previous studies with cancer 

survivors to be strongly endorsed areas of positive life change (Cordova et al., 2007; 

Stanton et al., 2006; Widows et al., 2005). The tendency for cancer survivors to 

perceive positive life changes in these particular domains highlights the greater 

awareness and appreciation of life and people that may re.suit from a situation that was 

potentially life-threatening and where one's health may have been compromised. 

The results of the current study support other research that did not find a 

relationship between PTG and education (Carboon et al., 2005; Kinsinger et al., 2006; 

Lecher et al., 2003; Manne, Ostroff et al., 2004; Sears et al., 2003). The results are 

also consistent with the other cross-sectional studies that did not find a relationship 

between PTG and time since diagnosis (Bellizzi & Blank, 2006; Cordova et al., 2001, 

2007; Kinsinger et al., 2006; Lechner et al., 2003; Urcuyo et al., 2005; Weiss, 2004b). 

Disease and treatment variables have previously been shown to influence distress 

(e.g., Koopman et al., 2002). However, these variables do not appear to be related to 

PTG (Cordova et al., 2007; Sears et al., 2003), which was supported by the results of 

the current study. It may be that the initial diagnosis is the catalyst for life change and 

that varying disease characteristics and treatments play little role in influencing levels 

of perceived PTG. 

The principal components analysis on the Rumination Inventory showed a clear 

three-component structure. These results indicated that the content of rumination was 

integral for cancer survivors rather than the timing of rumination as proposed by 

Calhoun et al. (2000). A structural equation model using the entire sample of 
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participants with mixed cancer diagnoses showed that there were distinct predictors 

for distress and PTG, and that these factors were not associated with each other. As 

discussed in Chapter Two, previous studies have found either no relationship or a 

positive association between PTG and distress that is assessed with measures of PTSD 

symptoms. The current study' s results may be indicative of distress occurring 

approximately three years post-diagnosis is not related to PTG. Although, the results 

from the current study and that of previous research (e.g., Cordova et al., 2001, 2007; 

Widows et al., 2005) indicates an increasing trend toward no relationship between 

PTG and distress measured as PTSD symptoms. 

The cross-sectional design of Study 1 measuring intrusive and life purpose 

rumination three years after diagnosis, showed these variables to be associated with 

distress rather than growth; while the continued deliberate rumination of benefits was 

related to PTG. These results are inconsistent with previous cross-sectional studies 

that indicated a positive relationship between intrusive rumination and PTG (Jaarsma 

et al., 2006), but are synonymous with other studies (Carboon et al., 2005; Cordova et 

al., 2001, 2007, Manne Ostroff et al., 2004; Thornton & Perez, 2006; Widows et al., 

2005), highlighting a growing trend for a lack of relationship between intrusive 

rumination and PTG. The timing of assessment may have impacted on the finding that 

life purpose rumination is associated with distress. This factor of rumination may 

represent continued passive maladaptive cognitions regarding the meaning of life that 

have not been resolved at time of assessment. This result is consistent with Treynor et 

al. (2003) who distinguished between reflection and brooding, the latter being a 

passive style of rumination associated with depression. 

Continued life purpose rumination being related to distress is also analogous 

with a moody rumination style identified in a recent study of clinically depressed 

patients and college students (Lo, Ho & Hollon, 2008). Lo et al. found that a moody 
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rumination style mediated the relationship between negative cognitive styles and 

depression, leading to an increase in depression. A rumination style that was reflective 

and analytical did not mediate this relationship, nor was it associated with depression. 

The results of the current study, in conjunction with Treynor et al. ·(2003) and Lo et 

al., indicate that ruminating on life purpose approximately three years post-diagnosis 

may reflect a brooding and moody style of rumination. As indicated by the SEM, this 

continual pondering on the meaning of life may lead to distress if not resolved. 

The results of the current study regarding type of rumination are consistent with 

a recent study investigating the role of rumination in distress and PTG with bereaved 

Japanese University students (Taku, Calhoun, Cann, & Tedeschi, 2008). Although this 

study also used cross-sectional design, the researchers differentiated between 

deliberate and intrusive rumination occumng both soon after the event and more 

recently. Taku et al. tested a number of models to reveal the model that best fit the 

data showed deliberate rumination occurring soon after the event was related to PTG, 

while recent intrusive rumination was related to distress. This model also indicated 

that recent deliberate rumination and intrusive rumination soon after the event 

indirectly contributed to distress via recent intrusive rumination. These results imply 

that continued rumination, both intrusive and deliberate, are indicative of distress as it 

signifies that the individual is still struggling; whereas, deliberate rumination that 

occurred soon after their loss predicted subsequent PTG (Taku et al.). The results from 

the current study and previous research (Lo et al., 2008; Taku et al.; Treynor et al., 

2003) demonstrate that it is important to differentiate between type of rumination and 

the distinct .impact that this can have on growth and distress. 

Initial bivariate correlations indicated that trauma severity, intrusive rumination, 

and life purpose rumination had small to moderate significant correlations with PTG. 

However, these relationships were extinguished once placed into the context of SEM. 
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Previous studies with cancer survivors have found that the subjective assessment of 

disease severity to be positively associated with PTG (Bellizzi & Blank, 2006; 

Cordova et al., 2001, 2007; Sears et al., 2003; Widows et al., 2005). However, once 

placed in the context of other variables in the model, trauma severity was not related 

to PTG, and predicted social support coping and rumination (intrusive and life 

purpose/meaning). Perhaps the indirect relationship via social support coping indicates 

that the cancer survivors' perception of disease severity is related to an increase in 

support seeking behaviour, which then provides an environment conducive to personal 

growth. Social support coping behaviour was also shown to predict all types of 

rumination. These results suggest that accessing sources of support may provide an 

avenue for ruminating on benefits, which leads to PTG (Thornton & Perez, 2006). 

Social support may also act as a trigger to remind the individual that they have cancer, 

leading to distress (Helgeson et al., 2004). 

Mean differences in levels of PTG were evident between participants with 

different cancer diagnoses, with breast cancer survivors reporting higher PTG means 

than colorectal and haematological malignancies. The PTGI mean for prostate cancer 

survivors did not differ from any other group. Initial analyses indicated that PTG was 

associated with younger participants, female cancer survivors, and participants living 

in rural areas. The differences in PTG due to cancer diagnosis group remained after 

taking into account demographic factors of gender and age. However, an interaction 

between cancer type and the area that the participant lived in was evident. Therefore, 

while results from Study 1 indicate differences in PTG dependent on the cancer 

diagnosed, this will be influenced by whether the patient lives in a regional city or 

rural area, with higher PTG being expressed by those cancer survivors living in rural 

areas. 
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The few studies that have compared the post-diagnosis experience of different 

diagnoses of cancers have indicated heterogeneity of adjustment (Franks & Roesch, 

2006; Simmons & Lindsay, 2001; Zabora et al., 2001). Hagedoom et al., (2008) 

suggests that generic statements about the effects of cancer are limiting and the effect 

of particular cancers and treatments must be taken into account. The current study did 

not have sufficient participants within any type of cancer diagnosis to repeat the SEM 

for each diagnosis group. Future studies could investigate multi-sample SEMs to 

determine the applicability of PTG models across specific cancer groups. 

An exploration of individual, disease factors, adjustment and distress showed 

that breast cancer survivors had higher levels of coping effort, greater perception of 

benefits, more intrusive and life purpose rumination, lower helplessness, and higher 

levels of current distress than those with other cancer diagnoses of prostate, 

haematological, and colorectal malignancies. Breast cancer survivors were also more 

likely to be exposed to PTG modelled behaviour, perceive their cancer to be gone, and 

perceive that their cancer was a traumatic experience. As this group had the highest 

levels of both growth and distress, these results are consistent with the SEM model 

showing different types of rumination to predict growth and distress. 

An interaction and significant main effects were evident for type of cancer 

diagnosis and area lived; however, those participants living in rural and regional areas 

did not differ on the quantitative variables measuring individual, disease factors, 

adjustment and distress. To highlight the multidimensionality of PTG, results of the 

current study showed that each PTGI domain had associations with different variables. 

Furthermore, these relationships varied between cancer diagnosis groups. These 

variations in correlates of PTG domains and differences in rural and regional 

participants will be discussed in the final discussion in Chapter Five, in conjunction 

with qualitative data. 
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The quantitative component of Study 1 addressed a number of aims in relation to 

heterogeneity in adjustment and PTG evident between participants with different 

cancer diagnoses and also identified factors related to PTG and distress. These 

quantitative results from Study 1 will be discussed further in Chapter Five in relation 

to upcoming qualitative findings, in order to provide a comprehensive picture of the 

post-diagnosis experience that has been assessed through a mixed method design. The 

initial part of Study 1 and the utilisation of a standardised measure of positive life 

changes was beneficial in its contribution to the empirical knowledge-base regarding 

PTG. The shifting nature of threat and potential trauma represented by disease and 

treatment variables results in a complex array of stressors for the cancer survivor 

(Brennan, 2001; Kangas et al., 2002). Therefore, the final aim of Study 1 was to 

enhance the picture of post-diagnosis adjustment and PTG through qualitative design. 

This was utilised to explore the experiences and challenges that were assessed by 

pa11icipants as being the most salient. 

3.4 Qualitative Component of Study 1 

Participants were invited to provide a narrative to describe their experience of 

being diagnosed with cancer on the last page of the survey (see Appendix A). Through 

this narrative data it was anticipated that other PTG domains, not measured in existing 

inventories, would be identified that may be unique to an illness context. The 

qualitative research approach is described in the following section 3 .4.1, followed by 

the results and discussion of qualitative data in section 3.5. These results include 

demographic data for the participants who provided narratives, an overall model of 

qualitative themes, and detailed descriptions of these themes. Triangulation of 

qualitative and quantitative data is presented in section 3.6, followed by a discussion 
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of the qualitative results in section 3.7. Quantitative and qualitative results for Study 1 

are further discussed in addition with Study 2 results in Chapter Five. 

3.4.1 Qualitative Research Approach 

The qualitative components of this research project were designed and 

conducted from a phenomenological perspective. This perspective embraces the lived 

experience of the individual rather than reducing the experience into a set of numbers 

as exemplified in quantitative research (Bassett, 2004). While quantitative analysis is 

advantageous for obtaining results that can be generalised, this advantage is also it's 

downfall as the abstract nature of quantitative statistics can prevent a rich exploration 

of the individual's experience (Huberman & Miles, 2002). Conversely, this qualitative 

component of Study 1 has been based in an interpretivist paradigm where the 

emphasis is on meaning and may be seen to contradict quantitative measurement as 

this latter approach embraces a positivist, reductionist framework. Interpretivist and 

positivist paradigms can be perceived as being based on different assumptions about 

the nature of the world; however, this does not necessarily lead to contradiction. A 

mixed method design can be complementary and beneficial through triangulating data 

sources in order to answer the same question through differing methodologies 

(Thomas, 2003). Utilising both qualitative and quantitative methods allows 

researchers to capture a truly holistic picture of how someone adjusts to, takes 

meaning from, and deals with a diagnosis of cancer (Fossey, Harvey, McDermott, & 

Davidson, 2002). 

The narratives in Study 1 were investigated using thematic analysis, which is 

based in an interpretative phenomenological framework and has been used extensively 

in health psychology research (Riessman, 2008). The narratives were used to explore 

the individual's perception of their diagnosis of cancer and how they dealt with the 

challenges associated with this experience. While thematic analysis does not have a 
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prescriptive methodology, this coding approach involves becoming thoroughly 

familiar with the transcripts through several readings and involves focussing 

exclusively on content by the researcher (Riessman). When examining multiple 

narratives similarities and contrasts in common themes are highlighted across the 

written accounts (Thomas, 2003). Concepts were noted in each case and emergent 

themes were identified by grouping similar concepts. The next stage of coding 

required the researcher's interpretation in order to clarify the connections between the 

themes. Prior theory serves as a resource for interpretation of themes; however, 

thematic analysis also promotes the uncovering of novel themes (Riessman). 

Superordinate themes were either created from or emerged from the identified themes. 

Themes that were identified later in the process were coded in earlier narratives 

through a continual reviewing process. 

Reliability and validity of qualitative data. A rigorous approach to qualitative 

analysis has been achieved through several means, including the large representative 

sample (N = 209), triangulation of data, and analysis through NVivo (version 7). 

While the use of a qualitative analysis computer program does not replace reading and 

manual coding of themes, a computer program helps to ensure rigour in the analysis 

process (Bazeley, 2007). A methodological approach to qualitative analysis is 

promoted through the capabilities ofNVivo that assist data management and allow for 

matrix queries to be performed. This system provides a framework to keep concepts 

and themes organised and a thorough approach to the ongoing process of qualitative 

analysis (Bazeley). Text searches in NVivo allowed for an auditing process of the 

emergent themes to ensure reliability of the data. Also, matrix queries that triangulated 

qualitative and quantitative data, enhanced credibility and internal validity of the data 

(Lincoln & Guba, 1985). 
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3.5 Qualitative Results 

Demographics 

NmTatives were provided by 209 participants (62.4% of the sample). Initial 

analyses were conducted to determine whether the participants who responded with 

narratives differed on individual factors, disease factors, or PTGI scores compared to 

participants who did not respond to the qualitative component of Study 1. Mean 

difference tests were conducted on continuous variables and chi-square analyses 

assessed potential significant differences in frequency of response to categorical 

variables. Mean difference tests showed that participants who provided narratives did 

not differ in age, t(269) = -.45,p = .65, or PTGI scores, t(324) = 1.41,p = .16, 

compared to the participants who did not provide qualitative data. Chi-square analyses 

showed that the frequency of those who responded to the qualitative component of the 

study did not differ from the other participants by gender, x2(1, N = 335) = .66,p = 

.42; relationship status, x2(1, N = 334) = .65; p = .42; ethnicity, x2(1, N = 323) = 1.55, 

p = .21; area lived in, x2(1, N= 329) = 1.70,p = .19; current cancer status, x2(2, N= 

326) = 1.37,p = .50; or were currently undergoing treatment, x2(1, N = 328) = .78,p = 

.38. When exploring whether the four major cancer diagnoses of breast, prostate, 

colorectal and haematological cancer survivors differed in providing narratives, chi

square analysis revealed no differences between the diagnosis groups, x2(3, N = 235) = 

2.61,p = .46. The only variable where frequency differences were evident was level of 

education, x2(5, N = 331) = 15.81,p < .01, with pair-wise comparisons showing that 

significantly more people with Grade 10 or less education (48.3%) provided narratives 

when compared to the percentage of participants who provided narratives with an 

education level of Grade 12 (15.0%), Diploma/TAFE (19.8%), Undergraduate 

University (8.7%), or Postgraduate University (8.2%). 
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Qualitative Themes 

Six superordinate themes emerged from the Study 1 nan-ative data, including; 

diagnosis experience, resilience, positive outcome, coping (emotional, behavioural, 

and cognitive coping), adverse outcomes, and PTG. Figure 3.3 provides an overview 

of the component themes found in Study 1 and the organisation of these themes into 

superordinate themes. Relationships between superordinate themes shown Figure 3.3 

are indicated by directional an-ows. These relationships have been directed by the data 

and derived from elements of Calhoun and Tedeschi's (2006) PTG model and 

Folkman's (2008) cun-ent cognitive model of Stress and Coping, and are subsequently 

discussed in detail for each superordinate theme. 
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Figure 3. 3. Overview of qualitative themes reported in narratives from Study 1. 
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The Experience of Being Diagnosed with Cancer and Resilient Participants 

The first superordinate theme describes elements of the experience of being 

diagnosed with cancer. A strong component of this experience expressed by 

participants entailed the period of waiting for their diagnosis, with this being 

described as one of the most stressful elements of the initial experience. The initial 

reaction to being diagnosed with cancer included a range of emotions, most 

commonly reported as shock, numbness, dread, fear, anxiety, disbelief, and that the 

test results were incorrect. Participants detailed distressing elements of their 

experience, such as pain associated with treatment and negative affect that remained 

after their diagnosis. Participants also described additional life-changing experiences 

that contributed to their stress at the time of diagnosis. 

Another group of themes that emerged from the data were the participants who 

were reporting a number of resilient characteristics that influenced their appraisal of 

their diagnosis and treatment. These participants still reported that elements of the 

experience were distressing; however, they also stated an early acceptance of their 

diagnosis and a fighting spirit, which has been characterised as an initial appraisal of 

the cancer as a challenge that can be actively managed while maintaining an 

optimistic outlook (Folkman & Greer, 2000). Optimism and hope were also discussed 

as components that assisted these participants through this experience of diagnosis and 

treatment and enabled them to establish plans for their future. 

A component of resilience was embodied by participants who characterised 

themselves as fatalists. While maintaining similar characteristics to the acceptance 

component, these participants reported assenting to any outcome. For example: 

"And then when I came home and told my wife it did not worry 

me at all, I thought what will be, will be." [ # 181] 
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The participants exhibiting resilient themes also discussed previous life 

experiences that contributed to the appraisal that their diagnosis of cancer was not 

traumatic. For example, previous illnesses or others' experiences of cancer provided 

them with positive modelled behaviour or a comparison that shaped their appraisal 

that they could successfully manage their diagnosis and treatment. Also, age was 

reported as a factor that contributed to the participant accepting the diagnosis as a 

normal component of life trajectory. Some elderly participants were grateful for the 

life that they had already lived and stated that having cancer at their age was 

inevitable. These resilient characteristics provided participants with the framework to 

appraise their diagnosis as not being traumatic. 

As seen in Figure 3.3, it is proposed that these resilient participants do not 

experience positive life changes to the same extent of those who had appraised this 

situation as traumatic. As a significant shift in schemas is an avenue for the initiation 

oflife change (Calhoun & Tedeschi, 2006; Janoff-Bulman, 2004), those participants 

who displayed resilient characteristics, may be less likely to experience this as they 

are not traumatised by their cancer experience. Janoff-Bulman's suggests that 

psychological preparedness is an outcome of successful coping and management of 

previous traumatic experiences. This resilience then results in less traumatisation from 

challenging events and a resistance to experiencing shifts in world and self views and 

PTG. Therefore, the resilient participants in the current study did not experience a 

shift in their world or self view and did not perceive major positive life changes 

(Westphal & Bonanno, 2007).At the time of writing these narratives, resilient 

participants described their cancer experience as being put into perspective as being 

another life event that was successfully managed and that this was considered a 

positive outcome. All component themes of the diagnosis experience, resilience and 

positive event appraisal reported by resilient participants are described in Table 3.12. 



Table 3.12 
Component Themes_ of Diagnosis Experience, Resilience, and Positive Event Appraisal 

Superordinate Component 
Theme 

Diagnosis Waiting 
experience 

Initial reaction 

Trauma of diagnosis 
& treatment 

Parallel experiences 

Resilience Acceptance 

Fatalists 

Fighting Spmt 

Optimism & Hope 

Previous Experience 

Previous Illnesses 

Age 

Positive Event Perspective 
Appraisal 

Explanation 

Waiting for diagnosis and results 

Initial shock of diagnosis & how this 
was overcome 

Cancer and treatment a traumatic 
experience 

Additional stressors. 

Accepting the diagnosis and actively 
dealing with it. Not resignation. 

Accepting that whatever happens is fate 
and meant to be. 

Cancer is a challenge to be achvely 
managed 

Expecting a pos1hve outcome 

Putting cancer into perspective with 
previous life events 

Putting cancer into perspective in 
comparison to previous illnesses 

Cancer appraised as part of normal life 
course once a certain age is reached. 

Cancer appraised as managed & in past 

Quote 

"One of the worst aspects of having cancer are the ongoing investigations, waitmg for 
results and frequent visits to hospitals and doctors. The treatment, although difficult, is 
manageable. It's the waiting after I find the most difficult." [#216] 

"First reactions are of the most acute kind of animal panic and thoroughly old fashioned 
kinds of dread." [#16] 

"When having radiation I became very upset. .. I felt hke all my nghts of dignity and 
confidentiality were completely taken away and so for 6 weeks I felt like a sheep ready for 
slaughter. I am a very private person but my pnvacy was taken away from me."[#32] 

"I started radiat10n treatment on the day of my mother's funeral so I had to be emotionally 
very tough." [#218] 

"It has been a positive event once I accepted that it had happened and my life had changed 
- I made it change for the better." [ # 118] 

"I accepted the diagnosis as 'fait accompli'." [#93] 

"I had the resolve then and I feel that I shll have plenty of it to meet this latest challenge." 
[#288] 

"I faced the operation with hope and resolution to be strong." [#113] 

"Answers may appear casual but having served 6 years in A.I.F. Libya, Syrai, Lebanon, 
then Borneo, you become a confirmed fatalist." [#213] 

"I have been reasonably well until late 2005 when I suffered two mini heart attacks that 
have slowed me down more than the cancer (8 hours) operation." [#326] 

"I thought to myself that I had my three score and ten years of life and that every day after 
70 was a bonus." [ #91] 

"Cancer is just another hiccup in the saga ofliving." [# 121] 

......... 

......... 
+>. 
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Coping with the Struggle of Diagnosis and Treatment 

A number of coping strategies were evident in participants' narratives that were 

utilised in response to a range of different stressors associated with the experience of 

a diagnosis of cancer. Generally, participants reported three clusters of coping 

components that incorporated emotions, behaviours, and cognitive processing. These 

groups of component themes were not consistently orthogonal as several coping 

strategies fulfilled more than one purpose. For example, themes evident in the social 

support component show that this was a resource that assisted both emotional aspects 

· of the experience and cognitive processing. 

Assessment of the effectiveness of different coping strategies cannot be done 

without taking into account that different contexts require different responses to 

overcome the challenges associated within that experience (Coyne & Racioppo, 

2000; Lazarus & Folkman, 1984). Therefore, it is difficult to deem coping strategies 

as adaptive or maladaptive in the current study as the context provided by the 

narratives was not always clear. Also, the cross-sectional nature of the study results 

in an inability to consistently distinguish between coping strategies that were used in 

the immediate post-diagnosis experience and the coping efforts that remained evident 

for the participant when writing the narrative. However, as demonstrated later in 

section 3.6, triangulation of qualitative and quantitative data through matrix queries 

in NVivo showed that several coping components were particularly salient for 

participants' perception of PTG. It is these coping components that are now 

described in more detail. 

Emotions. A large number of coping component themes were attributed toward 

emotional aspects of the experience. Participants described emotional expression as 

an important element of coping immediately after being diagnosed with cancer and 

enduring the associated treatments. Social support and concern for support persons 
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was strongly endorsed by participants as an avenue for expressing their emotions and 

dealing with emotional aspects of the cancer experience, which is consistent with 

studies showing that social support provides an avenue to vent emotions and aid 

post-diagnosis adjustment and PTG (e.g., Boehmer et al., 2007). Participants also 

reported social support as an aid to cognitive processing, which is discussed later in 

the cognitive coping section. Social support was also reported as a stressor as 

participants described the difficulties that they had relating to others. This component 

entails unsatisfactory interactions with social supports and medical professionals, 

incorporating both unsolicited social support and lack of social support from 

expected sources. Taylor (2007) indicates that the perception of social resources is 

more important than the actual utilisation of social support resources as receiving 

unwanted social support or inadequate social support can be distressing, whereas the 

knowledge that support resources are there in times of crises can be beneficial to the 

individual regardless of whether this was accessed. 

Another rich source of data detailed the positive effect of modelled behaviour 

from other cancer survivors. Participants discussed how fellow cancer survivors were 

an inspiration and encouraged both positive reframing and personal growth through 

their own experience. This modelled behaviour was provided not only by friends, 

family, and people met during treatment, but also sport and media celebrities who 

had shared their cancer experience through newspapers, magazines, books, 

television, and fundraising activities. These participants discussed how this modelled 

behaviour helped shape their own appraisals, behaviour, and PTG, supporting 

previous research indicating the importance of PTG modelling in influencing the 

expression of PTG (Weiss, 2004a, 2004b ). Information seeking behaviour was also 

described by participants who expressed a need to fully understand their illness and 

the treatment options available. This type of coping strategy influenced both 
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emotional and behavioural aspects of the experience and has been shown to be 

associated with regaining internal LOC and attributing meaning to the experience 

(Folkman & Greer, 2000). Taking an active role by obtaining an understanding of the 

disease and associated treatments can strengthen a sense of mastery and also 

decrease distress (e.g., Burgess et al., 1988). 

Participants described feeling that their situation was manageable via 

downward social comparison to others with cancer. Participants reported that they 

were "lucky" or "better off' than many others with cancer, or that they had "a good 

cancer". Previous research has shown that downward social comparison enhances 

positive affect and self-image, and is associated with improved quality of life in 

those with chronic illness (Dibb & Yardley, 2006). Another study has also indicated 

the mediating effect of downward social comparison between self-efficacy and PTG 

in a sample of cancer survivors (Schulz & Mohamed, 2004). In other words, the 

cancer survivors' belief that they can successfully manage the cancer experience will 

predict downward social comparison, which then predicts PTG. However, when 

social comparisons are negative, such as with upward social comparison, adjustment 

and quality of life can be adversely affected as the individual feels that their situation 

is worse and cannot be controlled (Dibb & Yardley). The participants in the current 

study who described upward social comparisons expressed concern for their future 

and feared that their situation will deteriorate when comparing their own situation to 

others with cancer. 

The component theme of self-imposed social constraint entailed participants 

who chose not to disclose their cancer and treatment to people other than their 

spouse. The reasons provided for this constraint included not wanting to worry adult 

children, and not wanting to be pitied or thought of as sick. Several participants 

reported that they eventually informed family and friends of their diagnosis, although 
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this did not always occur. The PTG model shows that the need for self-disclosure 

regarding the traumatic event is an important element leading to PTG and that social 

constraint would inhibit perceiving positive life changes (Calhoun & Tedeschi, 

2006). This theme of social constraint is also suggested to be associated with PTSD 

symptomatology in cancer patients; in particular, social constraint promotes intrusive 

rumination and purposeful avoidant cognitive processing (Lepore & Helgeson, 1998; 

Widows, Jacobsen, & Fields, 2000). All components of emotional-based coping are 

described in Table 3.13, including other emotional-based strategies (caring for social 

supports, religious/spiritual beliefs, humour, distraction, and avoidance). 



Table 3.13 
Components of Emotional-based Coping Strategies Reported by Participants 
Emotional Components Explanation _ _Quote 
Emotional Processing Strategies for emotional expression and "I have kept a personal journal of my progress and feelings past and present, it's been a way of expressing 

processing myself privately." [#10] 

Social Support * 

Difficulty relating to 
others 

Positive Behaviour 
Modelling* 

Information & 
understanding * 

Downward Social 
Comparison 

Upward social 
comparison 

Self-imposed Social 
Constraint 

Caring for Social 
Supports 

Religion & Spirituality * 

Humour 

Distraction coping 

Family, friends, and medical 
professionals 

Unsatisfactory interactions with social 
supports and medical professionals 

Exposed to or seeking out others who are 
positive about their cancer 

Accessing information about diagnosis 
and treatment for understanding 

Comparing self to others with cancer and 
feeling better or unique 

Feeling worse when comparmg self to 
others with cancer 

Voluntary isolation and keeping cancer as 
a secret 

Concern for and protectmg family 

Faith/church as a source of emotional 
support 

Humour to deal with cancer and treatment 

Distracting oneself with activities (not 
denial) 

"My support has come from my wife and close family, this support has been priceless." [#10] "I can't praise 
my surgeon, oncologist, and other medical procedures enough for getting me through this rough patch in my 
life." [ #28] 

"Have lost two close friends - they have withdrawn their friendship because they can't cope with my cancer." 
[#170] "I got sick of sympathy and people asking how I was." [#I97] 

"Everyone that I knew [who had cancer] seems to take the diagnosis pretty bravely, and seem to seek out their 
best options regarding treatment- their bravery is an mspiration." [#255] 

"Information was very important to me to feel I could cope, 1.e., answers to many questions, even death, will I 
be here in 6 months?" [#308] 

"In my mind was always the thought that there is always someone worse off than you." [#88] 

"My cancer is supposed to be gone like my friend but we buned her February this year." [#247] 

"When I was diagnosed with breast cancer I chose not to tell any of my family other than my husband. I didn't 
want to have to explain all the ins and outs and certamly didn't want people feelmg sorry for me." [#104] 

"My initial response was not about myself, but my family." [#I 7] 

"Through all this experience I have felt cush10ned and surrounded by God's strength, love and healing power." 
[#2] 

"Apart from your treatment, laughter is the best remedy of all." [ #69] 

"I keep myself busy as possible because I truly think that filling the mind with as much as possible is the only 
way to go on living. Doesn't matter what it 1s. Music, maths, engineering ... " [#70] 

Avoidance copmg Not wanting to think about havmg cancer "I didn't attend support groups as I didn't want to be reminded of what had happened on a regular basis." [#69] 
Note. * = overlapping component themes 

......... 

......... 
\0 
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Behaviours. In addition to coping strategies that address emotional aspects of 

the experience, participants also reported a number of behaviours that assisted them 

in dealing with their cancer and treatment, including seeking out positive behaviour 

models and accessing alternative therapies (see Table 3.14). Alternative therapies 

provided these participants with an avenue in which to access treatment options not 

available within traditional medicine. Goldstein (2003) suggests that cancer patients 

who access alternate or complementary treatment are subscribing to a broad social 

movement that allows the individual to attribute a new meaning to their health and 

illness, which is consistent with participants in the current study. These cancer 

survivors discussed how alternate therapies assisted them in maintaining a positive 

outlook, allowed them to appraise their cancer as manageable, and contributed to 

their regained health. 

Previous studies suggest that accessing alternate therapies are beneficial as they 

can contribute to a person's sense of control. For example, when investigating 

correlates of accessing alternate cancer therapies, a study of breast cancer survivors 

(N = 551) showed that locus of control over the cause and course of their cancer had 

the strongest associations (Henderson & Donatelle, 2003). Also, a qualitative study 

of ten women undergoing chemotherapy for breast cancer showed that negative 

cognitions about their traditional treatment was alleviated through utilising alternate 

therapies for cancer, such as massage therapy, and allowed the women to positively 

appraise their experience (Billhult, Stener-Victorin, & Bergbom, 2007). 
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Table 3.14 

Components of Behavioural Coping Strategies Reported by Participants 

Behavioural Explanation Quote 
Components 

Positive 
behaviour 
modelling* 

Seeking out 
others who are 
positive about 
their cancer 

"A session provided by the Hospital Cancer Group 
called "Look good, feel good" was a real lift. This was 
at a time when I had no hair and it was great to be with 
others like me and to have a laugh at ourselves." [#212] 

Alternative Accessing & "My wife and I said no [to treatment] and we spent a 
therapies* practismg month in Asia eating an Asian diet and became more 

alternative involved in Buddhism as a way oflife ... When we got 
therapies back PSA was down to normal." [#279] 

Note. * = overlappmg component themes. 

Cognitive processing. Cognitive processing and searching for meaning 

encapsulated a rich source of data in the narratives, supporting Folkman's (1997, 

2008) revision of the stress and coping theory to incorporate meaning-based coping. 

Making sense of their diagnosis was described by participants as they struggled to 

incorporate their illness into their understanding of themselves and their role in life. 

Participants also strove to understand why the cancer had occurred, with the majority 

of participants attributing causes to external sources, such as genetics or 

environmental toxins. The exceptions to this were two participants diagnosed with 

lung cancer who acknowledged that their smoking tobacco had contributed to their 

diagnosis of cancer. 

Positive reframing was discussed by a number of participants, with previous 

studies showing that coping through positively reappraising the cancer experience 

predicts PTG (Ho et al., 2004; Lechner et al., 2006; Sears et al., 2003; Thornton & 

I 

Perez, 2006; Urcuyo et al., 2005; Widows et al., 2005). Participants also reported 

various motivating factors that were used to "beat the cancer", such as establishing 

goals that they wanted to achieve and children or grandchildren that they wanted to 

see grow up. Information/understanding, social support, behaviour modelling, and 
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alternative therapies have all been discussed previously as emotional or behavioural 

coping components. These components were also discussed by participants as 

strategies used to assist in cognitive processing and attributing meaning in order to 

reappraise existing schemas and relinquish unattainable goals in light of changed 

circumstances induced by illness (Folkman & Greer, 2000). Social cognitive 

theorists suggest that it is this reappraisal of schemas and self that leads to personal 

growth (Brennan, 2001). 

Regaining mastery was also discussed as an important element of obtaining a 

sense of control over their life and body. A qualitative study of women breast cancer 

survivors participating in dragon boat racing (Sabiston et al., 2007), found that 

women who perceived they could manage the effects of the cancer and possible 

recurrence were able to make personal decisions and felt in command of their lives. 

This sense of mastery was an important factor in their view of self and was the 

catalyst for positive life change (Sabiston et al.). Another component of cancer 

survivor cognitions was the increased awareness of mortality as participants 

attributed meaning to their experience through facing the possibility of death and 

accepting the inevitability of life ending. All component themes describing cancer 

survivors' cognitive processing can be found in Table 3.15. 



Table 3.15 

Components of Cognitive Processing Reported by Participants 

Cognitive Components Explanation 

Making sense of the 
diagnosis 

Positive reframing 

Motivation to beat 
cancer 

Information & 
understanding * 

Social Support * 

Positive Behaviour 
Modelling* 

Alternative therapies * 

Regaining mastery -
InternalLOC 

Attributing meaning and 1dentifymg 
potential causes of the cancer 

Reappraising the situation positively 

Establishing goals/aspirations 

Accessing information about diagnosis 
and treatment to understand what is 
happening 

Social support assisting cognitive 
processmg 

Exposed to or seeking out others who 
are positive about their cancer 

Accessing & practising alternative 
therapies 

A sense of control over treatment, 
health, life 

Mortality salience Attributing meaning to cancer through 
comfort facing the prospect of death 

Note. * = overlapping component themes 

Quote 

"I believe myself to be one of the lucky ones." [#93] "I put the blame on the HRT honnone 
tablet I went on for hot flushes. No breast lump before I took them." [#35] 

"I have a very positive attitude and I know that I will beat this." [#45] 

"I had a lovely family and wanted to see my girls grow up." [#325] 

"I did not want to have the treatment initially but finally decided I would. I have a 
wonderful daughter-in-law that is a nurse and she gave me access to a lot of reading 
material, and that helped me to understand my cancer and what I needed to do." [ #218] 

"I also feel that discussing your cancer and treatments with everyone helps you accept 
where you are in terms of this disease." [#186] 

"About 4 years ago my brother developed pancreas cancer and eventually died from it. He 
went through some terrible suffering but he accepted it and was extremely strong and from 
the experience I learnt a great deal ... When I was diagnosed with prostate cancer my 
brother's strength made me accept it unbelievably so." [266] 

"My experience has been that a holistic approach is very beneficial to the overall outcome 
both physical and mental and I'm continuing to follow that path." [#38] 

"I have this under control and it is just patt of my new life." [#46] 

"We are all going to die, you, me, everyone." [#154] 

......... 
N 
l;.l 
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Long-term Repercussions of the Cancer and Treatment 

An element of the cancer experience reported by participants involved adverse 

outcomes that had occurred as a result of the cancer and/or treatment. Pmiicipants 

discussed long-term physical and psychological repercussions of the cancer and 

treatment, fear of recurrence, continued intrusive rumination, loneliness and 

isolation. The long-term repercussions that occurred as a result of the cancer and/or 

treatment included negative life changes that had impacted on physical and 

psychological well-being, such as; financial burden, social changes, work disruption, 

lifestyle changes, physical disability, changes in physical appearance, treatment 

maintenance, distress, depression, fatigue, infertility, impeded sexual activity, and 

cancer metastases. 

A common theme amongst participants who discussed adverse outcomes was a 

fear of the cancer recurring, with many participants also reporting constant reminders 

that they had/have cancer. Previous studies have shown that cancer survivors who 

have a high fear of recurrence also have higher PTSD symptoms than those with 

lower fear of recurrence (Black & White, 2005). Persistent intrusive rumination was 

a strong theme evidenced in participants reporting adverse outcomes. This 

rumination is generally triggered through external sources such as news reports, 

others being diagnosed with cancer, or situation-specific reminders (e.g., food 

groups, smells, hospitals). While early intrusive rumination can be indicative of 

adjustment through cognitive processing and perceived positive life change (Calhoun 

et al., 2000; Calhoun & Tedeschi, 2006), continued intrusions that occur long after 

the diagnosis of cancer may be associated with poor adjustment (Roberts et al., 

2006). The participants who expressed adverse outcomes were also reporting a 

number of coping strategies that were in place to deal with long-term effects of the 

cancer and treatment, supporting the transactional nature of coping with an event that 
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is not yet resolved (Folkman, 1997). These cross-sectional results of participants who 

are, on average, three years post-diagnosis can also be indicative of a continued 

coping effort that is associated with poor adjustment (Scott et al., 2004). These 

cancer survivors contrasting with those participants who had appraised their cancer 

as managed and positively appraised. 

A number of participants also expressed a sense of loneliness as they felt 

isolated by their cancer. For example, one participant reported feeling ostracised in 

her small community as everyone knew that she had cancer, whilst another 

participant stated that those support persons who did not have cancer themselves 

could not fully appreciate the extent of the cancer experience. These participants felt 

that their experience of being diagnosed and the struggle that ensued resulted in their 

isolation from other people who had not gone through similar circumstances. The 

loneliness described by participants included both self-imposed isolation and 

exclusion by others. This is analogous with Zebrack's (2000) suggestion that a 

diagnosis of cancer can be a catalyst for a new life and role as a cancer survivor that 

extends over the remainder of the individual's lifespan, regardless of prognosis. All 

components of adverse outcomes for cancer survivors are described in Table 3 .16. 

Table 3.16 

Component Themes of Adverse Outcomes Reported by Participants 

Com£onent Ex£lanation Quote 

Long-term Physical and "I was dealt a bad hand, a tumour low down 
repercussions psychological affects of which meant a bag for the rest of my life." 

cancer and treatment [#247] 

Fear of No longer trusting body "I have this horrible feeling deep within that 
recurrence and questioning any the cancer is still there, just waiting to rear it's 

symptoms ugly head." [#50] 

Intrusion- Persistent intrusive "Smells/places/people are all reminders -
triggered rumination triggered by bringing back tastes and feelings." [#227] 

cancer reminders 

Loneliness & Feeling isolated due to "Although I get a lot of help in different areas 
isolation cancer ex£enence I still feel a little lost and alone." [#161] 
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Positive Life Changes Reported by Cancer Survivors Occurring as a Result of their 

Struggle 

The positive life changes evident in the narratives from Study 1 included; 

strengthened relationships, personal strength, priorities, engaged in and 

appreciating life, compassion for others, and health-related benefits. Similarities 

between several of these component themes and the domains of the PTGI are 

evident; with the exception of a lack of religious or spiritual growth, and the addition 

of compassion and health-related changes. While participants in Study 1 reported 

utilising their faith in God or spiritual beliefs, as a resource from which to draw 

strength during their cancer experience, growth or a newfound faith was not 

expressed. While previous studies have found religious and spiritual growth to be a 

strongly endorsed area of positive life change, particularly following a diagnosis of a 

life-threatening illness (e.g., Cordova et al., 2001 ), it may be that Australians have a 

more secular nature than the United States of America, where a large proportion of 

PTG research has been conducted (see Shakespeare-Finch & Morris, in press, for a 

review of Australian PTG research). The tendency for Australian participants to 

report positive life changes in domains such as an increased compassion toward 

others, relating to others, appreciation of life, and personal strength rather than in 

religious or spiritual growth is evidenced by a number of studies (Burke et al., 2006; 

Carboon et al., 2005; Harms & Talbot, 2007; Morris et al., 2005; Morris et al., 2007; 

Shakespeare-Finch et al., 2005; Shakespeare-Finch & Copping, 2006). 

The domains of PTG that were strongly endorsed in the current study but not 

evident in the PTGI included increased compassion and health-related benefits. The 

compassion toward others that was expressed in the narratives described participants' 

empathy for other people who were struggling with similar adversities. Participants 

reported that this newfound compassion resulted from their own diagnosis and 
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treatment experience. This construct may not be unique to an illness context as 

previous qualitative research with general trauma populations has indicated the 

importance of this area of personal growth (Shakespeare-Finch & Copping, 2006). 

This increase in compassion towards other may be an indication of the types of 

positive life change evidenced in a cultural context such as Australia. The 

quantitative measure of PTG used in Study 1 contains one item regarding 

compassion and the factor analysis conducted in the construction of this inventory 

showed this to load on to relating to others subscale of the PTGI. Studies that have 

examined the PTGI factor structure in different cultural contexts such as Australia 

(Morris et al., 2005) show variation in how this compassion item loads onto different 

factors; thus suggesting that the perception of a newfound compassion for others may 

be expressed differently across cultural contexts. The construct of personal growth in 

compassion warrants further exploration and focus that is currently not afforded in 

existing quantitative measures of PTG. 

The health-related benefits evident in the current study included lifestyle 

changes incorporating improved diet and increased exercise. Two participants with 

prostate cancer described radical life changes such as moving to an Asian country to 

adopt this lifestyle and diet in order to reduce their PSA levels. These participants 

both detailed changes they and their family made with diet and reducing stress 

because they felt this would assist healing and recovery. While other health-related 

benefits described by participants were not as extreme as moving country, improved 

health behaviour was a prominent theme in this study. The changes that participants 

described in improving their diet and lifestyle support other qualitative research in an 

illness context showing a perception of health-related benefits after being diagnosed 

with a serious illness (e.g., Pakenham, 2007). Domains of PTG reported by cancer 
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survivors in this study are described in Table 3 .17 and are discussed further in 

section 3.7 and also in Chapter Four and Five in relation to Study 2. 

Table 3.17 

Component Themes of Posttraumatic Growth Reported by Participants 

Com2onent Ex2lanation Quote 

Relationships Becoming closer to "I found that although I always knew I 
strengthened people as a result of belonged to a strong, close knit family they 

this experience were truly wonderful in every way and our 
love became even stronger." [#17] 

Personal strength Realising strength of "It made me see myself as much tougher and 
& belief in self character stronger person than I thought I was." [#98] 

Strengthening & Identifying new "I realised that working full-time was a lot 
identifying priorities in life and less important than spending time with my 
pnorities strengthening husband, children and extended family. I now 

existing pnorities work strictly paii-time and don't feel guilty 
for saying no. Life has become a lot more 
precious." [#160] 

Engaged in & Taking opportunities "Life is very precious and it takes something 
appreciating life in life. Appreciating like this to remind us of this." [#123] 

every day 

Compassion for Gaining an "I would love to work or volunteer to help 
others understanding and children who have cancer in the future - I 

compassion of other now know how brave the little darlings are." 
people's situations [#50] 
and wanting to help 

Health benefits Making changes "I decided to eat healthy food, grew most of 
regarding health, diet, my own veg and tried to keep active." [ #91] 
lifes le 

3.6 Triangulation of Qualitative and Quantitative Data in Study I 

In order to provide a comprehensive picture of the experience of being 

diagnosed with cancer, matrix queries in NVivo were conducted to triangulate the 

qualitative and quantitative data for this sample. The qualitative analysis program 

NVivo can incorporate quantitative data into analyses by assigning attributes to each 

participant, such as gender or cancer diagnosis. Scores on inventories can also be 

included as categorical attributes by assigning participants' scores as quartile scores. 



Conducting matrix queries allows for the exploration of interactions between 

attributes and qualitative themes to assess frequencies of response, providing the 

basis for comparative pattern analysis (Bazeley, 2007). The results from matrix 

queries must be interpreted with caution as NVivo does not assess significant 

differences between these frequencies. Therefore, conducting matrix queries 
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provides a comprehensive analysis of the qualitative data, and cannot be construed as 

quantitative analysis. 

To investigate proposed relationships between superordinate themes in the 

model shown in Figure 3.3 on p. 111, matrix queries assessed the frequencies of 

participants displaying resilient characteristics and those participants who described 

their cancer as a traumatic experience against their PTGI scores. As PTGI total 

scores were normally distributed, PTGI scores were converted into categorical 

attributes by assigning each participant's PTGI score as 18
\ 2nd, 3rd, or 4th quartile. 

Results show that participants who reported resilient themes of appraising their 

cancer as managed, accepting the diagnosis as part of old age, a fatalistic attitude, 

and previous experiences were more likely to have PTGI scores in the lower quartiles 

(see Table 3.18). Whereas, participants who reported themes that described the 

trauma of their diagnosis more frequently had higher PTGI scores. Frequencies 

remained consistent across the PTGI quartiles for the other resilience and traumatic 

experience themes and are not shown in Table 3.18. 
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Table 3.18 

Matrix Frequencies of Resilient and Diagnosis Experience Themes with PGTI Scores 

PTGI quartiles 

l st 2nd 3rd 4th 

(0-45) (46-60) (61-75) (75-105) 
n n n n 

Resilient themes 

Fatalists 4 3 2 1 

Age 7 4 4 2 

Perspective - cancer managed 9 9 3 4 

Previous experiences 6 3 2 2 

Diagnosis Experience themes 

Initial Reaction 11 10 8 21 

Intrusive rumination 4 4 7 6 

Parallel Stressors 3 3 4 5 

The trends shown by these matrix queries suggest that resilient participants are 

less likely to report positive life changes after being diagnosed with cancer; whereas 

participants who report higher PTG have appraised their cancer as traumatic. These 

results are consistent with previous suggestions that PTG occurs as a result of a shift 

in assumptive world views and cognitive processing of a traumatic event (Calhoun & 

Tedeschi, 2006; Janoff-Bulman, 2004). Resilience displayed by participants who 

report previous major life experiences are psychologically prepared and less likely to 

experience PTG as their cancer has not been a catalyst for life change (Janoff-

Bulman, 2004). Resilient individuals are less likely to appraise the event as traumatic 

and construe positive life changes as their functioning has not been impeded to the 

same extent as traumatised individuals (Calhoun & Tedeschi, 2006; Westphal & 



Bonanno, 2007). It may be that prior experience of PTG after previous traumatic 

experiences may equip individuals to be resilient to future trauma as they are 

confident they can manage any challenges. Thus, additional PTG may not be 

experienced by resilient individuals as future events do not meet the subjective 

criteria of traumatic (Calhoun & Tedeschi). 
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Matrix queries were also conducted between the coping themes and PTGI 

quartiles to assess the frequencies of particular coping strategies that are more likely 

to be associated with PTG. Results show that participants reporting PTG modelled 

behaviour, social support, future aspirations, downward social comparison, 

information and understanding, and positive reframing were more frequent in the 

participants who have higher PTGI quartiles. Conversely, the coping strategies more 

frequently endorsed by participants in the lower PTGI quartiles were cognitive 

avoidance, overly solicitous support and support not received, self-imposed social 

constraint, and upward social comparison (see Table 3.19). Frequencies ofremaining 

coping themes remained consistent across PTGI quartiles. 
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Table 3.19 

Matrix Frequencies of Coping Themes with PGTI scores 

PTGI quartiles 

1 St 2nd 3rd 4th 

(0-45) (46-60) (61-75) (75-105) 
n n n n 

PTG modelled behaviour 2 5 6 9 

Social Support 24 24 21 47 

Future Aspirations 0 0 1 4 

Downward social comparison 4 1 6 10 

Information & understanding 2 2 5 11 

Positive reframing 2 2 7 14 

Cognitive avoidance 5 5 3 2 

Overly solicitous support/Support not 

received 8 8 3 5 

Self-imposed social constraint 4 2 4 0 

Upward social comparison 4 1 1 0 

The results showing social support, PTG modelling and positive reframing to 

be associated with higher PTGI scores are consistent with previous PTG research 

with cancer survivors (e.g., Sears et al., 2003; Weiss, 2004b ). Future aspirations and 

gaining an understanding of cancer through information seeking behaviour may be 

associated with re-establishing control over the post-diagnosis experience. Regaining 

mastery after having internal LOC is advantageous for positive adjustment (Taylor, 

1983) and may promote the perception of positive life changes (Sabiston et al., 

2007). Downward social comparison has been shown to enhance positive affect and 
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self-image in those with chronic illness (Dibb & Yardley, 2006), which may increase 

the likelihood of perceiving PTG. 

The coping strategies frequently endorsed by participants with lower PTGI 

scores are conducive of an environment where the patient is not supported and may 

be socially isolated. Generally, actively managing and directly dealing with the 

cancer and treatments promotes positive life change after being diagnosed with 

cancer (Stanton et al., 2006). Whereas, avoidance, difficulty relating to others, social 

constraint, and feeling worse when comparing self to others can be considered as the 

antithesis of coping strategies that have been associated with PTG in previous 

literature. Correlates of PTG will be discussed further in Chapter Five in relation to 

Study 1 and Study 2 results. 

As the quantitative results in Study 1 showed significant mean differences in 

levels of PTG between cancer diagnoses and the area that the participant lived in, 

these variables were also explored through matrix queries with frequencies of 

reported qualitative themes. As previously discussed, the number of participants 

from rural areas that provided qualitative data did not significantly differ from the 

number of participants in regional cities that provided qualitative data. Matrix 

queries with these participants showed several differences in the frequencies of 

reported themes. A number of paiticipants living in regional cities tended to report 

resilient characteristics such as appraising their diagnosis of cancer against previous 

experiences (regional n = 22, rural n = 14) and other illnesses (regional n = 7, rural n 

=2). 

A number of frequency variations were observed in coping with emotional 

aspects of the experience between participants living in rural and regional areas. 

More participants living in rural areas reported exposure to positive behaviour 

modelling and saw themselves as unique when comparing their situation to other 
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cancer survivors. Whereas a higher number of participants living in regional cities 

reported distraction coping, emotional processing, humour, pessimism, social 

support, overly solicitous support and support that was expected but not received, 

self-imposed social constraint, and downward social comparison. A greater number 

of participants living in regional cities discussed themes relating to adverse outcomes 

and PTG domains, including long-term repercussions of the cancer and treatment, 

fear of recurrence, defeat, loneliness and isolation, personal strength, and compassion 

towards others. Participants living in rural areas were more likely to endorse health

related benefits. See Table 3.20 for notable patterns of frequencies across emotional 

coping strategies, adverse outcomes, and PTG. 

Quantitative results showed that participants living in rural areas had 

significantly higher PTGI scores than those living in regional cities. Subsequent 

analyses did not reveal any differences between rural and regional participants in 

regards to demographic variables or adjustment factors that were quantitatively 

measured in Study 1. However, the matrix queries indicated a number of differences 

between rural and regional participants in their endorsement of coping themes, 

adverse outcomes, a~d PTG. While those living in regional cities were more likely to 

report social support themes, they were also more likely to discuss their 

dissatisfaction with their support; whereas participants living in rural areas were 

more likely to be exposed to PTG modelled behaviour. These differences between 

rural and regional participants will be discussed in further detail in the qualitative 

discussion in this chapter (section 3.7) and in the final chapter. 
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Table 3.20 

Matrix Frequencies of Emotional-based Coping, Adverse Outcomes, and PTG 

Themes with Area Lived 

Area Lived 

Regional Rural 

n n 

Emotional Coping themes 

PTG modelled behaviour 5 8 

Self as unique 0 3 

Distraction coping 8 2 

Emotional processing 4 1 

Humour 5 2 

Pessimism 3 0 

Social support 31 23 

Overly solicitous support/Support not received 17 5 

Self-imposed social constraint 3 0 

Downward social comparison 14 7 

Adverse Outcome themes 

Long-term repercussions 29 17 

Fear of recurrence 14 8 

PTGthemes 

Personal Strength 15 8 

Compassion 11 6 

Health-related benefits 7 11 
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As quantitative results in Chapter Four indicate variation in adjustment and 

PTG between different cancer diagnoses, further matrix queries were conducted to 

explore frequencies of reported qualitative themes across diagnosis groups. As 

previously indicated chi-square analysis showed that equal proportions of breast, 

prostate, colorectal, and haematological cancer survivors provided narratives in 

Study 1 (approximately 60% of participants within each of these diagnoses 

responded with qualitative data). However, as the sample size of each cancer 

diagnosis was markedly different (breast n = 76, prostate n = 32, haematological n = 

24, colorectal n = 16) matrix query frequencies were assessed as percentages to 

ascertain whether percentages of responses exceeded the percentage of diagnosis 

represented (breast 51 %, prostate 22%, haematological 16%, colorectal 11 % of 

sample). 

Matrix queries showed that breast cancer survivors were more likely to report 

traumatic aspects of the diagnosis experience, parallel stressors, and intrusive 

rumination (see Table 3.21 for notable patterns of frequencies). No differences in 

frequencies were evident for resilient themes. More breast cancer survivors reported· 

coping effort across a number of different coping strategies, in particular; caring for 

social supports, distraction coping, positive behaviour modelling, avoidance, 

difficulty relating to others, motivation to beat cancer through seeing their children 

grow up, downward social comparison, seeing self as unique, information and 

understanding, positive reframing, and a sense of mastery. This triangulation of 

qualitative and quantitative data is analogous with quantitative analyses in Chapter 

Four showing that breast cancer survivors had higher levels of total coping effort as 

measured by the COPE inventory. 
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Table 3.21 

Matrix Frequencies of Diagnosis Experience and Coping Themes with Cancer 

Diagnostic Groups 

Cancer Diagnosis 

Breast Prostate Haema- Colo-
to logical rectal 

% % % % 
Diagnosis Experience themes 

Trauma of diagnosis and treatment 76.9 0 7.7 15.4 

Parallel Stressors 78.6 7.1 14.3 0 

Intrusive rumination 100 0 0 0 

Coping themes 

Social Support 71.5 9.5 9.5 9.5 

Caring for social supports 68.7 12.5 12.5 6.3 

Distraction coping 66.7 11. l 22.2 0 

Positive behaviour modelling 90.9 9.1 0 0 

Avoidance 81.8 9.1 0 9.1 

Difficulty relating to others 78.1 6.3 6.3 9.3 

Motivation to beat cancer 71.4 0 14.3 14.3 

Downward social comparison 78.6 0 21.4 0 

Self as unique 75 0 0 25 

Information and understanding 71.4 14.3 14.3 0 

Positive reframing 61.9 9.5 19.1 9.5 

Mastery - Internal LOC 87.5 0 12.5 0 

Note. Frequencies expressed as a relative percentage within each cancer type group. 
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Further matrix queries showed that a higher percentage of breast cancer 

survivors expressed adverse outcomes such as a continued fear of recurrence, 

triggered intrusive rumination, and loneliness and isolation (see Table 3.22). These 

themes are consistent with quantitative results showing that breast cancer survivors 

expressed higher scores on intrusive rumination and distress measures. A greater 

number of breast cancer survivors also expressed positive life changes themes across 

all PTG domains (Table 3.22). In particular, they are the only group that expressed 

compassion to others when compared to prostate, haematological, and colorectal 

cancer survivors. These results are also consistent with earlier significant differences 

between cancer diagnoses, with breast cancer survivors reporting higher PTGI means 

than haematological and colorectal cancer survivors. This wide array of reported 

coping strategies and the tendency to experience greater PTG, such as compassion 

for others, may be indicative of other factors shaping the post-diagnosis experience 

for these women including younger age of diagnosis for breast cancer survivors 

(Thornton & Perez, 2006), social and gender care-giving roles, and perhaps young 

dependents (Wilson, 2007). The unique experience of breast cancer survivors is 

discussed fmther in Chapter Five. 
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Table 3.22 

Matrix Frequencies of Adverse Outcomes and PTG Themes with Cancer Diagnostic 

Groups 

Cancer Diagnosis 

Breast Prostate Haema- Colo-
tological rectal 

% % % % 
Adverse Outcome themes 

Fear ofrecurrence 94.7 0 5.3 0 

Intrusion - triggered 100 0 0 0 

Loneliness & isolation 92.3 0 0 7.7 

PTG themes 

Relationships strengthened 90 10 0 0 

Engaged in & appreciating life 61.9 11.9 11.9 14.3 

Personal strength 76.2 4.8 14.2 4.8 

Compassion for others 100 0 0 0 

Health benefits 76.9 7.7 7.7 7.7 

Strengthening & identifying priorities 66.7 0 33.3 0 

Note. Frequencies expressed as a relative percentage within each cancer type group. 

3.7 Qualitative Discussion 

The qualitative themes revealed in the narratives provided by participants 

showed six superordinate themes. Participants described the diagnosis experience, 

the coping strategies and resources that helped them deal with the array of stressors 

associated with the experience, the adverse long-term physical, mental, and social 

outcomes of this experience, and PTG that had resulted from the struggle. The other 

superordinate themes included resilient participants who appraised their cancer and 
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treatment as another major life event that could be dealt with successfully and the 

positive post-diagnosis outcome for these participants. The participants who 

displayed resilient characteristics showed an early acceptance and fighting spirit. 

They discussed their cancer with perspective that had been gained through previous 

life experience and did not appraise their diagnosis or treatment as a traumatic event, 

which may be attributable to past experiences of PTG. 

As shown in Figure 3.3 (p. 111), the model of qualitative themes and 

relationships between superordinate themes proposes that participants displaying 

resilient characteristics did not experience life changes as their self and world view 

was not interrupted and cognitive processing of this event was not required to the 

same extent as those participants who perceived their cancer as traumatic. This was 

also supported by matrix queries showing that several resilient characteristics were 

more frequent in participants who had lower PTGI scores; whereas participants who 

described their cancer experience as traumatic were more likely to have higher PTGI 

scores. As resilient participants discussed previous life experiences and illnesses to 

provide the context for appraising their cancer, the association shown in Figure 3.3 of 

PTG leading to resilience is proposed. 

Psychological preparedness from previous major life events provides the 

context for positive appraisal of subsequent life events and successful management 

of challenging circumstances, thereby resulting in little perception of PTG (Calhoun 

& Tedeschi, 2006; Janoff-Bulman, 2004). These results are analogous with the 

current stress and coping model (Folkman, 1997), in that the primary appraisal of the 

event determines whether the event is appraised as a challenge or a threat and 

predicts how the individual copes with the challenges associated with the cancer and 

treatment. These qualitative themes and relationships proposed between the 

superordinate themes are also consistent with Calhoun and Tedeschi's (2006) PTG 
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model showing that PTG occurs from the struggle and rumination in the aftermath of 

the traumatic event. Those participants who display resilient characteristics are less 

likely to perceive PTG as they have not appraised their cancer as traumatic, and 

therefore have not needed to cognitively process or ruminate on this experience to 

the same extent as those who did perceive the diagnosis as traumatic. 

The results from the current study highlight that a distinction must be made 

between resilience and PTG. Very little empirical research exists investigating the 

relationship between PTG and resilience, with much of the literature equating these 

two constructs or using the terms interchangeably. Westphal and Bonanno (2007) 

have recently suggested that this is an erroneous assumption and that it is highly 

unlikely that resilient individuals would report PTG after a traumatic experience. 

They suggest that cognitive processing and distress following adverse circumstances 

for resilient individuals would be brief and not instigate the type of meaning-based 

coping that is associated with struggling in the aftennath of trauma. Thus, the 

perception of positive life changes arising from the post-trauma struggle and 

cognitive processing are not likely for those displaying resilient characteristics. 

Westphal and Bonanno (2007) propose that resilience and PTG are discrete 

constructs and cannot be thought of as existing on a continuum where PTG is a 

superior outcome. A resilient post-trauma trajectory represents more than a mere 

absence of psychopathology and is characterised by healthy functioning across time 

and positive emotion (Bonanno, 2005). Conversely, a post-trauma trajectory 

resulting in PTG is characterised by distress and impeded functioning for a period of 

time before perceiving positive life change (Bonanno). The qualitative results from 

the current study support this notion of differing trajectories of post-diagnosis 

adjustment and PTG between resilient individuals and those who appraise their 

cancer a traumatic experience. 
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Quantitative results revealed PTGI mean differences between rural and regional 

participants; however, further exploration of quantitative measurements of 

demographic and adjustment factors showed no variation or explanation as to why 

this group reported higher PTG. Qualitative results showed a number of differences 

in frequencies of reported themes between participants living in regional and rural 

areas. For example, regional participants were more likely to report adverse 

outcomes such as long-term repercussion of the cancer and treatment, fear of 

recurrence, defeat, loneliness and isolation. Also, participants living in rural areas 

were more likely to be exposed to PTG modelled behaviour, perhaps as a result of 

strong bonds and informal support networks that can be found in rural communities 

(McGrath, Patterson, Yates, Treloar, Oldenburg, & Loos, 1999), thus enhancing their 

own perception of PTG. Resilient themes were more likely to be reported by 

paiiicipants livmg in regional cities when compared to participants living in rural 

areas, which may contribute to the tendency of regional participants to report lower 

PTGI scores. 

The matrix queries exploring frequencies of themes reported by participants 

with different cancer diagnoses showed that breast cancer survivors experienced both 

positive and negative aspects of being diagnosed with cancer, more than any other 

cancer diagnosis group, which is synonymous with the quantitative results. The 

qualitative themes described by breast cancer survivors not only included themes 

entailing the trauma of the diagnosis and long-term adverse outcomes, but they also 

reported more PTG themes. This contrasts with the quantitative component of Study 

1 showing no relationship between distress and growth, perhaps indicating that the 

relationship between these variables will be influenced by the unique post-diagnosis 

circumstances experienced by each diagnosis group. The variety and frequency of 

coping themes advocated by breast cancer survivors was also greater than 



participants with other diagnoses. These cancer diagnosis group differences are 

further discussed in Chapter Five. 
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The PTG themes revealed in the narratives in Study 1 included strengthened 

relationships, personal strength, new and strengthened priorities, engaged in and 

appreciating life, compassion for others, and health-related benefits. The number of 

different domains highlights the multidimensionality of PTG and supports the 

relevance of factors endorsed by the PTGI, including relating to others, new 

possibilities, personal strength, and engaged in life. The current study did not 

evidence religious or spiritual growth, despite a number of participants who reported 

faith in God, and religious or spiritual beliefs as coping strategies. Actual change or 

growth in religious beliefs or spirituality was not reported, which is consistent with 

other research conducted with Australian samples (Burke et al., 2006; Carboon et al., 

2005; Harms & Talbot, 2007; Morris et al., 2005; Morris et al., 2007; Shakespeare

Finch, et al., 2005; Shakespeare-Finch & Copping, 2006). 

The addition of two other PTG domains indicates the possibility of context

specific positive life change. Existing measures of PTG may not contain items that 

are relevant to cancer patients (Ho et al., 2004) and positive life changes experienced 

after being diagnosed with a life-threatening illness may be unique to this context 

(Pakenham, 2007; Sabiston et al., 2007; Tomich et al., 2005). While quantitative 

measures, such as the Benefit Finding Scale (Tomich & Helgeson, 2004) was 

designed with breast cancer survivors, this scale measures growth as a unitary 

construct and does not acknowledge potential health-related benefits. The Perceived 

Benefits Scale (McMillen & Fisher, 1998) does incorporate a subscale entitled 

lifestyle changes; however, these items do not encapsulate health-related behaviours. 

Increased compassion for others was an additional domain of PTG described in 

the narratives in Study 1 and has been found in previous qualitative Australian 
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research (Shakespeare-Finch & Copping, 2006), suggesting that this is an important 

area of positive life change that is currently underrated in empirical PTG research. 

While the PTGI includes one item relating to the construct of compassion, the 

strength of this theme and possible cultural variation in perceived growth suggested 

in the present study and previous Australian research provides support that this PTG 

domain needs to be clarified and enhanced in future research. Other empirical 

measures that acknowledge increased feelings of empathy and acts of compassion are 

the Perceived Benefits Scale (McMillen & Fisher, 1998) and the Benefit Finding 

Scale (Tomich & Helgeson, 2004). However, the Benefit Finding scales treats PTG 

as a unitary construct (Antoni et al., 2001; Tomich & Helgeson, 2004; Urcuyo et al., 

2005) and the Perceived Benefits Scale is not as widely used as the three major 

inventories including the PTGI, Benefit Finding Scale and Stress Related Growth 

Scale (Park & Lechner, 2006). 

3.8 Limitations of Study 1 and Directions for Future Research 

The results of Study 1 provide a quantitative and qualitative picture of cancer 

survivorship approximately three years post-diagnosis. However, there are a number 

of limitations inherent in this study. These limitations are briefly discussed now and 

in further detail in Chapter Five. First, the retrospective nature of cross-section 

design generates customary limitations. Recall of coping strategies and cognitive 

processing that occurred in past years can be subject to memory bias that undermines 

the accuracy and amount of information that is recalled and reported. Initial analyses 

indicated that participants in Study 1 were experiencing low levels of distress and 

high levels of acceptance. As these participants were approximately three years post

diagnosis, they may represent a better adjusted sample than participants who had 

been assessed closer to date of diagnosis. Generalisation of results from Study 1 may 
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be limited to cancer survivors who have surpassed the immediate period of initial 

diagnosis. Further study assessing the trajectory of adjustment from date of diagnosis 

could provide assessment of how distress and posttraumatic growth develop over 

time. 

Also, inferences made while analysing the quantitative and qualitative data 

must be interpreted with caution due to the cross-sectional nature of the study and the 

possibility of alternative interpretations ofrelationships. For example, the model of 

qualitative data in Study 1 suggests associations between superordinate themes that 

are supported partially by matrix queries and through previous research; however, 

these must be interpreted with caution due to the cross-sectional nature of the data. 

Also, coping strategies that were used in the immediate post-diagnosis experience 

were not always able to be distinguished from coping efforts that remained evident 

for the participant when writing the narrative. Therefore, the adaptive or maladaptive 

nature of continued coping effort was not easily identified through this cross

sectional design. Longitudinal prospective designs can overcome some of these 

limitations and would be beneficial in supporting the proposed relationships between 

superordinate themes. 

Second, Study 1 examined the experience of being diagnosed with cancer from 

the perspective of the patient only. However, research shows that people close to the 

person diagnosed are also affected by this experience and can show elevated levels of 

distress and PSTD symptomology (e.g., Mosher & Danoff-Burg, 2005; Northouse, 

1994). Studies have also shown PTG to be reported by spouses of cancer survivors 

(Manne, Ostroff, et al., 2004; Weiss, 2004a). The investigation of significant others' 

adjustment and PTG is important to not only assess their own post-diagnosis 

experience, but to also consider the impact that they may have on the patient's 

adjustment (Kayser & Scott, 2008; Scott & Kayser, in press). Third, positive life 
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change themes such as compassion for others and health-related benefits revealed in 

the qualitative findings of Study 1 are not a focus of existing quantitative PTG 

measures. This suggests that cunent PTG measures may not be sensitive to 

idiosyncratic components of specific stressors. A longitudinal quantitative approach 

based on a phenomenological perspective can capture the lived experience of the 

individual and their loved ones after a diagnosis of cancer. This design is appropriate 

in order to obtain a comprehensive view of adjustment and PTG associated with 

cancer diagnosis and treatment, which is the design approach taken in Study 2. 



Chapter Four 

Study 2 
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To address limitations and augment results found in the previous study, Study 2 

i) utilised a mixed methods approach, ii) included significant others observations to 

corroborate patients' PTG reports, iii) examined the significant others' distress, 

coping, and PTG, and iv) employed a longitudinal design. This triangulation of data 

was used to explore the trajectory of adjustment experienced by six patients and their 

spouses. 

4.1 External Corroboration of PTG 

Inclusion of significant others in the study of post-diagnosis adjustment 

provides external corroboration and validation of the self-reported PTG expressed by 

patients. PTG does not appear to be related to defensive denial or social desirability 

(Calhoun & Tedeschi, 2006); however self-report measures, such as the PTGI, may 

be affected by general self-enhancing biases. The observation and corroboration by a 

significant other contributes to the notion that actual life changes have been made 

and validates the accuracy of the PTG reported by the patient (Weiss, 2002). Often 

those who have a close relationship with the patient are best placed to observe the 

real impact and actual life changes experienced by the patient as a result of cancer 

diagnosis and treatment (Weiss). 

Few studies have included corroborating evidence of PTG from an external 

source. An early study that did provide corroborating evidence included the 

significant other's (N=73) observation of PTG in participants who had experienced a 

variety of traumatic events (Park et al., 1996). The results showed a small significant 

correlation (r = .21) between the PTG reported by the person directly effected and an 
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informant. This correlation increased when only those informants who were 

extremely close to the participant were included in the analysis (r = .31 ). While these 

correlations were low, Park et al. suggests that this may be due to some positive life 

changes incorporating private issues, such as a shift in life philosophy, which may 

not be obvious to others. 

Weiss (2002) found a stronger correlation (r = .51) when investigating women 

with breast cancer and their husband's corroborating reports of PTG. Weiss attributes 

this higher correlation found in her study to the greater closeness between a husband 

and wife compared to the variety of relationships in Park et al.' s ( 1996) study. 

Correlations for PTGI subscales in Weiss' study provide support for the notion that . 

differences may exist between observable and phenomenological life changes. For 

example, the husband's perception of their wife's life changes were in the area of 

personal strength was reflected in a correlation of r = .28; whereas the correlation for 

new possibilities was r = .55. Weiss suggests that corroboration of changes that exist 

in a private domain (e.g., "A feeling of self-reliance") is more difficult than more 

observable changes (e.g., "I developed new interests"). 

More recently, an Australian study conducted with participants who had 

experienced a variety of traumatic events (N = 61) and their significant others (N = 

61; family members, partners, and close friends) revealed a strong correlation (r = 

.69) between reported and observed PTG (Shakespeare-Finch & Enders, 2008). 

Shakespeare-Finch & Enc,lers suggests that the stronger correlation found in this 

study compared to previous studies may be due to the nature of traumatic events 

experienced by these participants (only participants who had experienced a traumatic 

event, as defined by DSM-IV criteria, were included) and the diverse participant 

sample captured in the study (as compared to the married, high socio-economic 

participants in the study by Weiss, 2002). Few other studies have sought external 
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significant other's perspective in order to provide an accurate picture of the life 

changes that may occur after a diagnosis of cancer (Weiss, 2002). 

4.2 Perspective of Significant Other 
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The psychological impact of diagnosis is not confined to the patient, but also 

affects people close to the patient. Research investigating the impact of a cancer 

diagnosis on significant others has revealed that the cancer experience can be just as 

traumatic for the patient's family, with PTSD symptomatology being commonly 

reported (Mosher & Danoff-Burg, 2005). Several studies have shown that partners 

exhibit similar levels of anxiety and depression to patients (e.g., Northouse, 1994). 

Some studies find that significant others report higher levels of distress than patients 

(e.g., Cliff & MacDonagh, 2000). 

Just as adverse psychological reactions are experienced by people close to the 

person diagnosed, PIG may also be experienced. To date, few studies with have 

measured PIG reported by significant others of those people diagnosed with cancer. 

A recent large-scale study by Kim, Schulz, & Carver (2007) (N = 896) focussed on 

family members and close friends of cancer survivors and used the Benefit Finding 

Scale to determine a six-factor structure of positive life changes that were associated 

with the caregiver experience, including; accepting new possibilities, empathy, 

appreciation of new relationships, closer family connections, positive self-view, and 

reprioritising. Kim et al. suggest that for significant others the additional burden 

created by being thrust into the role of caregiver creates both stress and PTG and that 

not all PTG is associated with greater adaptation. Specifically, acceptance and 

appreciating new relationships were associated with less depression; whereas, 
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significant others. 
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As shown in Table 2.1 and 2.2 in Chapter Two (pp. 25 and 34) two studies 

(Manne, Ostroff et al., 2004; Weiss, 2004a), both involving women diagnosed with 

early stage breast cancer and their partners, showed that husbands reported positive 

life changes following their wife's diagnosis, although to a lesser degree than the 

women. Weiss found that a significant predictor of PTG for husbands was the 

expression of PTG by their wife. Manne, Ostroff et al. showed that whilst there was 

overlap in the predictors of PTG for support persons and patients, there were also 

distinct predictors. Emotional expression and processing predicted PTG in women 

and their spouses. Whereas intrusive thoughts and positive reappraisal predicted 

increased PTG only for husbands, and contemplating reasons for their cancer was 

associated with PTG in the women. 

A third study by Thornton and Perez (2006) investigated the impact of a cancer 

diagnosis on men who were diagnosed with prostate cancer and their wives. Results 

showed that the spouses reported higher PTG levels, but not significantly different, 

to their husbands' PTG. The finding that the women in these studies had higher 

levels, or similar levels of PTG, regardless of having cancer themselves, may be an 

artefact of females tending to perceive more positive life changes than males 

generally (Bellizzi, 2004; Helgeson et al., Jaarsma et al., 2006; 2006; Tedeschi & 

Calhoun, 1998). Similarly, a meta-analysis of distress in couples coping with cancer 

has revealed that women will report more distress regardless of whether they are the 

person diagnosed with cancer or the caregiver (Hagedoorn et al., 2008). 

Thornton and Perez (2006) suggest that the PTG experienced by partners of 

people diagnosed with cancer should not be construed simply as a form of vicarious 

PTG; as partners also experience their own elevated levels of distress during the 



151 

post-diagnosis experience. Therefore, spouses' own positive life changes can occur 

as a result of this struggle. Consistent with Manne Ostroff et al., Thornton and Perez 

found distinct predictors of PTG between men and women. For example, for men 

with prostate cancer, emotional support and higher levels of pre-surgery negative 

affect were associated with PTG one year post-surgery; whereas for their wives, PTG 

predictors included their husband's employment, less education, and pre-surgery 

avoidance. 

As seen in Calhoun and Tedeschi's (2006) model of PTG, the individual's 

proximate sociocultural network plays an integral role in reduction of emotional 

distress and schema change when adjusting to a traumatic event. The psychosocial 

response of significant others is important to explore their own post-diagnosis 

outcomes; but also to explore the influence that this may have on the patient's 

adjustment (e.g., Kayser & Scott, 2008; Manne, Ostroff et al., 2004; Northouse, 

Templin, & Mood, 2001; Scott et al., 2004). For example, a study of women with 

breast cancer has shown that the husband's levels of distress will have a direct effect 

on the patient's own distress levels (Northouse et al.). Similarly the women's distress 

will impact on the men's distress. Manne, Ostroff et al. found that PTG levels of 

women with breast cancer were congruent with their husbands' PTG levels over time 

if the husband utilised positive reappraisal coping. Also, these women reported 

greater PTG if their husbands exhibited emotional expression. These results suggest 

that the patient's distress and personal growth can be readily influenced by the 

partner's adjustment, distress and PTG. 

4.3 Haematological Malignancies 

The burgeoning literature on positive life changes occurring in cancer survivors 

has greatly contributed to the picture of post-diagnosis recovery. This research has 
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predominantly been conducted with women diagnosed with breast cancer, with a 

more recent emergence of research investigating PTG rep01ied by men with prostate 

cancer. However, it cannot be assumed that the conclusions and interventions derived 

in studies of breast and prostate cancers are applicable to other cancer diagnoses. 

Very little research exists exploring the positive and negative life changes reported 

by individuals diagnosed with haematological malignancies (Bellizzi, Miller, Arora 

& Rowland, 2007). Yet haematological malignancies represent a large proportion of 

cancer diagnoses, particularly lymphoma which is one of the most frequently 

diagnosed cancers in both men and women in Australia (AIHW, 2007). Survival 

rates for non-acute haematological malignancies are generally favourable, prompting 

a need for research with this group of cancer survivors into their long-term post

diagnosis adjustment (Bellizzi et al.). Haematological malignancies are a group of 

cancers that carry specific threats, with survival rates being greatly diminished if left 

untreated (Xuereb & Dunlop, 2003 ). Intrusive and rigorous treatments, such as bone 

marrow transplants and heavy doses of chemotherapy are commonly associated with 

haematological malignancies (Montgomery, Pocock, Titley, & Lloyd, 2002). The 

transplant process is typically physically demanding and the risk of post-transplant 

infection is high (Leukaemia Foundation, 2008). 

The results from Study 1 suggest that adjustment and PTG varies between 

people with different cancer diagnoses. Post-diagnosis adjustment and PTG may be 

influenced by factors unique to that particular diagnosis and associated treatment 

(Hagedoom et al., 2008). An advantage of investigating an under-researched sample, 

such as haematological malignancies, is to broaden the knowledge-base regarding 

adjustment and PTG for these particular cancer survivors. Thus, increasing our 

understanding of interventions that aim to enhance personal growth and tailoring 

them to meet the specific stressors associated with that given cancer diagnosis. 
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4.4 Rationale for Study 2 

Most PTG research in the context of a cancer diagnosis has utilised established 

measures of PTG derived from general trauma research. This can be problematic as 

such measures may not be sensitive to particular issues inherent in illness stressors. 

For example, Pakenham's (2007) qualitative study of people diagnosed with multiple 

sclerosis (MS) indicated the importance that people place on positive health benefits 

arising from diagnoses. Existing measures of PTG do not assess health-related 

appraisals; therefore, further studies are needed to enhance the emerging picture of 

positive life changes unique to a diagnosis of cancer. Whilst there is ample 

qualitative research on cancer and some qualitative research on PTG, there is an 

absence of qualitative research investigating PTG in the cancer context through a 

longitudinal design. Qualitative research can capture the unique perspective of the 

person diagnosed with cancer and provide a full and coherent picture to enrich the 

quantitative information obtained through questionnaires by elucidating positive life 

changes not prev10usly considered. While quantitative measures in psycho-oncology 

are advantageous for identifying broad categories of variables such as coping styles 

and adjustment, qualitative research allows for a phenomenological understanding of 

the process of how the individual came to that point and a representation of the lived 

experience after being diagnosed with cancer (Xuereb & Dunlop, 2003). 

As a diagnosis of cancer represents the possibility of future trauma due to the 

continued impact of the disease and treatments, it is advantageous to conduct 

longitudinal PTG research in this context. By assessing coping processes, distress, 

and PTG at several time points, relationships and anomalies among variables can be 

investigated in the post-diagnosis trajectory. By ascertaining personal accounts of 

those diagnosed with cancer and their loved ones, the survival trajectory can be 

measured in terms of significant psychosocial challenges associated with their illness 
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and treatment at different stages throughout this experience (Zebrack, 2000). 

Triangulating the data by including the perspective of both the person diagnosed and 

their spouse, and also using qualitative and quantitative data, would be advantageous 

in gaining a holistic picture of adjustment and the factors that may contribute to this 

longitudinal course of adjustment and PTG. 

Including significant others' perspective provides an additional source of data 

for patients reports of PTG, allowing for corroborating or contradictmg evidence for 

the perception of positive life changes that may occur after being diagnosed with 

cancer. As previous research has shown the interaction that each others distress (e.g., 

Northouse et al., 2001) and PTG (Weiss 2004a) has on each person in the couple 

after a diagnosis of cancer, it is important to include significant others in studies to 

determine not only their own levels of distress and PTG, but how this may impact on 

the patient's distress and PTG. Finally, broadening the field of psych-oncology to 

include the assessment of adjustment and PTG in commonly diagnosed, yet under

researched, cancer groups is an important contribution. Haematological diagnoses 

represent a large proportion of cancer survivors and it is essential to document their 

post-diagnosis journey. 

4.4.1 Aims of Study 2 

This study explores the impact of haematological malignancy on 6 patients and 

their spouses at three time points during the first 12 months following diagnosis. 

Through a mixed method longitudinal design it is anticipated that Study 2 will: 

• Document the congruence/incongruence in coping, distress, and PTG 

themes that unfold over time following a cancer diagnosis. Qualitative 

and quantitative data will be triangulated to create a rich source of data 

that documents the longitudinal course of adjustment and PTG 
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• Investigate whether PTG is reported by spouses of persons diagnosed 

with a haematological malignancy, occurring as a result of the spouses' 

engagement in challenges associated with their partner's cancer. 

• Provide an external source of reported PTG by ascertaining the spouse's 

observations of the patient's PTG. 

4.5 Method 

4.5.1 Participants 

Recruitment was conducted through the WP Holman Clinic at the Launceston 

General Hospital in Tasmania, Australia. Criteria for inclusion in the study were: (a) 

the person was diagnosed with cancer within the last month; (b) the diagnosis was a 

haematological malignancy (excluding acute haematological malignancies); ( c) the 

person had a significant other that was willing to participate in the study; and ( d) 

were able to read and speak English. Six people (n = 1woman,n=5 men) diagnosed 

with haematological malignancies participated in this study. All spouses initially 

agreed to participate; however, after being sent the initial questionnaire, the husband 

in Couple 1 failed to return the survey and subsequently withdrew from the study due 

to work commitments. All remaining participants (N = 11) took part at each time 

point of the study for the entire twelve month period. 

4.5.2 Procedure 

The two haematologists working at the WP Holman Clinic were fully briefed 

on the study and advised of the criteria for inclusion. Eligible newly diagnosed 

patients were invited to take part in the study by the haematologists and were given a 

survey package which consisted of an Information Sheet, Consent Form, Survey, 

Contact Details Form, and Reply Paid envelope. Twenty-four survey packages were 

given to the two haematologists at the clinic; however, the haematologists did not 
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record whether anyone approached declined the invitation. Participants who returned 

the survey and contact details form were contacted via telephone by the researcher 

and a time was organised to conduct the first interview. They were also asked to 

nominate a significant other in their life who would be willing to participate in the 

study. A survey package was posted to the spouse inviting them to participate in the 

study; with an interview being arranged once their surveys were returned. 

Interviews for the patients and spouses were conducted separately in private 

rooms at either the hospital or University of Tasmania. Participants were contacted 

three months after their initial interview to ascertain their willingness to continue 

with the study and were sent the Time 2 survey. Interviews were conducted after the 

completed survey was returned. Participants were contacted 12 months after their 

initial interview and invited to complete a final survey and interview. The mean 

length of time for interviews was 26 minutes at both Time 1 and 2, and was 32 

minutes at Time 3. 

4.5.3 Qualitative Research Approach 

Study 2 was based within a constructionist paradigm, incorporating a 

phenomenological approach to analysis of qualitative data. This approach is used 

when the researcher is attempting to describe the person's experience in-depth 

without being driven by a predetermined set of criteria and to potentially uncover 

new aspects of the experience (Shaw, 2001, Smith & Osbourne, 2003). Interpretative 

Phenomenological Analysis (IPA) was used to analyse the data through exploring the 

experience of the participant by adopting their perspective. IP A also recognises that 

the researcher's interpretation of this experience is influential (Shaw; Smith, 1996). 

As IP A involves an intensive and comprehensive data collection, sample sizes are 

typically small (Reid, Flowers, & Larkin, 2005). Through purposive sampling, IP A is 

concerned with finding participants who meet defined criteria (Smith, 2008). In this 
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case, participants were those patients diagnosed with a non-acute haematological 

malignancy in the last month and their spouses at a particular hospital in Australia. 

Rather than population sampling, IP A is concerned with purposive sampling of 

information-rich cases. IP A is particularly suited to health psychology by providing 

an in-depth understanding of the lived experience of individuals who are dealing 

with the complexities of their illness everyday (Brocki & Wearden, 2006; Shaw; 

Smith). 

Semi-structured Interviews. Although the focus of the interviews was to capture 

each participant's unique experience, a list of topics was used as a guide to 

incorporate central themes of coping, cognitive processing, and negative and positive 

life changes 1 in participants' interviews. Interviews were audio-recorded and 

transcribed by the interviewer. Transcriptions of interviews included taking note of 

the emotions conveyed with the words in order to understand the context in which 

the words were conveyed; for example, non verbal and affective content, such as 

tears, pauses, and laughter, were also recorded. Transcripts were inputted into the 

qualitative data program NVivo (version 7.0) and analysed using IPA. 

While IPA does not have a prescriptive methodology (Smith & Osborn, 2003), 

this coding approach involved becoming thoroughly familiar with the transcripts 

through several readings. Concepts were noted in each case and emergent themes 

were identified by grouping similar concepts. The next stage of coding required the 

researcher's interpretation in order to make sense of the connections between the 

themes. The obvious link between quotes and themes was kept apparent at all times 

1 The concept of PTG was not initiated by the interviewer at Time 1 (also the PTGI 

was not included in the Time 1 questionnaire) to prevent any potential adverse 

reactions to the possibility of positive life changes one month after diagnosis. 

However, a number of patients reported domains of PTG at this initial time point. 
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to prevent researcher bias while these themes were grouped. The data was prioritised 

and superordinate themes were either created or emerged from the identified themes. 

With IP A the richness of data within a theme is regarded as more valuable than the 

prevalence of quotes when organising and categorising the coding (Smith & Osborn). 

Thus, this type of coding does not rely solely on the quantity of codes when 

determining themes, but rather the rich description or quality of the quotes. Themes 

that were identified later in the process were coded in earlier transcripts through a 

continual reviewing process. Longitudinal data was assessed by gauging how themes 

had differed or remained the same at each time point (Saldana, 2003 ), and placed in 

the context of quantitative data to help interpret what may have influenced the 

trajectory of theme content. 

Reliability and validity of qualitative data. Similar to the methods in Study 1, a 

rigorous approach to qualitative analysis was achieved in Study 2 through several 

means, including triangulation of data, and analysis through NVivo (version 7). 

Triangulation of data, which allowed for the identification of discordant and 

converging themes, was applied by accessing data from more than one source, 

including patient and significant other, and also through the utilisation of both 

qualitative and quantitative data. Matrix queries and text searches were performed to 

ensure consistency and accuracy of themes. While IPA analysis requires the 

identification and interpretation of themes to make sense of the experience, the 

researcher's interpretation must not go beyond what is said by the participant (Shaw, 

2001). Researcher bias was kept at minimal levels through a thorough knowledge of 

the text, remaining faithful to this text, and through methodological techniques such 

as triangulating data to enhance credibility or internal validity of the data (Shaw). 

Quantitative Measures 
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While the main focus of Study 2 was based upon qualitative design, 

quantitative measures were also utilised at the three time points of assessment. 

Although qualitative and quantitative research may appear contradictory in nature, 

multiple methodologies allows for triangulation of data and validation of concepts 

such as PTG. The majority of PTG research is construed from retrospective self

reports (Westphal & Bonanno, 2007). Therefore, it is beneficial to conduct research 

that explores quantitative results that can be generalised and qualitative stories that 

capture the holistic lived experience of the individual diagnosed with cancer. 

Quantitative statistics were unable to be performed in Study 2 due to lack of analysis 

power; however, this data was used in conjunction with qualitative data to provide 

triangulation. 

Patient Surveys. The surveys for Study 2 were similar to Study 1, with initial 

surveys at Time 1 consisting of demographic information (age, gender, relationship 

status, ethnicity, education, and area lived in) and disease-related characteristics 

(diagnosis, time since diagnosis, previous cancer diagnoses, and ratings on a 5-point 

Likert scale of perception of prognosis, current physical health, and perception of 

severity of traumatic experience). The initial survey and subsequent follow-up 

surveys for Time 2 and 3 also included four questions regarding participant 

satisfaction with aspects of their patient-doctor interaction. Participants identified the 

doctor that they felt played the most imp011ant role after their diagnosis, and rated on 

a 4-point Likert scale from 1 to 4 (not at all to completely), the extent of satisfaction 

with this professional relationship. For example, "Are you satisfied with the 

information you received from your doctor about your cancer and treatment?" 

To ascertain whether participants had been exposed to PTG modelled 

behaviour, two questions were included to ask about any contact with a person who 

had experienced a similar situation and perceived benefits from this experience 
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(yes/no). If the response was yes, participants were then required to state the nature 

of that relationship (e.g., friend, sister, father). Three questions regarding support 

groups were also included to ascertain whether the participant had attended regular 

support group meetings. If the participant answered yes, they were asked whether the 

meetings had been useful, and if no why they had chosen not to attend support group 

meetings. Examples of the non-standardised items used in the patient survey can be 

seen in Appendix E. 

The standardised measures utilised in Study 1 were also utilised in Study 2 to 

assess optimism, locus of control, rumination, illness cognitions, coping strategies, 

distress and PTG. These inventories included the Life Orientation Test-Revised 

([LOTR] Schei er et al., 1994), Multidimensional Health Locus of Control - form C 

([MHLC] Wallston et al., 1976), Rumination Inventory ([RI] Calhoun et al., 2000), 

Illness Cognition Questionnaire ([ICQ] Evers et al., 2001), COPE Inventory (Carver 

et al., 1989), Impact of Event Scale - Revised ([IES-R] Weiss & Marmar, 1997), and 

Posttraumatic Growth Inventory ([PTGI] Tedeschi & Calhoun, 1996). The PTGI was 

not included in the questionnaire at Time 1 as it was considered that most 

participants would perceive themselves to be in the midst of the acute phase of their 

illness experience, and hence find it difficult to reflect upon positive aspects 

associated with their cancer. 

The LOTR and the MHLC were included in questionnaires at Time 1 and 3 as 

these constructs are regarded by some researchers as dispositional traits and not 

expected to change over time. For example Wimberley, Carver, & Antoni (2008) 

assessed optimism using the LOTR at four time points across 12 months to show a 

correlation of. 79 between the adjacent measures. Therefore, it was expected that 

scores would remain stable across the time points. The LOTR and the MHLC were 
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assessed at Time 1 to obtain an indication of these variables and were assessed again 

at Time 3 to confirm that scores had remained stable across time. 

Additional measures used in Study 2, not previously discussed in Study 1, 

included the Perceived Stress Scale ([PSS] Cohen, Kamarck, & Mermelstein, 1983) 

and Hospital Anxiety and Depression Scale ([HADS] Zigmond, & Snaith, 1983). 

The PSS involves 10 items that assess the degree of perceived stress associated with 

situations that have occurred in the last month and are regarded by the person as 

uncontrollable, unpredictable, and overloading. Items, such as "How often have you 

been upset because of something that happened unexpectedly?" are rated on a five

point Likert scale, from 1 (strongly disagree) to 5 (strongly agree). Items are 

summed with higher total scores reflecting higher perceived stress. The PSS has been 

extensively used in psycho-oncology research and has shown sound internal 

reliability (a= .87; Golden-Kreutz et al., 2005). The HADS (14 items) assesses 

anxiety and depression. While devised for a clinical setting, this scale has been 

widely used and confirmed to be applicable in community settings (Snaith, 2003). 

Previous studies have reported alpha co-efficients of .83 (anxiety subscale) and .79 

(depression sub-scale) showing that the HADs has good internal reliability and is 

applicable to an oncology setting (e.g., Smith et al., 2002). 

Spouse surveys. Spouses were asked to complete demographic information and 

other non-standardised items similar to the patients (see Appendix F for examples of 

non-standardised items in the spouse survey). Spouse surveys also contained similar 

standardised inventories, with the exception of the ICQ which was not applicable to 

their experiences as it measures a person's cognitive processing about their illness 

diagnosis. In addition, spouses completed Form A of the MHLC, which asks about 

their general health rather than cancer specific health problems. Finally, at time 2 and 
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expression of PTGI in the person diagnosed with cancer. 

4.6 Results and Discussion for Study 2 
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The results and discussion of the findings for Study 2 will be presented in the 

following sections: demographics, patient and spouse qualitative themes (section 

4.6.1), spouses' corroboration of patient's PTG (section 4.6.2), and the impact that 

the study had on participants (section 4.6.3). A summary of these results will be 

presented in the chapter discussion in section 4. 7 and a final discussion incorporating 

these results with Study 1 will be presented in Chapter Five. The themes uncovered 

in the qualitative data for both patients and spouses will be presented together in 

order to preserve clarity and prevent repetition. Themes unique to patients and 

spouses will be highlighted when discussing results to reveal characteristics of each 

journey during this shared experience. 

Demographics 

Mean time since diagnosis was 3.5 weeks (SD = 1.22) at time ofrecruitment 

into the study. Demographic details for participants are provided in Table 4.1. The 

patients in this study were five males and one female. The wives of all the male 

patients all took part in the study; however, the spouse in Couple 1 did not 

participate. All couples were married and identified their ethnicity as Australian. No 

spouse who participated in the study had previously been diagnosed with cancer 

themselves. Louise was the only patient to have a prior diagnosis of cancer. The 

impact that this diagnosis had on her current experience is discussed further in the 

following section. All patients, except for Charlie were diagnosed with Lymphomas, 

which are potentially curable haematological malignancies (Leukaemia Foundation, 

2007). Charlie was diagnosed with multiple myeloma, differing from the rest of the 
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group. Although multiple myeloma currently has no cure, it can be successfully 

controlled through treatment for extended periods of time (Leukaemia Foundation). 

The potential differing impact that this diagnosis had on Charlie and Lily's 

adjustment and PTG compared to the other participants in the study is discussed in 

more detail in the following section. 

Table 4.1 

Demographic Details for Patients and Spouses and Type of Cancer Diagnosed 

Couple Sex 

No. 

1 Louise (P) F 

Spouse did not participate 

2 Andrew (P) 

Frances (S) 

3 Tom (P) 

Anabel (S) 

4 Mark (P) 

Lola (S) 

5 Charlie (P) 

Lily (S) 

6 Peter (P) 

Jane (S) 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

Age Education Completed Cancer Diagnosis 

(yrs) 

58 Grade 10 NH lymphoma 

34 Diploma/TAPE NB lymphoma 

31 Undergraduate University 

65 Grade 10 NH lymphoma 

60 Diploma/TAPE 

32 Grade 11 or 12 H lymphoma 

36 Grade 10 

67 Diploma/T AFE Multiple myeloma 

61 Grade 10 

54 Postgraduate University NH lymphoma 

55 Postgraduate University 

Note. Names and any relevant demographic information m Study 2 have been altered, P =Patient, S = 

Spouse, NH lymphoma= non-Hodgkin lymphoma, H lymphoma= Hodgkin lymphoma. 
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4.6.1 Trajectory of Adjustment and PTG for Patient and Spouse 

The superordinate themes emerging from the data included; current experience, 

resilience, three aspects of coping with the struggle (behavioural, emotional, and 

cognitive processing), and PTG. Table 4.2 provides a general synopsis of the themes 

reported by participants and has been organised to provide an overview of 

congruence/incongruence of themes over the 12 month period of interviewing. Bold 

font indicates component themes that have emerged for either patient or spouse since 

the previous time point. Themes that are unique to patients (P) and to spouses (S) 

have been indicated in the table. Following Table 4.2 the patient and spouse themes 

are examined by describing how the components within the superordinate themes 

have changed over the three time points. This exploration of the component themes 

is conducted through descriptions and participant quotes to provide a comprehensive 

picture of the post-diagnosis experience for both patient and spouse. 
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Table 4.2 
Superordinate and Component Themes for Patients and Spouses at Time I, 2, and 3 

Time 1 Time 2 Time 3 
Current Waitmg Wa1tmg (P) 
Experience Imtial reaction 

Resilience 

Emotional Copmg 
Strategies 

Behavioural 
Copmg Strategies 

Cogmt1ve 
Process mg 

PTG 

Intrusions 
Uncertamty 
Recurrence (P) 
Internal LOC threat (P) 
Physical lim1tat10ns (P) 
Body Awareness (P) 
Mortality Awareness(S) 
Desire for normality (S) 

Prev10us experience 
Acceptance (P) 
Staying strong & pos1t1ve (S) 
Supportmg & carmg (S) 
F1ghtmg spmt (P) 

Social support* 
Behaviour modelling* 
Alternative therapies* 
Difficulty relatmg 
Downward social comparison 
Faimly as mot1vat10n 
Avoidance (P) 
Humour (P) 
Distraction (P) 
Emotional expression 
Self as important (P) 
Treatment working 

Behav10ur modelling* 
Alternative therapies* 
Engagmg m life 
Modifying life to smt 1llness(S) 

Deliberate rummauon (P) 
Pos1t1ve reframmg 
Relig1on/spmtuality 
Social support* 
Behav10ur modelling* 
Alternative therapies* 
Goals 
Info & understanding 

Relat10nsh1ps strengthened (P) 
Compass10n (P) 

Intrusions 
Uncertamty 
Recurrence 

Physical hm1tat10ns (P) 
Body Awareness (P) 
Mortality Awareness(S) 
Needing to know if normal (P) 
Normality returning (S) 
Lost (P) 
Remission (P) 
Parallel experiences (S) 
Partner changed but not self (S) 

Previous experience 
Acceptance 
Staying strong & pos1t1ve (S) 
Supporting & caring (S) 

Social support* 
Behaviour modellmg* 
Alternative therapies* 
Difficulty relatmg 
Downward social comparison 
Family as motivation 
Avoidance (P) 
Humour (P) 

Behav10ur modelling* Alternative 
therap1es'1' 
Engaging m life 
Modifying life to smt illness(S) 

Deliberate ruminat10n (P) 
Positive reframmg 
Rehg1on/spmtuality 
Social support* 
Behaviour modelling* 
Alternative therapies* 
Goals 

Regaining mastery 
Search for Meaning of life (P) 
Reprioritising 

Relationships strengthened 

Personal strength 
Faith strengthened 
Partner PTG (S) 
Vicarious PTG 

Intrus10ns 
Uncertamty 
Recurrence 

Physical limitations (P) 
Body Awareness (P) 
Mortality Awareness(S) 

Lost (P) 
Relapsed 
Parallel experiences 
Partner changed but not self (S) 
Cancer dominant in life (P) 
Perspective - life lesson 

Previous experience 

Staying strong & positive (S) 
Supportmg & caring (S) 

- Fighting Spirit (P) 

Social support* 
Behav10ur modellmg* (S) 
Alternative therapies* 
Difficulty relatmg 
Downward social comparison 
Family as mot1vat10n 
Avoidance (P) 

Distraction (P) 

Behaviour modelling* 
Alternative therapies* 

Positive reframmg 
Relig1on/spmtual1ty 
Social support* 
Behav10ur modelling* 
Alternative therapies* 
Goals 

Regaming mastery (S) 

Relat10nsh1ps strengthened 
Compassion 
Personal strength 
Faith strengthened (P) 
Partner PTG (S) 

Engaged in life 
New priorities 
Self nurturing (P) 
Health benefits (P) 
Meaning of life (P) 
Master P 

Note. * =overlapping copmg strategies, [ bold] =new themes, (P) = patient theme only, (S) = spouse theme only. 
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The Experience of being diagnosed with Cancer and the Aftermath 

The superordinate theme of current experience at Time 1 describes the initial 

period after the diagnosis of cancer and the impact that this has had on the participants 

(see Table 4.3 for quotes that encapsulate the component themes of the diagnosis 

experience). Trauma and distress were inherent in the current experience one month 

post-diagnosis for both patient and spouse, with participants expressing varying levels 

of distress at the effect that the cancer and treatment had on their mental and physical 

state. Participants discussed the period of waiting for a confirmation diagnosis as one of 

the most stressful elements of the experience, followed by shock when receiving the 

diagnosis. However, patients also described a sense of relief because long-term 

symptoms could now be attributed to a cause, for example: 

"In hindsight there were times where I wanted to do things but I 

just couldn't make myself, like I just couldn't be bothered, didn't 

have enough energy ... and that's pretty obvious to anyone who 

looks at all symptoms now they know." [Peter] 

Participants reported that they were currently experiencing intrusive rumination, 

with an element of this being rumination of worse-case scenarios. These worst-case 

scenarios for the spouses were more elaborate than those reported by the patient as they 

pictured life beyond their partner dying, and how they would take care of themselves 

and their children. This intrusive rumination is consistent with Calhoun and Tedeschi's 

(2006) PTG model showing that this type of rumination occurs soon after a traumatic 

experience. Patients discussed their threatened locus of control (LOC), fear of 

recurrence, uncertainty about health and future plans, a heightened sense of their body 

and symptoms, and physical limitations they were experiencing due to the cancer and 

treatment. Spouses were reporting a desire for life routine to return to normal as soon as 

possible and an increased awareness of their own and their husband's mortality. 



Table 4.3 
Components of Diagnosis Experience On_e Month Post-DiQgnosis 

Components of Diagnosis 
Experience 

Waiting 

Initial reaction 

Intrusions 

Uncertainty 

Recurrence (P) 

Internal LOC threatened (P) 

Physical limitations (P) 

Body Awareness (P) 

Mortality Awareness (S) 

Explanation 

Waiting for diagnosis and results 

Initial shock of diagnosis & how this 
was overcome 

Triggered rumination 

Facing an uncertain future 

The possibility of the cancer returning
not fear but doubt. 

Feeling lack oflnternal Locus of 
Control (LOC) and feeling vulnerable 

Consequences of cancer and treatment 

An increased awareness of body and 
symptoms 

An increased awareness of mortality for 
self and partner 

Desire for normality (S) Wishing life would return to normal as 
soon as possible 

Note. (P) =Patient theme only, (S) =Spouse theme only. 

Quote 

"And that I might add was the worse week of my life, not knowing from the time of 
the lump up until I actually got the diagnosis." [Lomse] 

"The day the doctor told me I was a bit shocked .. .I have never spent a day in 
hospital before." [Mark] 

"There's nearly always some sort of side-effect so there's always a reminder of it 
all.. .you can't get away from it." [Andrew] 

"Just curious what the future holds, what my quality of life will be, whether they can 
get it under control." [Charlie] 

"I don't think any of us will be ever 100% confident, there will always be a doubt 
that the mechanics have let you down and it's just a matter of how long they go again 
before they let you down again." [Peter] 

"My husband said "You're allowed to sit down and cry, you don't have to be strong 
all the time". It's just very hard not to be." [Louise] 

"I was still trying to be my old self but you realise you've got to slow down and cut 
back what you do in a day ... All those sorts of things are hard to adjust. .. you can only 
do a quarter of what you used to do." [Mark] 

"I mean right now anything that happens I'm gonna go "Urrhh, check that out" 
because this thing's not 100% right...I'll probably go "I've got a splinter, does that 
mean I've got cancer?" [Peter] 

"I mean sooner or later we are going to have to deal with the fact that there's an end, 
he's going to die but we all do, I might die before him." [Lily] 

"Just wanting life back to normal." [Frances] 

......... 
0\ 
-..J 
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Three months after the initial assessment, Time 2 themes show that the current 

experience for the participants had shifted from the initial shock of diagnosis into a 

potentially ambivalent and uncertain time while waiting for test results to determine 

remission status and feeling lost after the completion of treatment. For example, 

"I finished radiation and I finished chemotherapy, I guess I 

thought I was going to feel like a new person and didn't think 

I'd have to keep ... you know, it's been a real push to keep 

myself moving and keep heading for things, so, yeah." [Mark] 

Patients Louise, Andrew, Tom, and Mark reported their relief at being told they were 

in remission. However, the possibility of recurrence and uncertainty regarding their 

future remained prevalent at this time, with spouse themes also reflecting this 

distress. The patient's uncertainty at Time 2 incorporated doubt regarding long-tenn 

lifestyle and physical fitness as well as more immediate concerns regarding test 

results. Mark also reported uncertainty about what he had experienced and expressed 

a desire to know if he was normal compared to other cancer survivors, in relation to 

emotions felt and experience with treatment. 

,Both patients and spouses were still experiencing intrusive rumination. The 

patient's distress in regard to physical limitations and the heightened awareness of 

their body remained the same at Time 2. In contrast to the patients, the current 

experience for spouses at this time point indicated that while spouses were dealing 

with parallel stressors in addition to their partner's cancer and treatment, they were 

also coming to terms with this situation and they perceived life routine was returning 

to normal. As discussed later in this section, PTG was reported by spouses at this 

time; however, they tended to contradict themselves by also stating that the 

experience had changed the patient but not changed them in any way, for example: 



"I don't tend to think my life has really changed too much. In 

fact I think it would have been good if something major 

happened to me through this [laughing]. But life just ticked 

along really quite normally in a funny way." [Lola] 
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The current experience at Time 3 was a result of the participant's appraisal of 

their cancer status and the impact that the cancer and treatment had on their physical 

and psychological state, which in tum influenced the level of coping effort reported 

at this time. Patient 1 (Louise) and Couple 3 (Tom & Anabel) had positively 

appraised their experience and viewed the cancer as a past event; thus these 

participants reported minimal coping themes at this time. Whereas, Couples 2 

(Andrew & Frances), 4 (Mark & Lola), and 6 (Peter & Jane) were struggling with 

the cancer or treatment side-effects, which was reflected in the higher numbers of 

coping themes that continued to be reported by these participants 12 months later. 

The stressors these latter couples were dealing with at Time 3 included relapsed 

cancer (Andrew), and side-effects from treatment (Mark & Peter). The current 

experience for Couple 5 entailed the continued presence of multiple myeloma which 

was being controlled through treatment but not cured; therefore, while this couple 

appraised their situation positively, their continued coping effort was evident. This 

patient also reported that he considered his cancer to be the most dominant thing in 

his life,. which influenced his appraisal of both positive and negative aspects of his 

the experience. This will be discussed in more detail when presenting PTG themes 

later in this section. 

While patients Andrew, Mark, Charlie, and Peter were able to positively 

appraise their cancer and expressed that they did not fear having cancer, they 

continued to struggle with issues that had arisen as a result of this experience, 

experience intrusive rumination, uncertainty, and fear of recurrence. Similarly, their 
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spouses reported that while the cancer may have been appraised as a life learning 

experience, they continued to actively cope with issues such as their husband's 

physical limitations, intrusive thoughts, and other stressful events. These patients 

remained feeling lost after treatment completion and the couples were also 

experiencing a number of parallel experiences, such as adult children leaving home 

and other family members' illnesses. These additional stressors may have been an 

extra burden on their coping resources, which previous research has shown to result 

in making the cancer experience more difficult (Low, Stanton, Thompson, Kwan, & 

Ganz, 2006). 

Andrew and Frances expressed unique components to their current experience 

as they struggled with the relapse of lymphoma, including; having less faith in the 

permanence of remission and unable to remain positive or understand why this 

experience had happened to them. Frances expressed feeling their life was on hold 

during this experience. All patients discussed physical and mental implications of 

their cancer and treatment. In particular, Andrew, Mark, and Peter expressed that 

they had significant long-term deficits in their well-being, including memory loss, 

back pain, infertility, and general loss of physical fitness. These couples also 

expressed an uncertainty regarding their physical and mental health, and were 

hesitant to make future plans. This contrasted with Louise and Tom, who had never 

expressed uncertainty about their future or about their diagnosis at any time point. 

Similar to the other patients, Louise, Tom, and Charlie also reported physical and 

mental effects of the cancer and treatment; however they discussed these without 

distress and appraised them as lifestyle changes rather than limitations. 

Resilient Characteristics Displayed by Participants 

The superordinate theme of resilience at Time 1 describes the framework for 

which some participants appraised the diagnosis of cancer and how they 
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subsequently dealt with this experience. Resilience factors provided the context for 

how the individual appraised the situation, with previous experience being a strong 

component of this theme. All patients, except for Andrew, cited family members' 

illnesses and participants' own previous illnesses as providing a source of modelled 

behaviour and sense of perspective that guided the participant's reaction to the 

current diagnosis. For example, Louise was the only participant who had a previous 

diagnosis of cancer and she stated that her lymphoma was worse because of the 

radiotherapy and chemotherapy treatment; whereas her first diagnosis of bowel 

cancer was treated with surgery only. Therefore, in comparison the current diagnosis 

was perceived as more traumatic due to the additional stressors. Also, Mark and Lola 

both conveyed that their appraisal of their current situation was shaped by the 

patient's depression five years earlier. They reported that his cancer was manageable 

in comparison to the depression which was much more debilitating, for example: 

"Yeah, it feels like I'm mentally fit to handle this but with the 

depression I felt like I couldn't do anything." [Mark] 

In particular, Tom and Peter exhibited rich data regarding resilient 

characteristics that influenced their appraisal and approach to their diagnosis of 

lymphoma. Tom described a number of previous experiences, including his 

occupation as an emergency service worker and a number of family members who 

had been diagnosed with cancer. Tom also exhibited by a fighting spirit, which 

exemplified his and other patients' appraisal of their cancer as a challenge that they 

actively managed while maintaining an optimistic outlook (Folkman & Greer, 2000). 

Tom displayed an acceptance of the diagnosis and determination that he could 

overcome it. Peter also maintained a strong sense of acceptance throughout the first 

two points of assessment, stating a fatalistic attitude: 
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"I'm pretty well much a pragmatist, if it's gonna be, it's gonna 

be." 

Acceptance was a component theme of resilient characteristics, particularly as 

evidenced by Tom and Peter, as this theme was consistent with attributes that the 

participant held prior to the diagnosis, rather than with coping strategies used to deal 

with stressors. However, spouses did not show acceptance until Time 2, suggesting 

that this may have been a different construct for the spouses compared to patients 

displaying a strong sense of initial acceptance. This later acceptance shown by 

spouses also occurred with an emergence in perception of PTG, which is discussed 

later in this section. The two components of resilience unique to the spouses were 

supporting & caring for their partner and staying strong & positive for their partner. 

These components of resilience were exemplified as the spouse maintained a strong 

and viable source of support for the patient. Spouses reported the need to be strong 

for their partner and display a positive attitude in order to provide support during this 

time. In some circumstances the spouse discussed sacrifices that had to be made in 

their own life in order to look after their partner: 

"At first I thought I won't be able to do all the things that I want to 

do and I have pulled back on a few things. I used to take piano 

lessons and I've stopped that. There's too much up and down." 

[Lily] 

At Time 2, spouses were still discussing their need to remain strong and 

provide support for their partners three months later; however, patients no longer 

reported a fighting spirit at this point in their journey. Descriptions and quotes 

regarding resilient characteristics shown by participants throughout the 12-month 

period can be found in Table 4.4. 
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Table 4.4 

Components of Resilience Characteristics Described by Participants over the 12-

month Period 

Components of 
Resilience 

Previous 
Experience 

Acceptance (P) 

Staying strong & 
positive (S) 

Supporting & 
caring (S) 

Fighting Spirit 
(P) 

Explanation 

Also previous illness -
putting cancer into 
perspective 

Accepting the diagnosis 
and actively dealing 
with it 

Maintaining a strong 
and viable source of 
support 

Acts of nurturing 

Quote 

"Probably medical training from my 
ambulance days. You saw so much in those 
days. And I've had a lot of family and friends 
that have had cancer. Some have recovered, 
some have not. The "have-nots" in most cases 
were not positive people." [Tom] 

"I'm actually really good. I don't think I'm 
hiding it away and pretending it's not there." 
[Peter] 

"Initially I did refrain from expressing a lot 
of my worries to him because he was a 
mess .. .I'm more positive than he is about it 
but that's easy for me to say, I'm not the one 
getting the chemotherapy and feeling lousy." 
[Frances] 

"There isn't anything I could do except care 
and love for Mark and do everything that's 
practical, do what the doctors have said." 
[Lola] 

Cancer is a challenge to "I'm the wrong person to have it because I'm 
be actively managed not gonna have it for long. I'm gonna fight it 

and get rid of this thing." [Mark] 
Note. (P) =Patient theme only, (S) =Spouse theme only. 

Behavioural, Emotional, and Cognitive Approach to Coping with the Struggle 

Participants reported a number of different coping strategies that they utilised 

to deal with the stressors associated with their cancer and treatment. These 

component themes were effectively interpreted when clustered into three categories, 

including behaviours, emotions, and cognitions reported by participants over the 12-

month post-diagnosis period. Cognitive coping strategies describe participants' 

efforts to cognitively process and make sense of their situation, and their actions are 

encompassed in the behavioural coping strategies. A rich source of data was evident 

when participants described their emotional experience, with a greater number of 

coping strategies being directed toward this aspect of the experience. In particular, 
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the coping strategies discussed when pa1iicipants explored how they overcame their 

initial shock included emotion-focussed strategies such as emotional expression, 

positive reframing, and social suppo1i. This is consistent with Folkman and Greer's 

(2000) suggestion that circumstances where there is less control, such as the 

diagnosis of serious illness, emotion-focussed coping is more likely. Whereas at 

Time 2 the emphasis on emotional strategies that were evident in the first month 

after diagnosis was reduced as components of distraction, emotional expression, self 

as important, and being encouraged by visible signs of the treatment working were 

no longer reported. 

A number of coping components were particularly salient for participants as 

they utilised these strategies in several ways. For example, social support, positive 

behaviour modelling, and alternative therapies were represented across cognitions, 

emotions, and behaviours as participants utilised these strategies extensively. Also, 

religion was evident as a component of cognitive strategies for Couple 4 (Mark & 

Lola) and 5 (Charlie & Lily) as they relied on their faith and spiritual beliefs to make 

sense of their situation. However, religion was also incorporated into social support 

as these participants described the support network that was formed through their 

church and from their faith in God. Social support incorporated the perception of 

received and available support from a variety of sources, including; family, friends, 

work colleagues, and for some participants, from church members and God/faith. 

Spouses discussed not only support that they received as a couple, but also the 

support that was directed specifically towards them. Thi~ support assisted them to 

cope with their own experience and subsequently allowed them to provide better 

support to their partner, for example: 

"Andrew's family are all here. Mine are in Perth and they came 

down for the first three weeks or so after the diagnosis. It was 



just nice to not have to worry about anything but Andrew in that 

first few weeks. That really helped. I probably would have 

struggled more if I had the house and the kids and everything 

else to deal with as well as thinking of Andrew." [Frances] 
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A new aspect of social support discussed by spouses at Time 2 included partner 

strength. Spouses discussed that the patient's display of strength throughout the 

experience provided support and was encouraging, for example: 

"But then you look at how well Peter is and how he's come 

through it. He's very positive, so that helps." [Jane] 

This theme is indicative of studies showing that spouses influence each other's 

coping, distress, and PTG throughout the cancer experience (e.g., Manne, Ostroff et 

al., 2004; Northouse et al., 2001) and provide PTG modelled behaviour, perhaps 

resulting in increased reports of PTG (Weiss, 2004b ). Both patients and spouses 

reported feeling encouraged by others who were in similar situations and who 

appraised their experience positively. Behaviour modelling from other cancer 

survivors and spouses was integral to the participants' perception that their situation 

did not have to be a solely negative experience. This is consistent with Weiss' (2002, 

2004a, 2004b) studies of breast cancer survivors showing that PTG modelling 

provides an environment that promotes own perception of positive life changes. 

Previous qualitative research with women diagnosed with HIV has indicated 

that the identity of motherhood influences the individuals' perception of their illness, 

and that the need to survive and protect their children is paramount in this experience 

(Wilson, 2007). This is consistent with the theme expressed in the current study by 

patients and spouses who discussed wanting to protect children or grandchildren 

throughout this experience and that they were a motivation to "beat the cancer". 

Another aspect of the emotional experience was evidenced by patients who began to 



176 

perceive relationship difficulties occurring as a result of struggling with the cancer 

and treatment. Patients did not perceive this happening until Time 2; however, 

spouses had reported this theme at the initial time point and continued to do so at 

Time 2. Spouses did not exhibit certain components of emotional coping that were 

evident for the patients, including; deliberate rumination, humour, distraction, 

avoidance, or perceiving themselves as important. Component themes of copmg 

strategies that were used to deal the emotional aspects of this experience are 

described m Table 4.5. 



Table 4.5 
Components of Emotional-based Coping Strategies Reported by Participants 
Emotional Coping Explanation Quote 
Components 
Social support * 

Behaviour modelling * 

Alternative therapies* 

Difficulty relating to 
others 

Downward social 
comparison 

Family as motivation 

Avoidance coping (P) 

Humour (P) 

Distraction coping (P) 

Emotional expression 

Self as important (P) 

Family, friends, church/faith, and 
medical professionals 

Exposed to or seeking out others who 
are positive about their cancer 

Practising alternative therapies and 
maintaining a positive attitude 

Unsatisfactory interactions with social 
supports and medical professionals 

Comparing self to others with cancer 
and feeling better or unique 

Concern for & protecting family. 
Family as motivation to beat cancer 

Not wanting to think about having 
cancer 

Using humour to deal with cancer and 
treatment 

To deal with side-effects 

Emotional release, not repressing 
emotions and feelings 

Leaming to look after self rather than 
others 

"Lola's got all her family and I've got all mine and we've got an amazing amount of friends and that as 
well." [Mark] 

"A couple of days after it happened there was a thing on TV about Glen McGrath's wife, and I thought 
if she can cope with it three times with two little kids then I need to cope with mine". [Louise] 

"We come from a history of alternate healing. We've seen results that in some cases belie ... you're 
looking at it and you don't know how but it just did." [Tom] 

"What gets frustrating is that everyone has their own advice on what you should be doing and what you 
should be thinking." [Andrew] 

"Sometimes I think Mark and I have been frauds in it all. Like it hasn't been that big a deal because the 
stories that Mark hears or that you see, it's just so sad, it's just not fair." [Lola] 

"I don't want the kids to see if I'm really upset. I want to try and keep their life as normal as possible." 
[Frances] 

"Funny enough if something comes on the TV about cancer I tum it off. [Why do you think that is?] It's 
probably because I don't want to know about it." [Louise] 

"Well that's one thing that won't get me because I've got no ovaries. So they'll [cancer] never get me 
there [laughing]." [Louise] 

"I've been able to do a lot of things to take my mind off it ... off how sick I'm feeling." [Mark] 

"We decided at that point - 24 hours - emotion - get rid of it. Kick the wall, kick the cat, kick the dog, 
do whatever you need to do. Swear, jump, don't care, you got 24 hours." [Tom] 

"But probably the biggest thing I've found is that I'm taking care of me. I'm learning to take care of 
me." [Louise] 

Treatment working Visible signs of treatment working "The treatment had such a quick impact in terms of reduction in the way I was feeling .. .I haven't felt 
provides encouragement better in 25 years." [Peter] 

Note (P) =Patient theme only, (S) =Spouse theme only,*= overlappmg coping strategies 

......... 
-..) 
-..) 
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Behaviours reported by participants as avenues for getting through this 

experience included making an effort to engage in life, accessing alternative 

therapies, and following the positive example of other cancer survivors. Participants 

described efforts at engaging in life at Time 1 and 2; however these cannot be 

construed as PTG due to the phrasing of the language used by the participants 

indicating that these experiences were ongoing and had not yet eventuated into 

changed behaviour. This is discussed in further detail later in this section when 

describing PTG themes. 

Seeking out alternative therapies to complement traditional treatments was only 

reported by Couple 3 (Tom & Anabel); however, this was such an integral 

component of their behavioural, emotional, and cognitive approach to coping with 

this experience, this theme provided a rich source of data. While continuing with 

traditional treatment, Tom and Anabel felt that accessing alternative treatments 

maintained their positive frame of mind and provided a holistic approach that 

ensured Tom's chance of survival. This couple had extensive knowledge regarding 

alternative therapies as they had been practising this lifestyle for many years and 

were encouraged by the positive outcomes that they perceived. They also recounted 

prior positive experiences of others who had survived a diagnosis of cancer and who 

had also utilised alternative means of cancer treatment to supplement their traditional 

medicine. 

An additional behavioural coping strategy implemented by the spouses at Time 

1and2 entailed how they were modifying their own and their husbands' lifestyle in 

order to accommodate treatment regimes and physical limitations. In particular, Lily 

described their future plans of holidays and retirement that had to be changed due to 

the potential for her husband's life to be shortened by his Multiple Myeloma. This 

particular coping strategy remained evident for this spouse, and while Couple 5 
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displayed an early acceptance of the cancer, at Time 3 Charlie reported that his 

cancer was dominating his life. Behavioural coping strategies can be found in Table 

4.6. 

Table 4.6 

Components of Behavioural Coping Strategies Reported by Participants 

Components 
of 
Behavioural 
Co in 

Behaviour 
modelling* 

Alternative 
therapies* 

Engaging in 
life 

Explanation 

Exposed to or 
seeking out others 
who are positive 
about their cancer 

Practising alternative 
therapies and 
maintaining a 
positive attitude 

Appreciating life and 
living it to the full 

Quote 

"I look at Simon O'Donnell, the cricketer, he had 
lymphoma ... Now publicly when he had that he 
was playing cricket, that's 15, 20 years ago. He 
recovered quite nicely and I'm thinking well why 
can't I? No, if he can, I can." [Tom] 

"We've done a few courses on those sorts of things 
over the years and we use that. One of them is the; 
as Anabel mentioned the meditation. Anabel' s done 
a lot of work with homeopathy, we use that." 
[Tom] 

"You live for the moment, you live for everyday. 
Don't put off tomorrow what you can do today." 
[Louise] 

Modifying Realising that life "We know that he's probably only got one, two, 
life to suit needs to be adjusted three years at the most. At first we were told we 
illness (S) to suit prognosis probably wouldn't be able to travel." [Lily] 

Note. (P) =Patient theme only, (S) =Spouse theme only,*= overlappmg copmg strategies. 

The component themes entailing participant cognitions were a comprehensive 

and rich source of data. Cognitive processing of the diagnoses of cancer was a 

dominant theme for all participants as they attempted to make sense and positively 

reframe the experience. These themes were consistent with meaning-based coping 

described by Folkman and Greer (2000) as a mechanism for which an individual's 

existing schemas are reappraised in order to relinquish unattainable goals in light of 

changed circumstances induced by illness. At Time 1 and 2 patients reported 

deliberate attempts to make sense of their current situation, which may reflect the 

patients' integration of the diagnosis of cancer into their existing schemas or 



modifying their schemas to accommodate the changed circumstances (Brennan, 

2001). Patients were no longer repmiing this theme at Time 3, indicating that this 

level of cognitive processing was not necessary 12 months later. 
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Both patients and spouses reported that they obtained information about the 

cancer, which is consistent with informational support (Taylor, 2007). This type of 

behaviour was only reported at Time 1, which may reflect participants' attempts to 

ascertain an understanding of the cancer and treatment so that they could appraise 

what coping resources were needed to deal with the experience (Taylor). Participants 

al~o attempted to make sense of the cancer through avenues such as positive 

reframing, alternative therapies, behaviour modelling, social support, 

religion/spirituality and establishing goals. 

Positive reframing was reported by all patients and spouses as being an 

important coping strategy over the 12-month period, which previous research shows 

to be related to perceiving post-diagnosis PTG (e.g., Ho et al., 2004; Lechner et al., 

2006; Manne, Ostroff et al., 2004; Sears et al., 2003; Thornton & Perez, 2006; 

Urcuyo et al.; Widows et al., 2005). Alternative therapies provided Tom and Anabel 

with the means to understand why the cancer occurred initially and how they could 

overcome this illness. This also overlapped with positive reframing as this couple 

stated that the basis for alternative therapies was to keep a positive frame of mind to 

assist the body's healing, for example: 

"We are into alternate medicine and the fundamental principle 

behind alternate medicine is that all disease starts in the mind. Well 

if it starts there, then obviously that's the finish place. So if you 

want to correct it you've got to go back there and find out why." 

[Anabel] 



181 

Behaviour modelling and social support provided a network for participants to 

discuss the cancer and treatment, cognitively process their situation, and establish 

personal meaning. Also, participants who held religious or spiritual values prior to 

the cancer diagnosis were able to attribute meaning to this situation by perceiving 

that the cancer was God's plan or part oflife's purpose. Despite the overall 

uncontrollability of a diagnosis of serious illness, the ability to identify achievable 

goals by focussing on specific aspects of the illness or treatment was another strategy 

utilised by participants that has been shown to be beneficial (Folkman, 1997). The 

cun-ent study revealed that ruminating on and establishing meaningful goals was 

described by all participants as essential for getting through the rigorous treatment. 

This is consistent with Folkman's studies of AIDS caregivers that highlight the 

benefits of identifying situation-specific goals in an illness context in order to focus 

attention and regain a sense of mastery (Folkman & Moskowitz, 2000). 

While coping strategies based on emotional and behavioural aspects of the 

experience decreased over the 12-month period, themes related to cognitive 

processing increased at Time 2. Participants discussed regaining mastery, 

reprioritising and patients reported ruminating on what their life meant to them and 

how they could get more out of it. These cognitions are integral catalysts for the 

perception of PTG that was reported at Time 3, which is discussed later in this 

section. This strong evidence for cognitive-based coping in the cun-ent study (see 

Table 4.7 for all component themes) supports previous study's findings that 

searching for meaning is essential in the cancer experience as it allows the individual 

to make decisions, formulate goals, and perceive positive life changes (e.g., Xeureb 

& Dunlop, 2003). 



Table 4.7 

Components of Cognitive Processing Reported by Participants 

Components of Cognitions Explanation 

Deliberate rumination (P) 

Positive reframing 

Religion/spirituality 

Social support * 

Behaviour Modelling* 

Alternative therapies* 

Goals 

Information & 
understanding 

Regainmg mastery 

Searching for meaning of 
life (P) 

Deliberate cognitions directed toward 
cancer and health 

Reappraising the situation positively 

Making sense of the cancer through 
spirituahty or religion. 

Family, friends, church/faith, and medical 
professionals 

Exposed to or seeking out others who are 
positive about their cancer 

Practising alternative therapies and 
maintaining a positive attitude 

Establishing and working toward goals and 
making plans to get through this experience 

Accessing infonnation about diagnosis and 
treatment to understand what is happening 

Regaining strength and sense of control 

Ruminating on life and how lo get more out 
of it 

Quote 

"This is what's happening in my head ... part of that is Just planning stuff, like what to do to the 
house and that'll be what I can that day or later on. Then the other part of the day will be 
thinking about my health and how I'm feelmg at that moment. [Mark] 

"Silly as it sounds, it's, in a sense, been the best thing that's ever happened to me." [Peter] 

"I guess a lot of the questions I have, I try and think about God and His plan and His purpose." 
[Mark] 

"We've got good friends that have kept really close and talked to us and prayed with us about 
different issues at different stages. So lots of support which has been really good." [Mark] 

"There was a man in the hospital next to me who was really helpful. Used to speak to him 
everyday, picked up heaps off him. So I guess I talked to him a lot about it, what you go through 
and what the chemo does to you." [Mark] 

"There are some physical tests that you can do with kinesiology ... you strengthen the whole 
body with the thoughts that go through and we've used that a lot with the positive thmking and 
it's not just an idea. It actually works." [Anabel] 

"My main aim was to get off pamk1llers and I'm off them now and feeling better for it...now to 
get the all clear and start to work towards that. That's my goal." [Andrew] 

"Learned a whole lot about the human body that I didn't know before. None of it sort of scared 
me, made me feel better about what I had." [Mark] 

"The whole thing is about you controlling the disease, not the disease controlling you and it's 
not a belief but possibly a realisation that you can control the process." [Tom] 

"You hear some people say when they have a near death experience they come out completely 
changed. I got that sense but then .. .I sort of have to keep looking at working on that. So that's 
where I'm on a search now or something." [Mark] 

Reprioritising Reappraising what is important "And money's not important anymore. You know we've just lived on one wage and the world 
hasn't fallen m. [What is important?] Family. Yeah very much so. Friends." [Louise] 

Note (P) =Patient theme only, (S) =Spouse theme only,*= overlapping copmg strategies 

I-' 
00 
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Posttraumatic Growth Reported by Patients and Spouses 

Although the interviewer did not raise issues regarding PTG at the Time 1 

interviews, discussion regarding positive life changes was initiated by three patients 

(Louise, Mark, and Charlie) in the first month after being diagnosed with cancer. These 

components of PTG included a strengthening of relationships, and a new-found 

compassion and desire to help other people in similar situations. As seen in the initial 

Table 4.1 (p. 162), the number of PTG domains reported by participants steadily 

increased over the 12-month period after diagnosis of cancer (see Table 4.8 for 

descriptions of all PTG themes. The increase in number of PTG themes over the 12 

month period may be consistent with other longitudinal research showing that 

quantitative reports of PTG increased significantly over 12 months among women with 

breast cancer (Sears et al., 2003). 

At Time 2, in addition to PTG experienced in self, spouses also discussed positive 

life changes that they observed in their partner. The emergence of PTG themes reported 

by spouses at Time 2 may indicate PTG modelled behaviour. The notion that PTG can 

be enhanced by exposure to others who had perceived positive life changes in similar 

circumstances has previously been evidenced in a cross-sectional study of breast cancer 

survivors and their husbands (Weiss, 2004a, 2004b). The results from the current study 

may also evidence the longitudinal course of PTG that occurs in spouses who are not 

directly affected by the diagnosis but are closely involved in the cancer experience 

through supporting their spouse. The number of PTG domains reported by spouses 

indicated that the variety of positive life changes was less prevalent than the patients. 

Emergence of PTG at Time 2 was also congruent with acceptance shown by spouses at 

this time. Previous studies have indicated the positive relationships between these 

variables (e.g., Lechner et al., 2006; Urcuyo et al., 2005), prompting the suggestion that 

the emergence of acceptance and PTG were interrelated factors for the spouses. 



Table 4.8 
Components of Posttraumatic Growth Reported by Participants 

PTG Components Explanation ___ Quote 

Relationships 
Strengthened 

Compassion 

Personal Strength 

Faith Strengthened 

Partner PTG (S) 

Engaged in hfe 

New priorities 

Self nurtunng (P) 

Health benefits (P) 

Meaning of Life 
(P) 

Mastery - Internal 
LOC (P) 

Becommg closer to people as a 
result of this experience 

Gaining compassion for others 
and wanting to help 

Realising strength of character 

Religious faith that existed prior 
to diagnosis has become stronger 

PTG observed in partner 

Looking for opportunitles. 
Realising that life isn't endless. 

Prionties in life have shifted 

Realising self importance and 
taking care of self 

Making changes regarding 
health, diet, lifestyle. 

Discovering what life means to 
them 

Establishing internal locus of 
control 

Note. (P) =Patient theme only, (S) =Spouse theme only. 

"He [her husband] shows his feelings more and probably he feels too that we need to go on to the next part of our 
hfe ... And he helps me more than he used to." [Lomse] 

"I was always a bit oblivious to what's happemng to other people. I think I didn't see some of the things until it was 
pointed out to me. Yeah I'm a bit more aware, I think that's true." [Charlie] 

"I won't let anything beat me. But then I've always had that strength that I won't let anything beat me. And more so now 
than I've had before." [Louise] 

"I think I've got past that stage and I look at faith much more positively. The negatives that I had before don't enter my 
mind anymore." [Charlie] 

"I think in some ways Mark's grown up a bit, he's starting to take on a role where he's feeling .. .I can tell he's standing 
taller and he's not like this little kid hiding under the table too scared to come out. So that's part of growing." [Lola] 

"I definitely look for more opportunities. I just sort ofrealise that you need to enjoy every moment, see the bright side of 
it, you know." [Mark] 

"I still can work, I still do work but it's not the be all and end all that it was before this. The old saying of smell the 
roses, look at the birds, look at the trees, look at your grandkids ... But that would be the big change for me." [Tom] 

"That's probably the biggest thing that I've learnt, you know, that you have to take care of yourself." [Louise] 

"A 20 to 30 year old probably thinks they're pretty mvmcible, I always thought I was invincible. So yeah I'm definitely 
more conscious about health, Just looking after yourself." [Mark] 

"I often think of an example, I had a job on a little island off Flinders one time. I knew you had to go by plane and then 
by boat and then walk about ten kilometres on this island and you had to get organised to get everything done while you 
were there otherwise it was a day's tnp to get back there again. So I sort of think of my life like that all the time now I 
actually compare ... ! sort of think of that as the way life should be when you're in a moment you need to be there 
because you might not get there agam." [Mark] 

"I was sick and now I've come through, you are sort ofresponsible for your own health, whereas I probably used to look 
at doctors and think they were going to fix me all the time so I was actually putting my life m their hands, whereas now I 
think that I'm a bit more responsible for my own self." [Mark] 

....... 
00 
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Another component of PTG discussed by two patients and their spouses was 

vicarious PTG in family members and workmates as a result of their cancer. For 

example, Andrew describes the impact that his cancer has had on his workmates due 

to his being diagnosed at 34 years of age: 

"I know how much it's affected the blokes at work a fair bit. I 

was pretty much the youngest in the workshop and a few of 

them have decided to change their lives over it a bit. One bloke 

has decided he will retire in two years and stuff like that." 

Five PTG domains at Time 3 were preceded by similar components that were 

previously grouped as coping themes, including: engaged in life; personal strength; 

mastery/internal LOC; new priorities; and self nurturing. The themes identified at 

earlier time points cannot be categorised as PTG domains at Time 1 or 2 due to the 

phrasing of the language used by the participants indicating that these experiences 

were ongoing and had not yet eventuated into changed behaviour. For example, at 

Time 1 Lomse discussed learning to take care of herself: 

"I'm learning to take care of me. And I think that's the biggest 

thing I've found in the last month. That I'm coming first and that 

might sound terrible but for once my needs and my health are 

starting to come before anybody else's." 

Whereas at Time 3, the language used by Louise indicated that an actual change had 

been made in regards to self nurturing: 

"That's probably the biggest thing that I've learnt, you know, 

that you have to take care of yourself." 

The coping components that preceded Time 3 PTG incorporated behavioural, 

emotional and cognitive aspects of the experience, including efforts to engage in life, 

regaining mastery, reprioritising, and prioritising their own health needs. These 
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themes highlight the necessity for research to distinguish between PTG as process 

versus outcome, and also provide evidence for the components of coping that are the 

catalyst for positive life change. 

Posttraumatic Growth Domains 

The domains of PTG evident in these interviews that are not generally 

measured or empha~ised in current PTG inventories include health-related benefits, 

self nurturing, meaning of life, mastery, and compassion for others. These PTG 

domains were predominantly expressed by patients, with the exception of 

compassion which was reported by both patients and spouses. Meaning of life and 

mastery can be considered as elaborations on appreciation of life and personal 

strength domains of the PTGI, respectively. These domains describe similar 

constructs; however the richness of the themes of meaning of life and mastery found 

in Study 2 denotes a more elaborate life change than that entailed in the PTGI. For 

example, discovering the meaning of life is denoted by a greater understanding and 

depth than simply appreciating life more than before. The patients' insight into what 

their life entailed pre-diagnosis and their perception of the richness oflife post

diagnosis highlights a shift in cognitions as a result of dealing with the challenges of 

a diagnosis of cancer and the subsequent treatment. This construct augments the 

appreciation of life domain as measured by the PTGI and is consistent with 

Folkman's current stress and coping model that embraces meaning-based coping 

(Folkman & Greer, 2000). After being diagnosed with a serious illness the individual 

copes by modifying existing schemas to integrate the new situation, making sense of 

what is happening, and perceiving potential benefits in the situation (Folkman & 

Greer). However, in this study, finding meaning was described by patients as an 

actual life change rather than part of a coping process. Also, a newfound mastery 

was expressed as a positive life change in the current study. This theme enhances the 



personal strength domain described in the PTGI through a sense of greater control 

that is attributed internally. This recognition of mastery is discussed by Taylor 

(1983) to promote positive adjustment post-trauma. 

187 

The other domains uncovered through this qualitative data may be unique to an 

illness-related context. These results support previous research showing a perception 

of health-related benefits such as diet and exercise behaviours after being diagnosed 

with a serious illness (e.g., Pakenham, 2007). The participants in this study stated 

that these life changes may not have happened if their life had not been interrupted 

by their diagnosis. Related to this construct is the recognition that they now nurture 

and care for themselves. This domain of growth encompassed the patients' 

acknowledgement that they are a priority in their own life, rather than perceiving 

family and work to be more important than their own mental and physical health. 

This increased nurturing for self may be pertinent in an illness context as the 

individual's health has been compromised and issues such as mortality have been 

confronted. This newfound self nurturing was described positively, as neither the 

patient or spouse reported any adverse affect this change had on couple dynamics. 

Participants also expressed a newfound compassion for others after facing the 

challenges of being diagnosed with cancer. While this construct may not be 

restricted to an illness context, an increased awareness of the disease provided these 

participants with the ability and knowledge to support others in similar situations. 

This enhanced knowledge of the illness experience resulted in stepping outside of 

oneself, feelings of empathy, and a desire to actively support others who are dealing 

with life-threatening illnesses. This result supports other Australian PTG research 

finding a dominant theme of increased compassion after a traumatic experience 

(Shakespeare-Finch & Copping, 2006). While the PTGI includes one item that taps 

into this construct of compassion, the strength of this theme in the present study and 



previous research provides support that this PTG domain can be clarified and 

enhanced in future research. 
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Individual Case Studies Highlighting Changes in Posttraumatic Growth over Time 

Despite differences in distress, coping strategies and long-term deficits, all 

participants displayed a similar tendency to report PTG qualitative themes at Time 3. 

These results suggest that the diagnosis of cancer acted as the catalyst for perceiving 

positive life change and is not reliant on current psychopathology or adjustment. 

However, when exploring participants' PTGI scores, differences can be observed in 

levels of PTG over time. In particular, four participants' PTGI scores (Louise, Tom, 

Mark, and Lily) changed from Time 2 to Time 3. In order to identify factors that 

may have influenced these changes in PTG, these particular couples are now 

discussed to explore potential reasons why PTGI scores changed over time. 

The qualitative themes and scores on quantitative measures of adjustment, 

coping, and distress were taken into account to triangulate both sources of data and 

provide a comprehensive picture of their post-diagnosis experience. In order to 

provide comparison between participants' quantitative scores and inventory norms 

from previous studies conducted in illness-related contexts, participants' raw scores 

were converted into z-scores using normative data found in Appendix C. 

Individual's z-scores were then interpreted to assess whether their scores on these 

inventories exceeded one standard deviation away from the norm mean. All 

participants' PTGI raw scores and z-scores can be seen in Table 4.9. A substantial 

amount of data was generated by inventory scores for other quantitative measures 

and PTGI subscales, and can be found in Appendix G. 
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Table 4.9 

PTGI Raw Scores and z-scores at Time 2 and 3 

PTGI Total 
(0-105) 

Couple Time2 Time 3 
Raw score Raw score 
(z-score2 (z-score2 

1 Louise (P) 67 (0.48) 85 (1.21) 

2 Andrew (P) 64 (0.36) 38 (-0.69) 

Frances (S) 56 (0.04) 55 (-0.004) 

3 Tom (P) 40 (-0.61) 16 (-1.58) 

Anabel (S) 32 (-0.94) 62 (0.28) 

4 Mark (P) 56 (-0.04) 80 (1.01) 

Lola (S) 53 (-0.09) 63 (0.32) 

5 Charlie (P) 50 (-0.21) 55 (-0.004) 

Lily (S) 68 (0.52) 17 (-1.54) 

6 Peter (P) 65 (0.40) 46 (-0.37) 

Jane (S) 55 (-0.004) 74 (0.77) 

Note. (P) = Patient, (S) = Spouse, [bold] = exceeding one 
standard deviation from norm mean. 

Patient 1. Louise's PTGI score increased from Time 2 to 3, and was greater 

than one standard deviation from the norm mean at Time 3. In Louise's interviews, 

she displayed an early acceptance of her diagnosis, which is consistent with her 

quantitative measures of acceptance being above normative data at Time 1 and 2. 

While Louise displayed acceptance toward her cancer and the associated treatments, 

this was with recognition of her current circumstance, but not with a nature of 

resignation. Louise's coping effort was reflected in her inventory scores remaining 



consistent over the 12-month period, in addition to a number ofreported coping 

themes, such as positive reframing, across her interviews. 
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Louise's measures of helplessness and stress also revealed lower scores than 

normative data. In particular, her stress scores were between two and three standard 

deviations below norm means. Louise also showed fewer PTSD symptoms at Time 3 

compared to nonn means. In addition to her low distress, Louise was also reporting 

high levels of positive reframing, as shown in her interviews and the perceiving 

benefits subscale of the ICQ. Although normative data is not available for the three 

subscales of the Rumination Inventory used in this study, comparison of Louise's 

scores on the life purpose subscale show a decrease from Time 1 to Time 3. Louise's 

low level of distress and life purpose rumination is consistent with the results of the 

structural equation model in Study 1 showing an association between these 

variables. 

The prevalence of PTG themes reported by Louise at Time 3 is consistent with 

her higher than average PTGI score. Her qualitative themes regarding positive life 

changes were represented in a number of domains, including compassion for others, 

new priorities, health-related changes, personal strength, mastery/internal LOC, 

strengthened relationships, and self nurturing. The prominent factors in Louise's 

experience, as shown by her qualitative data and inventory scores, included an early 

acceptance and high level of cognitions regarding perception of benefits, in addition 

to low stress and helplessness across the entire period. 

Couple 3. Tom and Peter (Patient 6) have previously been discussed as 

exemplary cases ofresilience and their PTGI scores decrease from Time 2 to 3; 

however Peter's scores remained within one standard deviation from the norm mean. 

In their interviews, both of these participants expressed a fighting spirit, acceptance, 

and confidence that they could successfully deal with the challenges associated with 
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their cancer. When investigating the trajectory of adjustment for Couple 3 (Tom & 

Anabel), this resilience may be a factor in their low distress, and Tom's PTGI score 

falling below the norm mean at Time 3. Low levels of distress, as indicated by 

helplessness, PTSD symptoms, stress, anxiety, and depression scores, were evident 

across all three assessment time points for Couple 3; with the exception of PTSD 

scores equivalent to norm means for Anabel at Time 1. These results indicated that 

Tom and Anabel may not have appraised his Lymphoma as a traumatic event. 

In their interviews at Time 3, Tom and Anabel viewed the cancer as managed 

and a past event. This is congruent with the PTG model (Calhoun & Tedeschi, 2006) 

showing that positive life change contributes to one's life narrative and wisdom. It 

may be that armed with resilient characteristics and personal growth gained from 

prior experience, Tom appraised that he had the necessary coping resources to 

successfully manage his cancer and did not perceive this event to be traumatic. 

Strong themes evident in Tom's interviews were his prior experiences of illness. In 

his professional career as an emergency service worker and in his personal 

relationships, Tom had witnessed a number of people's experiences with cancer and 

treatment. As a result of this gained experience, Tom felt that he had the knowledge 

to adequately cope with and manage the challenges associated with cancer. 

In contrast to Tom's change in PTG over time, Anabel's PTGI score showed an 

increase in positive life changes from Time 2 to Time 3; however, both scores 

remained within one standard deviation of the norm mean. Although her total PTGI 

score was consistent with normative data, Anabel's score on the personal strength 

PTGI subscale at Time 3 was greater than the norm mean for this subscale. The 

increase in this particular domain of positive life change is consistent with the 

particular themes repeatedly reported in her later interview. At Time 3, Anabel 

stressed her new-found independence as a result ofleaming how to drive in order to 



take Tom to hospital for treatment, and recognition of her personal strength 

throughout this experience. 

192 

Couple 4. This couple were notable due to Mark's previous diagnosis of major 

depressive disorder. Both Mark and Lola conveyed that their appraisal of their 

current situation was shaped by this previous experience five years earlier. They both 

felt that Mark's cancer was manageable in comparison to the depression which was 

much more debilitating. However by Time 2, physical and mental limitations were 

evident as a strong theme in their interviews, as they expressed concern that Mark's 

depression may be re-instigated by their current situation. Unlike other patients 

showing resilience gained from prior experiences, Mark's depression appeared to 

remain a current situation that had not yet been resolved. Lola reported that she was 

the strong person in their relationship and had to maintain her emotional strength, as 

Mark had been sick for most of their marriage. Lola's stress and PTSD symptoms 

remained lower than norm means, which may be a reflection of their faith that 

enabled them to "hand control over to God". Lola also expressed that the love and 

support they received from people praying for them was important. 

Mark and Lola's coping efforts were still evident at Time 3; however, this did 

not appear to be directed toward the cancer as this was considered to be managed and 

in the past, but rather toward addressing their relationship issues and Mark's 

tendency toward depression. They both discussed their continued relationship 

difficulties at this time, with Mark feeling like he was a burden on his wife and Lola 

feeling dissatisfied with their roles as husband and wife. The difficulties that they 

were experiencing as a result of Mark's illnesses may be reflected in their disparate 

quantitative scores. Unlike other couples (e.g., Couple 3 and 5) whose inventory 

scores were generally consistent with each other, Mark and Lola's scores tended to 

be on opposite ends of the spectrum. 
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Mark and Lola's PTGI scores at Time 2 were synonymous with normative data; 

however, at Time 3 Mark's score had increased and was greater than the norm mean. 

In his interview at Time 2, Mark reported struggling with his life purpose, which is 

consistent with his high anxiety score at this time. Mark's anxiety score at Time 2 

can be classified as mild anxiety (HADS scores between 8 and 1 O; Snaith & 

Zigmond, 1994). At Time 3, Mark discussed how this struggle had been resolved and 

felt that he was now gaining more meaning out of life after processing and 

successfully dealing with his diagnosis of Lymphoma. Social cognitive theorists 

suggest that it is this search for meaning and attempt to integrate their cancer into 

their life schema, through either adapting their existing schemas or modifying the 

meaning of the cancer experience to correspond with their self and world views, 

which leads to personal growth (Brennan, 2001). This increase in Mark's PTGI score 

at Time 3 also coincides with a high acceptance score and a reduction in distress, 

shown by low scores for helplessness, stress, and PTSD symptoms at this time. 

Couple 5. As already discussed, the trajectory of adjustment and PTG for 

Charlie and Lily may be unique due to the incurable nature and continued presence 

of multiple myeloma which was being controlled through treatment. Therefore, 

while this couple appraised their situation positively, their consistent coping effort 

was evident across the 12 months, particularly for Lily, as shown in her qualitative 

themes and COPE inventory scores. Charlie reported that he considered his cancer to 

be the most dominant thing in his life and Lily discussed the changes that had to be 

made in their life. Strong themes to emerge from Lily's interviews were the 

sacrifices and modifications to lifestyle that she had made in order to protect and 

promote Charlie's health. 

The experience of Couple 5 was also shaped by their faith and attributing 

Charlie's cancer as being part of God's plan. Their lower than average scores for 
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locus of control attributed to both internal and chance sources may reflect the level 

of control attributed to God. Lily stated that her faith in God was strong before and 

after Charlie's diagnosis and that Charlie's faith was being tested through this 

experience. Charlie reiterated this in his interviews and his PTGI scores reflect high 

levels of growth in the spiritual/religious domain of the PTGI at Time 2 and 3. 

Charlie and Lily consistently show lower than average PTSD symptoms and 

stress scores ovenhe entire period. Low anxiety scores are also shown at Time 1 and 

2. This may have contributed to Lily's low PTGI scores at Time 3. Similar to Tom 

and Peter who displayed resilient characteristics from previous life experiences, 

Lily's faith in God provided her with the necessary resources that resulted in the 

current experience not being appraised as traumatic; thus not providing the context 

for either positive life change or distress. 

To summarise these individual cases that have been presented, the descriptions 

of post-diagnosis adjustment for each of these patients and spouses illustrate the 

unique experiences and different context that exists for individuals faced with cancer 

and its treatments. Potential factors can be identified in each case that contributes to 

increased PTGI scores over time, including: positive reframing and acceptance, and 

low helplessness and stress. As seen in the cases of Tom and Lily, the reduction in 

their PTGI over time resulted in lower than average PTGI scores at Time 3. This 

may be attributed to resilient characteristics displayed through their qualitative 

themes, such as previous experience, a fighting spirit, and faith in God. Unlike Mark 

and Louise (whose PTGI scores increased), both Tom and Lily also had lower than 

average PTSD symptoms at Time 1. This suggests that Tom and Lily did not 

appraise this event as traumatic. These results reiterate qualitative data in Study 1, 

proposing that participants who displayed resilient characteristics were less likely to 

perceive PTG. Psychological preparedness provides the context for positive 



appraisal of subsequent life events and successful management of challenging 

circumstances, thereby resulting in little perception oflife change (Calhoun & 

Tedeschi, 2006; Janoff-Bulman, 2004). 

4.6.2 Spouse Corroboration of Patient PTG 
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At Time 2, spouses reported that they perceived their own positive life changes 

and also discussed PTG themes that they perceived as life changes that their 

husbands had made as a result of their struggle with the cancer experience. Table 

4.10 provides a comparison of PTG themes discussed by the patient and the themes 

reported by their spouse that they observed in the patient. The spouses' own PTG 

themes have also been included in Table 4.10 to indicate that the domains of PTG 

observed in the patient are not merely projections of their own positive life changes. 
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Table 4.10 

Comparison of Patient's Reported PTG Themes with PTG observed in Patient by 

Spouse, and Spouse's own PTG 

Couple 2 

Couple 3 

Couple 4 

Couple 5 

Couple 6 

Patient's PTG 

Relationships strengthened 

Health benefits 

Health benefits 

Personal strength 

Engaged in & appreciatmg 
hfe 

Mastery - Internal LOC 

New priorities 

Relat10nships strengthened 

Compass10n for others 

Personal strength 

Health benefits 

Self nurturing 

New Priorities 

Engaged in & appreciating 
life 

Meaning oflife 

Faith strengthened 

Compassion for others 

Engaged in & appreciating 
hfe 

Re la t10nships strengthened 

New Priorities 

Personal Strength 

Relationships strengthened 

Compass10n for others 

PTG observed by Spouse 

Relationships strengthened * 

Health benefits * 

New priorities 

Health benefits * 

Relationships strengthened * 

Personal strength * 

Health benefits * 

Self nurturing * 

Faith strengthened* 

Compassion for others * 

Relationships strengthened* 

New Priorities* 

Spouse's PTG 

Relat10nships strengthened 

Personal strength 

Engaged in & appreciating 
life 

Compassion for others 

Personal strength 

Faith strengthened 

Compassion for others 

Relat10nships strengthened 

New Priorities 

Engaged in & appreciating 
life 

Note.*= congruence between patient's PTG and spouse's observed PTG in patient 
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Generally, the PTG domains endorsed by the patient are congruent with the 

themes observed by the spouse, indicating that these positive life changes have been 

perceived by the patient and observed by the spouse. With the exception of Couple 2, 

patients report a greater variety of changes than those observed by spouses. It may be 

that patients have not communicated internal changes such as recognition of mastery 

(Park et al., 1996; Weiss, 2002), or it may be that these are changes desired by the 

patient that have not yet manifested themselves into action. In particular, 

strengthening of relationships and health-related benefits are two PTG themes that 

are reported by the patient and observed in the patient by their spouse. These are two 

PTG domains that can be evidenced easily through action. In some couples the 

relationships that had strengthened were between the patient and spouse. Therefore, 

this positive life change was observed and experienced by both patient and spouse. 

Health-related benefits resulted in lifestyle changes such as diet and exercise; 

these behaviours also readily observed by spouses. As can be seen in Table 4.10, the 

domains of PTG reported by the spouses as positive life changes made in their own 

life were not always consistent with the PTG domains that they observed in their 

partners. In other words, spouses were observing distinct PTG domains in their 

partners than they were experiencing in their own life. This is an important 

distinction to discern as it indicates that the spouse is not merely mirroring changes 

in their partner nor projecting life changes that they had perceived for themselves. 

4.6.3 Impact of the Study on Participants 

In the Time 3 interviews, participants were asked about the potential impact 

that taking part in this study may have had on their post-diagnosis experience. The 

participants discussed benefits of participating as it gave them an opportunity to 

speak to someone who was not directly involved; thereby feeling as if they were not 

exhausting social support resources, for example: 



"It's nice to have someone to talk to about it ... you try to be really 

conscious of who you talk to about it because you can sort of be a 

bit of burden on someone. They don't really want to hear about it 

but it's all you want to talk about." [Mark] 
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Generally, participants commented that taking part in the study encouraged reflection 

on their reactions to the situation and how they have dealt with the experience. 

Several participants admitted that they may have ruminated on their situation and 

examined their act10ns more than if they had not taken part in the study; however, 

this was perceived as a benefit. Tom and Jane commented that taking part in this 

study contributed to their perception that they were not reacting to this experience in 

a normal manner as a lot of questions were not pertinent to them, for example: 

"When I would read some of the questions, I would think 'Christ, 

no, this is just not me'. Taking part in it as far as I'm concerned 

showed me that I was outside of the normal bounds. This cancer is 

still the dominant thing. And to me it's not. But to a lot of people 

it is." [Tom] 

This was also appraised as a benefit to these participants as it encouraged downward 

social comparison with paiticipants believing that they were coping better than 

others who had been diagnosed with cancer. 

4. 7 Chapter Discussion 

This section summarises the findings of Study 2 to address the aims of the 

study which were to document adjustment and PTG over time, explore spouses' own 

reports of PTG, and provide an external source of patient PTG, through triangulating 

qualitative and quantitative data. 

Trajectory of Adjustment and PTG 
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The qualitative themes evident across the 12 month period provide support for 

a number of components in Calhoun and Tedeschi' s (2006) model of PTG and 

Folkman's (2008) model of stress and coping that incorporates the role ofmeaning

based coping. Supporting the results from Study 1, this study also highlighted the 

importance that rumination played in both distress and growth. Coping strategies 

based in cognitive processing were strong themes for all participants as they 

attempted to integrate the diagnosis into their life schema and uncover what cancer 

meant to them. This type of cognitive processing remained evident only for the 

participants who were struggling at Time 3 as they attempted to make sense of their 

experience with either relapsed cancer or side-effects from treatment. Intrusive 

rumination was evident at all three time points over the 12 months for those 

participants who continued to struggle with issues related to the cancer and/or 

treatment. These participants displayed continued coping efforts and expressed 

uncertainty at each time point. This continued coping effort and rumination 

indicating of lack of adjustment to their current situation (Roberts et al., 2006; Scott 

et al., 2004). The participants who were no longer struggling at Time 3 reported 

minimal coping effort in their interviews. These participants also were no longer 

deliberately ruminating or experiencing intrusive rumination at this time. These 

patients and spouses can also be differentiated from the participants who were 

struggling at Time 3 as they did not report feeling uncertainty regarding their future 

at any time point. 

The expression of positive life changes in the interviews is present regardless of 

participants' current experience at Time 3, suggesting that the initial experience of 

being diagnosed with cancer is the catalyst for PTG. However, when investigating 

quantitative data, levels of PTG did not always necessarily increase over the 12 

month period. Triangulation of qualitative and quantitative data showed that 
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participants who displayed resilience were more likely to have low PTGI scores at 

Time 3. These resilient participants also showed lower than average PTSD scores at 

Time 1. These results supporting Westphal and Bonanno (2007) who suggest that 

resilient individuals are less likely to appraise an event as traumatic and construe 

positive life changes as their functioning has not been impeded to the same extent as 

traumatised individuals. 

The process of PTG was illustrated by a number of PTG domains being 

preceded by emotional, behavioural, and cognitive coping strategies. The difference 

between positive reframing as a process and life change as an outcome was 

highlighted over the 12 month period as participants' attempts to change their life 

were reported as actual life changes by the last time point. Also, domains of PTG 

were found in Study 2 that supplement those measured in the PTGI included health

related benefits, self nurturing, meaning in life, mastery, and compassion for others. 

These additional domains indicate the positive life changes that may be context

specific (Morris, Shakespeare-Finch, & Scott, 2008) and are discussed in more detail 

in Chapter Five in relation to Study 1 results. 

Spouse Adjustment and PTG 

Spouses discussed the need to remain strong and displayed a positive attitude to 

support their husband, and in some circumstances described sacrifices that they felt 

had to be made in order to maintain their support. These women emphasised the 

importance of social support particularly that which was directed to them, as this 

enabled them to cope with their own experience and in turn provide better support 

for their husbands. Spouses did not exhibit certain coping strategies such as 

deliberate rumination, humour, distraction, avoidance, or perceiving themselves as 

important. Unlike the patients, spouses expressed an increased awareness of their 

partners' and their own mortality and discussed the changes that had to be made in 
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their life to accommodate their husbands' cancer and treatment regime. As the 

spouses in this study were female, the themes prevalent for the spouses, such as 

sacrifices made, may be influenced by gender. However, there is a paucity of studies 

that investigate potential gender differences in spouses' adjustment to their partners'_ 

cancer. 

The few studies that have assessed spouses' or significant others' PTG in the 

context of a diagnosis of cancer indicate that the process of adjustment and 

perception of PTG is different for the spouse compared to the patient (Manne, 

Ostroff et al., 2004; Thornton & Perez, 2006; Weiss, 2004a). Different predictors and 

correlates of PTG have been identified for spouses, suggesting that while this is a 

shared experience, there are aspects to the diagnosis and treatment that differentially 

impact on spouse and patient; thus resulting in varied processes leading to life 

changes. The results of the current study are consistent with previous research, 

showing that expression of PTG was not evident for spouses until the second point of 

data collection; whereas, this occurred for patients in the first month after diagnosis. 

The number of themes reported by spouses was also less varied compared to 

those reported by their husbands. The absence of PTG in the initial month for 

spouses may be an artefact of the indirect nature of the diagnosis for these 

participants. In other words, PTG may not be experienced by spouses in the same 

way as those who are directly affected by the diagnosis. The reports of PTG by 

spouses in the second and third time points may also indicate exposure to PTG 

modelled behaviour in their husbands. The notion that PTG can be enhanced by 

exposure to others who had perceived positive life changes in similar circumstances 

has previously been evidenced in a study of breast cancer survivors and their 

husbands (Weiss, 2004). A theme evident for spouses at Time 2 was the reciprocal 

strength and support they felt from their husbands throughout the experience. This 



theme is indicative of studies showing that spouses influence each other's coping, 

distress, and PTG throughout the cancer experience (e.g., Manne, Ostroff et al., 

2004; Northouse et al., 2001) and provide PTG modelled behaviour, perhaps 

resulting in the spouses perceiving PTG at this time (Weiss, 2004a, 2004b). 

Corroborating Patient PTG 
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The types of PTG themes observed by the spouses in the patients were 

predominantly congruent with those indicated by the patient. Generally patients 

reported a greater variety of changes than those observed by spouses. It may be that 

patients have not communicated internal changes such as recognition of mastery or it 

may be that these are changes desired by the patient that have not yet manifested 

themselves into action. In particular strengthening of relationships and health-related 

benefits were readily observed in the patients by their spouses. This is consistent with 

previous research showing correlations between patient PTG and spouses' 

observations of patient PTG (e.g., Weiss, 2002) and that stronger relationships are 

seen when differentiating observable life changes from phenomenological life 

changes. 

To summarise Study 2, this study provided a comprehensive evaluation of the 

longitudinal post-diagnosis experience from the perspective of the patient and the 

spouse. This study was able to discuss the trajectory of adjustment and the positive 

life changes that were perceived by both patient and spouse. Cognitive processing of 

the diagnoses of cancer was salient theme for all participants as they attempted to 

make sense and positively reframe the experience. Also, the longitudinal assessment 

evidenced that coping strategies such as gathering information and emotional 

expression were beneficial in the initial post-diagnosis stages; whereas, continued 

rumination and uncertainty were indicative of distress. The results from Study 2 will 



now be discussed in the context of Study 1 results to provide a synopsis of the 

findings of this entire research project. 
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Chapter Five 

Final Discussion 

"Death is a mirror in which the entire meaning of life is reflected." 

(Sogyal Rinpoche, Tibetan book of living and dying) 
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This chapter will discuss the results of Study 1 and Study 2 in relation to the 

original aims of the research and elaborate on additional findings that were 

uncovered in these studies (section 5.1). In particular, this chapter will discuss 

posttraumatic growth in cancer survivors (section 5.1.1), in addition to PTG 

perceived by spouses and their observations of PTG in the patient (section 5.1.2). 

The relationship between rumination, distress, and positive life changes will be 

discussed in section 5.1.3, followed by additional correlates of PTG in section 5.1.4. 

This chapter will examine observed heterogeneity of adjustment and PTG between 

cancer diagnostic groups (section 5.1.5) and between participants living in rural and 

regional areas (section 5.1.6). This chapter will also consider the potential for 

divergent post-diagnosis trajectories between cancer survivors who perceived their 

experience as traumatic and those participants who reported resilient characteristics 

(section 5.1.7). The findings from Study 1 and 2 will then be discussed in regards to 

potential applications that these results may have in clinical settings and future 

research in section 5.2. Strengths and limitations of the research will be presented in 

section 5.3, followed by concluding remarks in section 5.4. 

5.1 Incorporation of Qualitative and Quantitative Results from Study 1 & 2 

The aims of Study 1 were to conduct a structural equation model of PTG, 

explore possible heterogeneity of PTG between different cancer diagnoses, identify 
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factors associated with PTG domains, and enhance the understanding of the 

phenomenon of PTG by exploring and identifying the experiences and challenges 

faced through qualitative design to potentially uncover PTG domains unique to this 

context. Study 2 was a longitudinal study that aimed to document the coping, 

distress, and PTG themes over a 12 month period following a diagnosis of 

haematological malignancy. This study included the perspective of the patient's 

spouse to investigate their own PTG and to also provide external validation of patient 

PTG. Study 1 and 2 also triangulated qualitative and quantitative data to document 

the congruence/incongruence in coping, distress, and PTG themes with standardised 

measures of these constructs. The following section will present a summary of the 

discussions from Chapter Four and Five, integrating the results from the qualitative 

and quantitative data to provide an overview of the findings of the research project 

comprising this thesis. 

5.1.1 Posttraumatic Growth in Cancer Survivors 

The results of the cross-sectional quantitative data provide an overview of 

posttraumatic growth reported by cancer survivors in Australia approximately 3 

years after being diagnosed. This data revealed that the majority of participants 

reported PTG, with only two of the 335 participants showing PTGI total scores of 

zero. PTGI means were comparable to previous PTG studies conducted with cancer 

survivors (e.g., Cordova et al., 2007, Lechner et al., 2003). Interestingly, the domains 

of the PTGI that were endorsed in the current study may reflect a cultural influence 

in addition to the domains perceived in an illness context. Appreciation of life and 

relating to others were more strongly endorsed in this sample of cancer survivors, 

which is consistent with previous studies of cancer survivors (e.g., Cordova et al., 

2007; Stanton et al., 2006; Widows et al., 2005). However, religious and spiritual 

growth was the least endorsed, contrasting with other studies conducted with cancer 
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survivors in the USA (Stanton et al., 2006). Lack of personal growth within the faith 

domain is consistent with previous PTG research conducted in Australia, 

highlighting the types of positive life change perceived by people from a secular 

society such as Australia (see Shakespeare-Finch & Morris, in press, for a review of 

Australian PTG research). 

Specific populations that have been investigated in Australian PTG research 

include paramedics (Shakespeare-Finch et al., 2003), university students (Morris et 

al., 2005), cancer survivors (Carboon et al., 2005), police officers (Burke et al., 

2006), and motor vehicle accident survivors (Hanns & Talbot, 2007). Each of these 

studies reiterate the tendency for Australians to report PTGI domains of relating to 

others, appreciation of life, and personal strength and the unlikelihood to evidence 

any spiritual or religious growth. Research investigating the cultural influence on the 

perception of PTG is just beginning to emerge (Copping, Shakespeare-Finch, & 

Paton, 2008a, 2008b ). Studies such as these are exploring the individual's distal 

culture that has been identified in Calhoun and Tedeschi's (2006) model of PTG as 

playing an integral role in shaping appraisal, coping strategies, and coping resources 

of the individual. As spiritual or religious growth is an area of positive life change 

frequently endorsed in the United States of America (Calhoun & Tedeschi, 2006; 

Stanton et al., 2006), yet not in Australia, it is important to consider the potential 

incompatibility of research applications across Westernised countries such as the 

USA and Australia (Shakespeare-Finch & Morris, in press). 

In addition to potential cultural variations that may exist in domains of PTG, 

the qualitative data from the current study indicates a number of domains of PTG 

that are not emphasised in inventories, such as health-related benefits, compassion 

for others, self nurturing, meaning of life, and maste1y. The additional PTG themes 

reported by participants in both Study 1 and 2, support previous qualitative research 
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in an illness context and an Australian context (e.g., Pakenham, 2007; Shakespeare-

Finch & Copping, 2006). In particular, being diagnosed with cancer instigated a 

number of health benefits for many participants, including an improved diet, 

increased exercise, and safety conscious b~haviour at work. The other rich PTG 

theme was newfound compassion for others after facing the challenges of being 

diagnosed with cancer. The participants reporting PTG stated that these life changes 

may not have happened if their life had not been interrupted by their diagnosis. 

Growing evidence from the current study and previous research indicates that 

domains such as health-related benefits and compassion towards others are 

important constructs that embody posttraumatic growth. Current standardised 

measures of positive life changes may underestimate levels of PTG through 

insufficient representation of the types of life changes perceived by cancer survivors. 

Health-related benefits are not currently assessed in any measure of PTG, and while 

several measures exist that include items related to compassion, these inventories 

may only contain one item (Posttraumatic Growth Inventory) or are treated as unitary 

measures (Perceived Benefits Scale, Benefit Finding Scale). The strength of these 

additional PTG themes shown in the current study of Australian cancer survivors, in 

addition to other PTG research in illness-related settings (e.g., Pakenham, 2007) and 

Australia (Shakespeare-Finch & Copping 2006) indicates the potential 

underestimation of PTG in these contexts and reiterates the need to be context 

specific when considering applications of research. 

5.1.2 Posttraumatic Growth in Spouses of Cancer Survivors and Observation of 

Patient PTG 

The inclusion of spouses in Study 2 served two purposes: i) the assessment of 

spouse adjustment and PTG after their partner's diagnosis of cancer, and ii) to 

provide external validation of the PTG observed in the person diagnosed with cancer. 
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The spouses' trajectory of adjustment and reported PTG showed a few notable 

exceptions to the patients' cancer experience, including the types of coping strategies 

reported and timing of PTG. In particular, spouses discussed their perceived need to 

remain strong and positive for their pa1iner, the sacrifices they made to accommodate 

life changes due to their husbands' cancer and treatment regime life changes, and the 

social support that was directed specifically toward them that enabled the spouses to 

better care for their husbands. Spouses did not report deliberately ruminating on the 

experience, nor did they express coping strategies such as humour, avoidance, or 

distraction at any time point, highlighting the distinct patterns of behavioural, 

emotional, and cognitions shown between patient and spouse. 

Results from previous studies indicate that while this is a shared experience, 

there are elements of a diagnosis of cancer and treatment that differentially impact on 

spouse and patient (Manne, Ostroff et al., 2004; Thornton & Perez, 2006; Weiss, 

2004a). These studies have identified different correlates and predictors of PTG for 

patients and spouse, suggesting that the process leading to perceiving positive life 

changes differs depending on the direct nature of the cancer experience. The results 

of Study 2 highlighted this potential variation in PTG between patient and spouse 

through the spouses' delay in reporting any positive life changes until three months 

after the initial assessment. The absence of PTG in the first month post-diagnosis 

may be a result of the indirect nature of the stressors. For spouses, perhaps the 

ramifications of their husbands' cancer are experienced subsequent to the diagnosis, 

not from the diagnosis itself; thus, resulting in a delayed perception of trauma and 

PTG. 

Spouses reported emergence of positive life changes at the second assessment 

point may also indicate exposure to PTG modelled behaviour from their husbands. 

The notion that PTG can be enhanced by exposure to others who had perceived 
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positive life changes in similar circumstances has previously been evidenced in a 

study of breast cancer survivors and their husbands (Weiss, 2004a, 2004b). Spouses 

in the current study also acknowledged the importance of reciprocal strength and 

support they felt from their husbands at the second time point. This theme is 

indicative of studies showing that spouses influence each other's coping, distress, 

and PTG throughout the cancer experience (e.g., Manne, Ostroff et al., 2004; 

Northouse et al., 2001) and provide PTG modelled behaviour, perhaps resulting in 

the spouses perceiving PTG at this time (Weiss). 

Investigations to date have shown that PTG does not appear to be related to 

defensive denial or social desirability (Tedeschi et al., 2007). However, questions are 

still raised as to the real versus illusory nature of positive life changes following 

adversity (e.g., Hobfoll, Hall, Canetti-Nisim, Galea, Johnson, & Palmieri, 2007). The 

second purpose for including spouses in Study 2 was to provide corroborating 

evidence for patient PTG; thereby contributing to the notion that actual life changes 

have been made and validating the accuracy of the PTG reported by the patient. Few 

studies have included external validation of PTG and those that have included 

significant other's observations of PTG have found moderate to strong correlations 

(Shakespeare-Finch & Enders, 2008; Weiss, 2002), with correlations increasing 

when the relationship between them is strong (Park et al., 1996). Weiss found that 

correlations between observed and reported PTG for observable domains of PTG are 

stronger that domains of PTG that are more introspective in nature. 

The qualitative results of the current study are analogous with these previous 

quantitative studies. The PTG domains observed in the patients by spouses were 

generally consistent with the domains of PTG reported by the patients themselves 

since being diagnosed with cancer. The domains of PTG reported by patients but not 

observed by spouses tended to be domains such recognition of mastery, meaning of 
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life, or compassion. These results highlight the different nature of explicit and 

implicit PTG. As shown in results presented in previous chapters and discussed later 

in this chapter, a number of different c01Telates of PTG have been found, including 

elements of behavioural, emotional, and cognitive coping strategies. Therefore, it 

stands to reason that these correlating factors can manifest into positive life changes 

that encompass behaviours, emotions, and cognitions. It may be that PTG based in 

emotions and cognitions do not translate into actions or behaviours that are 

observable by others; however this does not result in implicit domains of PTG being 

any less valid than explicit PTG. 

5.1.3 Rumination, distress, and PTG 

Previously, Calhoun et al. (2000) have distinguished timing of rumination by 

showing that event-related rumination soon after the traumatic event is associated 

with increased PTG; whereas rumination occurring later was not. However, a 

principal component analysis conducted on the Rumination Inventory (Calhoun et 

al.) in the current study indicated that rumination has been conceptualised in terms of 

content of rumination for the cancer survivors, rather than timing of rumination. 

These aspects of rumination, including intrusive rumination, deliberately ruminating 

on benefits and life purpose rumination were all shown to be important factors in 

structural equation modelling of distress and PTG. Furthennore, distress and PTG 

were differentially predicted by these rumination factors. Not surprisingly, 

deliberately ruminating on benefits was associated with PTG; whereas, intrusive 

rumination and ruminating on the purpose of life were associated with distress. 

Traditionally rumination has acquired negative connotations as it has been 

linked to increased distress, depression, and anxiety (e.g., Nolen-Hoeksema, 2000). 

However, the results from the current study indicate that it is important to consider 

rumination in terms of both growth and distress. Calhoun & Tedeschi (1999) 
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conceptualise rumination to incorporate positive, negative and neutral cognitions. 

While this study has indicated that intrusive rumination is associated with distress 

and not PTG, it is important to consider the timing of assessment in this cross

sectional design. These results may indicate that persistent intrusions and life 

purpose rumination occumng years after the diagnosis are more likely to be 

associated with distress rather than growth at this time (Roberts et al., 2006). This 

was also shown in Study 2, with participants who were continuing to struggle with 

perceived stressors were experiencing intrusive rumination 12 months post

diagnosis. Continued life purpose rumination occurring long after the event may be 

analogous with a moody rumination style that has been shown to mediate the 

relationship between negative cognitive styles and depression, leading to an increase 

in depression (Lo et al., 2008). 

The current study' s finding of a significant bivariate correlation between 

distress and PTG initially evidenced a small positive relationship. However, the lack 

of relationship between these variables became evident in the context of other 

variables in the SEM and is consistent with the overall trend within psycho-oncology 

(Stanton et al., 2006). These results combined with the evidence of different 

predictors of distress and growth, further point to the independence of these 

constructs and that alleviating distress symptoms will not necessarily lead to PTG, 

nor will promotion of PTG reduce distress (Joseph et al., 2006). 

5.1.4 Further Correlates of PTG 

Additional elements of the SEM conducted in Study 1 showed that trauma 

severity did not directly predict PTG; however, perceived trauma severity was 

related to social support seeking behaviour. Perhaps the indirect relationship via 

social support indicates that the cancer survivors' perception of disease severity is 

related to an increase in support seeking behaviour, which then provides an 
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environment conducive to the perception of personal growth. Social support coping 

was also shown to predict all types of rumination. These results suggest that while 

accessing sources of support may provide an avenue for ruminating on benefits, 

which leads to PTG (Thornton & Perez, 2006), it may also act as a trigger to remind 

the individual that they have cancer, leading to distress (Helgeson et al., 2004). 

The SEM also showed that social support coping was directly related to PTG, 

which was also indicated to be an important element of the post-diagnosis experience 

in the qualitative reports from Study 1 and 2. The positive association between social 

support coping and PTG is consistent with previous PTG research with cancer 

survivors (e.g., Schulz & Mohamed, 2004; Weiss, 2004b). Triangulation of 

qualitative and quantitative data also showed that participants reporting PTG 

modelled behaviour, future aspirations, downward social comparison, mfmmation 

and understanding, and positive reframing were more frequent in the participants 

who have higher PTGI quartiles. Conversely, the coping strategies more frequently 

endorsed by participants in the lower PTGI quaiiiles were cognitive avoidance, 

overly solicitous support and support not received, self-imposed social constraint, 

and upward social comparison. These matrix queries are analogous with quantitative 

research showing that generally, actively managing and directly dealing with the 

cancer and treatments promotes positive post-diagnosis life change; while an 

environment characterised by avoidance and social constraint can be considered as 

the antithesis of coping strategies that have been associated with PTG in previous 

literature (Stanton et al., 2006). 

A number of correlates were also identified in Study 1 for particular PTGI 

domains. Commonalities can be observed when examining correlates of PTGI 

domains across the four major diagnosis groups. Not surprisingly, perceiving 

benefits was correlated with all PTGI domains. The variation evident in relationships 
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between other factors and domains of PTG highlight the multidimensional nature of 

PTG. For example, appreciation oflife was related to decreased life purpose 

rumination and decreased coping effort; whereas new possibilities was related to an 

increase in life purpose rumination and decreased coping effort. Also, being exposed 

to PTG modelling was related to increased appreciation of life but decreased 

religious/ spiritual growth. Perhaps this incongruence of the impact of modelled 

behaviour reflects the potential for growth based on faith to be an intensely personal 

experience, one that can be adversely affected by others. These results confirm the 

multidimensional nature of positive life changes that can be perceived after a 

diagnosis of cancer (Ho et al., 2004; Jaarsma et al., 2006) and the varying processes 

that have been shown to lead to each domain (Bellizzi & Blank, 2006; Carboon et al., 

2005; Ho et al.; Jaarsma et al.; Luszczynska et al., 2005; Weaver et al., 2008; Weiss 

2004b). 

In Study 2, particular domains of PTG were preceded by related coping 

strategies, including; engaged in life; personal strength; mastery/internal LOC; new 

priorities; and self nurturing. The coping components that preceded these PTG 

domains incorporated behavioural, emotional and cognitive aspects of the 

experience, including efforts to engage in life, regaining mastery, reprioritising, and 

prioritising their own health needs. These coping strategies could not be deemed as 

PTG themes at earlier time points as participants indicated that these experiences 

were ongoing and had not yet eventuated into changed behaviour. These themes 

distinguish between PTG as process versus outcome, and also provide evidence for 

the components of coping that are the catalyst for positive life change. 

Research investigating distinct predictors of PTG domains in cancer survivors 

is in its infancy and further research is warranted to investigate the differential 

processes that promote aspects of positive life change. The studies to date (e.g., 
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Carboon et al., 2005; Luszczynska et al., 2005), including results from Study 1, 

indicate diverse factors are related to different types of PTG. For example, 

perceiving new possibilities in life after a diagnosis of cancer tends to be associated 

with an active approach to coping, ruminating on life purpose (current study), and 

younger female cancer survivors (Carboon et al.). Whereas, perceiving a greater 

appreciation for life may be more likely with a more passive approach, such as 

acceptance (Luszczynska et al.), less coping effort and rumination on life purpose 

(current study). Appreciating life is also enhanced through being disease-free and 

observation of others who have experienced cancer and perceived benefits (current 

study). These studies highlight the importance of distinguishing between PTG 

domains and the varying factors that are associated with dimensions of positive life 

change. 

5.1.5 Heterogeneity of Adjustment, Distress, and PTG Between Cancer Diagnosis 

Groups · 

Sample size dictated that meaningful analyses were able to be conducted with 

four major cancer diagnosis groups, including breast, prostate, haematological, and 

colorectal cancer survivors. Breast cancer survivors had higher levels of PTG than 

participants diagnosed with haematological and colorectal cancers. Prostate cancer 

survivors were shown to have the second highest PTGI mean; however, their scores 

were not significantly different from any other diagnosis group. Intuitively, breast 

cancer survivors having higher PTGI means could be attributable to the tendency for 

women to report higher levels of PTG, as shown in initial analyses and some 

previous studies of cancer survivors (Bellizzi, 2004; Carboon et al., 2005; Jaarsma et 

al., 2006). However, the differ'ences in PTG as a result of cancer diagnosis remained 

after taking age and gender into account. Therefore, while females reported higher 

. levels of PTG, this effect shown by cancer diagnosis on PTG is not solely attributed 



to gender. These results indicating that the post-diagnosis sequence of events 

experienced by breast cancer survivors may be unique compared to other cancer 

survivors. 
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Breast cancer survivors had the highest levels of growth in three PTGI factors; 

appreciation of life, new possibilities, and personal strength. These results contrast 

with the only other study to explore potential differences in PTG across cancer 

diagnoses which showed that there were no differences in the number of PTG 

qualitative themes expressed (Foley et al., 2006). However, comparison of the 

quantitative results in the current study with the qualitative results of the previous 

study is difficult. The PTG themes shown in the previous study indicate the variety 

of PTG domains reported but may not represent the extent to which these life 

changes had been perceived. 

In order to explain why breast cancer survivors had higher PTG levels, other 

factors were investigated to show that this diagnosis group also had higher levels of 

coping effort, cognitive processing regarding benefits, intrusive and life purpose 

rumination, current distress, and lower helplessness than other cancer diagnosis 

groups. Breast cancer survivors were also more likely to be exposed to PTG 

modelled behaviour, perceive their cancer to be gone, and have a greater perception 

that their cancer was a traumatic experience. The results from the current study 

revealed that breast cancer survivors not only experienced more life purpose 

rumination and intrusive rumination, but they also had higher levels of cognitive 

processing regarding benefits. As this group had the highest levels of both growth 

and distress, these results are consistent with the SEM model showing different types 

of rumination to predict growth and distress. 

Whilst seemingly paradoxical in nature, it is plausible that the results reflect 

breast cancer survivors allowing themselves to feel the extremes of their reactions to 
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their cancer experience. These participants perceived their diagnosis as the most 

severe and also experienced higher levels of positive and negative post-diagnosis 

outcomes as a result of struggling with this harrowing experience. This is consistent 

with Janoff-Bulman's (2006) notion that the event must be severe to interrupt our 

fundamental assumptions about ourselves and the world in order to produce change. 

The coexistence, yet independence of these constructs, shown with post-diagnosis 

distress and growth after such an event indicate that the path of adaptation and 

adjustment is multi-faceted. 

Ultimately the question remains: Why do breast cancer survivors experience 

more positive change after being diagnosed with cancer? A systematic investigation 

of individual and illness characteristics resulted in cancer type differences in PTG 

remaining even after removing the variability due to these factors, with the exception 

of the area lived in (discussed later in this chapter). There appear to be elements that 

are fundamental to the experience of being diagnosed with breast cancer that result in 

higher levels of PTG being expressed post-diagnosis. A quote from a woman 

diagnosed with a rare type of cancer in the qualitative data suggests that breast 

cancer survivors may have access to more support during their treatment and post

diagnosis care: 

"Just because I didn't have breast cancer meant I couldn't access the 

same types of services after I was diagnosed. Being told I had the 

wrong type of cancer was devastating." 

In Australia, breast cancer awareness has increased dramatically over the last 

few years through media attention and fundraising activities. There are a number of 

high profile celebrities that have served as spokespersons for breast cancer, in 

addition to large-scale national and international fundraising activities. A potential 

hypothesis is proposed that perhaps breast cancer is an easier diagnosis to discuss 
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than other diagnoses, such as colorectal cancer. This is exemplified in a quote from 

the wife of rock legend Ozzy Osbourne, Sharon Osbourne, who was diagnosed with 

colon cancer in 2002: 

"People don't want to discuss colon cancer. There is no ribbon for 

it. When I was better my kids were joking, 'Mum why did you 

have to get bum cancer? Couldn't it have been something else? 

Why there? This is so typical of you."' 

Breast cancer is conceivably a more acceptable cancer as it has become a 

legitimate disease to discuss openly. This is reflected in more breast cancer survivors 

reporting PTG modelled behaviour in the post-diagnosis experience. The opportunity 

for these women to openly discuss their experiences with others who have been 

through a similar experience and who have perceived PTG is encouraging and 

promotes the potential for their own personal growth (Weiss, 2004a, 2004b ). This 

may also contribute to breast cancer survivors reporting lower levels of helplessness 

as a greater sense of community and assistance allows these women to feel that their 

situation is not hopeless and that a wide array of resources are available to assist 

them. 

In their recent book, Kedrowski and Sarow (2007) explore the differences that 

exist in cancer advocacy, awareness, and public policy that is available for women 

diagnosed with breast cancer in the USA and other cancer diagnosis groups such as 

prostate cancer. Kedrowski and Sarow state that the breast cancer movement has 

evolved into a successful organisation that has shaped media coverage, public 

awareness, and government policy aimed at improving the well-being of women 

diagnosed with this cancer. It may be that the advocacy and level of awareness 

surrounding women diagnosed with breast cancer provides a unique experience and 
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an environment conducive to both greater distress and PTG (Morris & Shakespeare-

F inch, 2006). 

5.1.6 Rural and Regional Participants 

The interaction between area lived in and cancer diagnosis denotes that while 

differences in PTG exist between type of cancer diagnosed, this will be influenced by 

whether the patient lives in a regional city or rural area. Results showed that 

participants living in rural areas had higher PTG levels that those living in regional 

cities. Further exploration of quantitative measurements of demographic and 

adjustment factors showed no variation or explanation as to why this group reported 

higher PTG. However, matrix query results with the qualitative data revealed a 

number of differences in themes repmied by these participants. Regional participants 

were more likely to report adverse outcomes such as long-term physical and 

psychological repercussions of the cancer and treatment, fear of recurrence, defeat, 

loneliness and isolation. While participants living in regional cities were more likely 

to report social support themes, they were also more likely to discuss their 

dissatisfaction with their support. Also participants living in rural areas were more 

likely to be exposed to PTG modelled behaviour. 

Previous studies investigating post-diagnosis adjustment to cancer in Australian 

rural settings indicate that while the process ofreceiving formal support in remote 

areas is difficult, rural communities operate on strong sources of informal support 

networks (McGrath et al., 1999). It may be that these informal support networks, in 

conjunction with less defeat, fear of recurrence, and adverse outcomes provide a 

post-diagnosis environment that is conducive to positive life change for those who 

live in rural areas. The individual's proximate culture, or community, is implicated in 

Calhoun and Tedeschi's (2006) model of PTG to play a direct role in shaping the 

individual's adjustment to a traumatic event. However, studies investigating the 
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influence of area lived in or type of community has on the perception of PTG are 

lacking. Future research should be directed toward the complexity of elements 

unique to rural, regional, and metropolitan living that contribute to the perception of 

post-trauma positive life changes. 

5.1.7 Resilience and PTG 

The qualitative data reported by participants in Study 1 and 2 highlight 

differences between participants who reported resilient characteristics and 

participants who reported that the cancer and treatment was a life changing 

experience. Resilience has been described as being able to bounce back from 

adversity or withstanding the traumatic effects of an experience (Calhoun & 

Tedeschi, 2006). Consistent with this definition, the resilient participants in the 

current study appraised their diagnosis of cancer and the associated challenges as 

manageable, and reported that their functioning had been minimally disrupted. These 

participants often reported that their diagnosis of cancer was appraised in light of 

prior life experiences. It may be that these previous experiences and perhaps PTG 

that was perceived at that time may have equipped these individuals with resilience 

and the ability to place future trauma in context. Therefore, as future events do not 

meet the subjective criteria of traumatic, there may be no avenue for life change or 

personal growth as there is no shift in world or self view (Calhoun & Tedeschi; 

Westphal & Bonanno, 2007). The integration of prior trauma into schematic 

frameworks and perceived PTG provides psychological preparedness and appraisal 

of subsequent traumatic events as manageable (Janoff-Bulman, 2006). The gaining 

of wisdom through adversity can be encouraged to promote resilience for future 

traumas. 
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5.2 Implications of Current Study and Directions for Future Research 

A number of factors have been identified in the cun-ent studies that can be 

applied to cun-ent practice and future research. Study 1 identified different types of 

rumination and the relationship that these factors have with growth and distress. 

Intrusive rumination, life purpose rumination, and deliberately ruminating on 

benefits are factors that can be identified and addressed through clinical intervention 

during the post-diagnosis experience in order to reduce distress and promote PTG. 

As Study 1 was conducted a number of years post-diagnosis, it may be that intrusive 

and life purpose rumination are beneficial in the early stages after being diagnosed. 

Further research can utilise longitudinal design with quantitative assessment to 

enhance the knowledge generated in the cun-ent study, and those of Calhoun et al., 

(2000) and Taku et al. (2008). Together, these studies demonstrate that it is important 

to distinguish between both the content and timing of rumination in relation to 

distress and PTG. 

In addition to rumination, a number of other factors can be addressed in the 

development of interventions that aim to promote or modify certain coping 

strategies. Generally, the promotion of active management of the stressors associated 

with cancer and treatment, and identification of individuals who are experiencing 

avoidant styles of coping can assist in providing an environment conducive to PTG. 

Factors identified in the cun-ent studies that were associated with increased PTG 

included; exposure to PTG modelled behaviour, establishing goals, obtaining 

information and understanding, positive reframing, and acceptance. Factors that may 

inhibit PTG included helplessness cognitions, self-imposed social constraint, overly 

solicitous support, and support not received. These are cognitions, behaviours, and 

elements of the post-diagnosis experience that can potentially be identified and 

overcome. 
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The differences in PTG found between breast cancer survivors and those with 

haematological and colorectal cancers highlight the heterogeneity across cancer 

diagnoses. These results, in combination with previous research showing that breast 

cancer survivors are more likely to complete treatment (Simmons & Lindsay, 2001) 

and use approach coping when appraising their cancer as a challenge or threat 

(Franks & Roesch, 2006), indicate that research conducted with this diagnostic group 

cannot be generalised to individuals diagnosed with other types of cancer. However, 

it is possible that the effmis dedicated to raising breast cancer awareness and the 

increased advocacy for women with this disease provides a model of post-diagnosis 

care that can be adapted for other cancer groups. Future research can be directed 

toward identifying elements of the breast cancer post-diagnosis care model and the 

broader awareness campaign that can be transferred to people with other diagnoses in 

order to enhance the adjustment and adaptation of all those diagnosed with cancer. 

The implication that a person's proximate and distal culture is paii of the post

trauma process is indicated m Calhoun and Tedeschi's model of PTG. The current 

study contributes to the notion that proximate support networks influence the level of 

perceived PTG. Results showed that participants living in rural communities reported 

higher levels of PTG that those living in regional cities. This is currently an area of 

investigation lacking empirical research and further study is warranted to explore 

factors that are associated with the community in which a person resides. 

Identification of elements, such as support networks and satisfaction with social 

support, that are unique to rural, regional, and metropolitan living can contribute to 

further understanding the factors that promote post-trauma positive life changes. 

Furthermore, the current study's exemplification of Australians' tendency to 

not endorse the PTGI factor of spiritual or religious growth is consistent with 

emerging research investigating the influence of distal culture on the perception of 
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PTG (e.g., Copping et al., 2008a, 2008b ). This is an important area of investigation 

as it further highlights the multidimensional nature of positive life changes PTG and 

the processes that lead to PTG. The need for context-specific research is warranted as 

caution must be applied with generalisation of study results due to potential 

proximate and distal cultural influences. 

The PTG themes uncovered in the qualitative data of the current research also 

indicate the necessity for context-specific measures to be utilised as existing PTG 

inventories may underestimate the extent of positive life changes after a diagnosis of 

cancer. Although a measurement of PTG does exist that was designed with cancer 

survivors (Benefit Finding Scale; Tomich & Helgeson, 2004), this inventory does not 

include positive health behaviours that may have occurred as a result of the cancer 

experience. The Perceived Benefits Scale (McMillen & Fisher, 1998) does 

acknowledge lifestyle changes; however, this domain of PTG does not incorporate 

health-related benefits either. Similarly, compassion for others, self nurturing, 

meaning of life, and mastery are PTG domains that have been emphasised in this 

illness context, but not focussed upon in standardised PTG inventories. Health

related benefits reported in this study included improvements in diet, exercise, food 

supplements, relaxation practices, regular physical checks, and quitting unhealthy 

practices (e.g., smoking, workplace safety behaviours). Further study can clarify the 

items needed to assess health-related benefits that may be perceived after a diagnosis 

of cancer. While it may be impractical to design an inventory appropriate to assess 

PTG after every type of traumatic event, the limitations of using a measure that was 

designed in a general trauma population with cancer survivors must be recognised. 

The potential underestimation of PTG reported by cancer survivors impacts on cross

study comparison and highlights the unique experience after different types of 

trauma., including items such as, 
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Another avenue for further research is the investigation of resilience and PTG. 

The results from the current study indicated a distinction between these two 

constructs, supporting a number of theorists stating that resilience and PTG cannot be 

construed as existing on a continuum or used as interchangeable terms (e.g., Calhoun 

& Tedeschi, 2006; Westphal & Bonanno, 2007). Empirical research is needed to 

compare resilient individuals with others who do not display resilient characteristics 

when exposed to traumatic events. The investigation of individual and adjustment 

factors in such a context can lead to the promotion of resilience and gaining of 

wisdom through adversity to encourage psychological preparedness for possible 

future traumas. 

5.3 Strengths and Limitations of Current Study 

This thesis provides a comprehensive program of quantitative and qualitative 

studies investigating posttraumatic growth that may be perceived after struggling 

with the challenges associated with a diagnosis of cancer and treatment. These 

studies contribute to the growing body of literature investigating positive life changes 

and enhance our understanding of the holistic post-trauma experience. Embracing a 

salutogenic paradigm when exploring adjustment to a diagnosis of cancer and 

associated treatments, acknowledges that the individual's post-diagnosis journey can 

comprise of both positive and negative aspects. It must be explicitly stated that the 

investigation of positive life changes reported by cancer survivors does not disregard 

the adverse aspects of this experience. While measures of distress were included in 

the current studies, the predominant focus of this thesis remained within the realm of 

investigating PTG in cancer survivors in order to enhance this important and 

burgeoning area of research. 
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The need for psycho-oncology research using a broad sample of all cancer 

types has been undertaken in this study; thus allowing for direct comparability 

between diagnostic groups and controlling for potential methodological confounds 

that may be due to differing measures or situational variables (e.g., treatment 

facilities and available resources). Also, the investigation of individuals diagnosed 

with haematological malignancies in Study 2 contributes to an understanding of the 

trajectory of adjustment and PTG in the post-diagnosis experience of this under

researched, yet highly prevalent diagnostic group. Assessing the spouses of those 

diagnosed with haematological malignancies was important to not only assess their 

own adjustment and PTG, but to also consider the impact that they may have had on 

the patient's adjustment. The spouses in Study 2 were also able to provide 

corroborating evidence of the patients' PTG. 

As discussed in section 3.7.1, a number oflimitations were inherent in the 

cross-sectional design of Study 1. The retrospective nature of this study could have 

resulted in the recall of factors such as coping strategies and rumination to be 

potentially compromised by memory bias. Also, the cross-sectional design meant 

that it was not always possible to distinguish between the coping strategies that were 

used in the immediate post-diagnosis experience and the coping efforts that remained 

evident for the participant when writing the narrative. Therefore, the adaptive or 

maladaptive nature of continued coping effort was not easily identified through this 

cross-sectional design in Study 1. The assessment of coping in Study 1 was aimed at 

the participant's coping effort with the general cancer experience; however, the Brief 

COPE may have been better utilised if these items were directed toward a specific 

stressor (e.g., side-effects of disease or treatment, health threat, or interactions with 

medical staff). 
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The utilisation of the Impact of Events Scale-Revised (Weiss & Marmar, 1997) 

may present limitations with a sample of cancer survivors. Although this is a popular 

measure used frequently in psycho-oncology (e.g., Cordova et al., 2001; Thornton & 

Perez, 2006), the measurement of the presence of PTSD symptoms can be 

problematic due to characteristics of disease and/or treatment side-effects mimicking 

inventory items contained in measures such as the IES-R (Black & White, 2005; 

Cordova & Andrykowski, 2003; Kangas et al., 2002). Therefore, it is difficult to 

assess whether IES-R scores represent distress that is occurring as a function of 

physical or psychological origin. 

Also, the current study utilised the IES-R as a measure of post-diagnosis 

distress and a factor of the Rumination Inventory (Calhoun et al., 2000) was used to 

represent intrusive rumination. Previous studies have utilised the IES-R to reflect 

either cognitive processing or post-trauma distress. In the current study, the 

expectation that distress and intrusive rumination would be associated was supported 

in the structural equation model. However, the initial bivariate c01Telations revealed 

that multicollinearity was not present between these variables, suggesting that 

although these variables are related, the invent01ies used to assess these variables 

measured different constructs. 

The structural equation models presented in Study 1 were a robust assessment 

of the variables associated with growth and distress, allowing for multiple 

relationships to be tested simultaneously while taking error into account. These 

models were conducted with the entire sample of cancer survivors; however as 

attested by subsequent analyses, several diagnostic group differences were evident. 

While there were adequate participant numbers in the whole sample, subgroups in 

variables such as gender, area lived in, or cancer diagnosis were not sufficiently 

represented within each smaller group to assess separate models (Byrne, 2001). The 
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results from the current study could be enhanced by exploring multi-sample models 

and the potential differences in sets of relationships for each subgroup. 

The matrix queries were an efficient method of triangulating quantitative and 

qualitative data. Results of these queries, such as the tendency for more breast cancer 

survivors to report a greater variety of coping strategies compared to other diagnosis 

groups, may represent actual adjustment behaviours for these participants. However, 

these results may also reflect the possibility that breast cancer survivors are more 

likely to express these themes in their written narratives compared to the other 

diagnosis groups. Perhaps participants with other diagnoses exhibited similar 

patterns of post-diagnosis adjustment but were not as expressive about their coping 

strategies in the qualitative component of Study 1. Interpretation of these results 

should consider this potential limitation. It may be beneficial for future studies to 

employ a more structured open-ended question format to ensure that each participant 

provides a response regarding factors of interest (e.g., coping strategies utilised). 

The current studies relied on participants' self-report of their current disease 

status and prognosis. This was focused upon in the current research as previous 

studies have shown that subjective measures of severity of trauma (e.g., Morris et al., 

2005) or disease severity (e.g., Cordova et al., 2001) are more important in relation to 

PTG than objective measures of threat. However, exclusive reliance on subjective 

perception of disease may be biased by the individual's poor understanding of 

medical information and the implications that this information has for their well

being (Lechner et al., 2003). Future studies could include objective measures of 

prognostic and treatment information from medical records to confirm type of 

diagnosis, disease status, and treatment variables. 

Longitudinal prospective designs can overcome some of the limitations of 

cross-sectional design of Study 1. Therefore, the focus of Study 2 was a 
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phenomenological approach investigating the unique experience of participants over 

12 months. However, the small number of participants in Study 2 prevented 

quantitative analysis of data assessed over the 12 month period, resulting in 

limitations to the generalisation of results from this study. Also, the participants 

comprised of five male patients and their wives, and one female patient. Caution 

must be applied when discussing implications for people diagnosed with 

haematological malignancies as these results may be skewed toward male-oriented 

post-diagnosis adjustment and PTG. The findings of this study can be applied to 

future research, incorporating a larger sample with an equal gender representation, to 

enhance the understanding of PTG that has been gained. Also, further studies 

conducted with large samples of diagnosis groups such as haematological cancer 

survivors would be beneficial to examine gender differences that are not confounded 

by disease characteristics across diagnosis group (Hagedoom et al., 2008). 

In Study 1 and 2, mixed method design was used to strengthen findings by 

providing a comprehensive picture of post-diagnosis adjustment and PTG. However, 

it must be noted that the inclusion of quantitative measures prior to obtaining 

qualitative data may have induced a priming effect for the participants' narratives in 

Study 1 and interviews in Study 2. In other words, the types of questions contained in 

the surveys may have prompted the nature of qualitative themes reported by 

participants. This could have been overcome in Study 2 by interviewing participants 

prior to their completion of the surveys; however, the potential priming effect would 

have only been eliminated at Time 1, and not at subsequent interviews. 

Normative data for the quantitative inventories used irt Study 2 provided a point 

of reference to compare participants' scores. This was advantageous to ascertain 

post-diagnosis adjustment on an individual level. However, these results must be 

interpreted with caution. Firstly, normative data was not consistently available for 
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haematological cancer survivors or at synonymous times of assessment after 

diagnosis. In some cases, data was not available from any type of cancer diagnostic 

group and normative data from other illness-related contexts (multiple sclerosis) was 

used. Secondly, normative data from cancer survivors was used for both patients and 

spouses in Study. Therefore, the relevance of comparison between spouse data and 

patient norms may be compromised. However, normative data on these measures 

was not consistently available for spouses. Also, it is preferable to use the same norm 

reference pool for both patients and spouses for ease of interpretation when 

comparing z-scores (Clark-Carter, 2004). 

The inclusion of a patient with multiple myeloma in Study 2 may have 

confounded the congruence of themes expressed by Couple 5 compared to the rest of 

the sample who had lymphoma. Unlike lymphomas, multiple myeloma currently has 

no cure (Leukaemia Foundation, 2007). Therefore, the post-diagnosis trajectory of 

adjustment may be appraised differently from those participants who anticipate a full 

recovery. However, it must also be taken into account that previous studies have 

shown subjective threat assessment to have a greater influence on PTG than 

treatment variables and disease severity (Cordova et al., 2007; Sears et al., 2003). 

In Australia, the incidences of cancer diagnoses are increasing, while m01iality 

rates are decreasing (AIHW, 2007). Research, such as the studies conducted for this 

thesis, contributes to our understanding oflong-term post-diagnosis adjustment and 

PTG in the current health environment of Australia. The incidence of cancer in 

Australia is higher than the United Kingdom and Canada, but lower than the United 

States of America and New Zealand. However, the mortality rate due to cancer is 

lower in Australia than any of these four countries (CCA, 2007), indicating that the 

current health climate of detection and treatment of cancer in Australia affords 

greater chances of survival. Elements such as cancer incidence, mortality, and 
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survival rates provide the environmental context in which the individual appraises 

and manages their diagnosis and treatment. The samples in the current studies 

predominantly identified themselves as Anglo-Australians and were married or in 

long-term relationships. Therefore, it is important to consider the current study's 

results in the context that they were investigated in and apply caution when 

interpreting these findings in other countries, cultural environments, or with minority 

groups (in Australia and elsewhere). 

Finally, the participants in Study 2 discussed the potential impact that taking 

part in the study may have had on their post-diagnosis experience. Generally, 

participants commented that taking part in the study was beneficial, including 

encouragement of reflection on their reactions to the situation and how they have 

dealt with the experience, and downward social comparison through inventory items 

that were not relevant to them. Participants also discussed the advantages of 

discussing their cancer experience with the researcher who was an interested party 

and conserving their social support resources. As with any research, the potential to 

bias the experience through assessment of the experience is present. For example, 

requests to ruminate on coping strategies and resources may have encouraged 

participants to assess more adaptive styles of coping. Also, taking part in this project 

may have encouraged greater reflection on positive aspects of their cancer experience 

than otherwise afforded. Although issues regarding PTG were not raised by the 

researcher at the initial assessment point in the interview or questionnaire, the 

opportunity to discuss their experience with a researcher may have prompted 

participants to reflect on all aspects of their cancer and treatment. The potential bias 

that results from taking part in a study that encourages discussion and reflection on 

positive and negative aspects of the cancer experience must remain as an underlying 

factor when evaluating the results regarding this experience. 
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5.4 Conclusion 

In conclusion, this thesis has contributed to the important knowledge base 

regarding an individual's psychosocial adjustment to a diagnosis of cancer. In 

particular, this research has explored the positive life changes that can be perceived 

as a result of struggling with, ruminating upon, and coping with the challenges 

presented from a diagnosis and treatment of cancer. The individual's journey that 

begins from the moment that symptoms are detected or from time of diagnosis can 

initiate an entire reality that was previously unknown, comprising of treatment 

regimes, doctors, or physical and mental duress. These new experiences may be 

marked with fear, uncertainty, and anxiety; however, alongside this distress a new 

approach to appraising the world and people in it can also emerge. This life

threatening experience can be a catalyst that induces cognitions, behaviours, or 

emotions that may not have occurred without being diagnosed with cancer. 

The current research has provided researchers and practitioners with a 

comprehensive picture of the post-diagnosis experience for both the patient and the 

spouse. The major findings indicated by the current research include i) the 

importance of considering rumination in tenns of both growth and distress, ii) the 

potential differences in adjustment and PTG between cancer diagnoses, iii) the role 

that resilience has in shaping the post-diagnosis experience and perception of PTG, 

iv) utilismg measures that capture the full extent of PTG in an illness-related context, 

and v) the different factors that are associated with the multidimensional nature of 

PTG. By conducting such research that embraces a salutogenic paradigm, the term 

cancer survivor is transformed from an individual merely t1ying to recover from this 

experience into an individual who is capable of adaptation and personal growth. 



"There is a beautiful complexity of growth within the human soul. 

Sadly, many people remain trapped at the one window, looking out 

eve1y day at the same scene in the same way. Real growth is 

experienced when you draw back from that one window, turn and 

walk around the inner tower of the soul and see all the different 

windows that await your gaze." (John O'Donohue, Anam cara: 

Spiritual wisdom from the Celtic world) 
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Please indicate the response most applicable to you (tick the box or complete the question) 

What sex are you? 

How old are you (in years)? 

What is your relationship status? 

With what ethnic group do you identify? 
(e.g., Australian, Chinese, Irish) 

What is your highest level of education? 

What area do you live in (e.g., Launceston, Westbury)? 

Have you been diagnosed with more than one type 

of cancer? 

MaleO FemaleO 

Man-ied/de facto D 
D 
D 
D 
D 

Single 
Divorced 
Separated 
Widowed 
Other (please 
specify) _____ _ 

Less than Grade 10 D 
Grade 10 D 
Grade 11or12 D 
Diploma/TAFE D 
Undergrad Uni D 
Postgrad Uni D 

YesD NoO 

If yes, what types of cancer and how long ago were you diagnosed? 

If no, what type of cancer and how long ago were you diagnosed? 

Do you still have cancer? YesD NoO 

Are you still receiving treatment for cancer? YesO NoO 

If no, how long ago did your treatment end? 

When you were diagnosed, what was your expected prognosis (i.e. were you optimistic 
of a cure/recovery or that you could control your symptoms)? 

Great Good Fair Poor Extremely Poor 

D D D D D 
What is your cun-ent overall physical health like? 

Great Good Fair Poor Extremely Poor 

D D D D D 
How traumatic has the experience of being diagnosed with cancer been for you? 
Not at all traumatic Mildly traumatic Moderately traumatic Very traumatic Severely traumatic 
. D D D D D 



1 

2 

3 

4 
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After your diagnosis with cancer, do (did) you have contact with a person 
who had experienced a similar situation and who perceived benefits from 
the experience? Yes D NoD 
If yes, what is the nature of your relationship (e.g., friend, mother)? __________ _ 

Have you attended regular support group meetings? Yes D NoD 
If yes, has it helped you during this experience? (And how has it helped?) ________ _ 

Ifno, why haven't you attended support group 
meetings? ________________________________ _ 

: ~ 
- " ,,· " ' ~ ¥:: " 

Each i~em 'below is reg~i:.ding the 'doct~r !h~i,·y,ou ,s~e ,as b~i~g: 
·the' most: iil!portimt, during .your. :~ancer\experience:· Pl~~se 
· Jndicate . wh~tper ·this ... :.doctor .,~as· yo~r, GP;' o~coiogist,, 
surgeon·.efo~ .... ·:,,. .~· •,,: .. ··, ,. ·· · .... ·., .·· ,, :, ·· .. · ... :, ;· 

':.-_) n :,;, :."","" ~ ""Y "j ,', • "> " •" "' ,"" < - '0 0 ' ' .... 

Are you satisfied with the information you received from your doctor 
about your cancer and treatment? 
Do (did) you have difficulty communicating with your doctor about 
your cancer and treatment? 

Does (did) your doctor spend time discussing your concerns with you? 

Does (did) your doctor allow you to make decisions regarding your 
cancer and treatment? 

--; 
.... = .... 
c z 
1 

1 

1 

1 

2 3 4 

2 3 4 

2 3 4 

2 3 4 
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Please feel free to add any other comments that relate to the way in which you are dealing 
with (or have dealt with) being diagnosed with cancer or to the changes in your life that may 
have happened since your diagnosis. Your comments are greatly appreciated in assisting us to 
understand the ways in which people adjust after a diagnosis of cancer. 
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Appendix B 

SPSS Output Examining Differences in Demographic Data, PTGI, and IES-R Total 

Scores and Subscale Scores Due to Missing Data as reported in Chapter Three (p. 75) 
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Missing Data in Age Variable 

General Linear Model 
Between-Subjects Factors 

Value Label N 
Age_ 1 00 Yes 62 
missing 2 00 No 261 

Multivariate Test$> 

Effect Value F Hypothesis df Error df S1g 
Intercept P1lla1's Trace .571 141 297• 3 OOO 319 OOO OOO 

Wilks' Lambda 429 141.297• 3 OOO 319 OOO OOO 
Hotell1ng's Trace 1 329 141 297• 3 OOO 319 OOO OOO 
Roy's Largest Root 1 329 141 297• 3 OOO 319 OOO OOO 

Age_m1ssing P11la1's Trace 005 579a 3 OOO 319 OOO 629 
Wilks' Lambda 995 579a 3.000 319 OOO 629 
Hotelhng's Trace 005 579a 3 OOO 319 OOO 629 
Roy's Largest Root 005 579a 3 OOO 319 OOO 629 

a Exact stat1st1c 

b Design lntercept+Age_m1ssing 

General Linear Model 
Between-Subjects Factors 

Value Label N 
Age_ 1 00 Yes 63 
missing 2 00 No 263 

Multivariate Test$> 

Effect Value F Hypothesis df Error df S1g 
Intercept P1lla1's Trace 869 423 590• 5 OOO 320.000 OOO 

Wilks' Lambda 131 423 590• 5 OOO 320 OOO OOO 
Hotell1ng's Trace 6 620 423 590• 5 OOO 320 OOO OOO 
Roy's Largest Root 6 620 423 590• 5 OOO 320 OOO .OOO 

Age_m1ss1ng P11la1's Trace 028 1 844• 5 OOO 320 OOO .104 
Wilks' Lambda 972 1 844• 5 OOO 320 OOO 104 
Hotell1ng's Trace 029 1 844• 5.000 320 OOO 104 
Roy's Largest Root 029 1 844• 5 OOO 320 OOO 104 

a Exact stat1st1c 

b. Design lntercept+Age_m1ssing 

Crosstabs 

Age_missing •Sex Crosstabulation 

Sex 

male female Total 
Age_ Yes Count 30 34 64 
missing Expected Count 28.7 35 3 64.0 

% within Age_missing 46 9% 531% 100 0% 
% within Sex 20.0% 18 4% 19 1% 
% of Total 90% 10 1% 19 1% 

No Count 120 151 271 
Expected Count 121 3 149.7 271.0 
% within Age_missing 44.3% 55.7% 100 0% 
% w1th1n Sex 80 0% 81.6% 809% 
% of Total 35 8% 451% 80.9% 

Total Count 150 185 335 
Expected Count 150.0 185.0 335 0 
% within Age_m1ssing 44.8% 55 2% 100.0% 
% within Sex 100 0% 100 0% 100.0% 
% of Total 44 8% 552% 100 0% 



Chi-Square Tests 

Asymp S1g ExactS1g ExactS1g 
Value df 12-sidedl 12-sided) 11-sidedl 

Pearson Chi-Square .141° 1 707 
Continuity Correctiori' .056 1 .814 
Likelihood Ratio .141 1 708 
Fisher's Exact Test .780 406 
L1near-by-L1near 

.141 1 708 Assoc1at1on 

N of Valid Cases 335 

a Computed only for a 2x2 table 

b 0 cells (.0%) have expected count less than 5 The minimum expected count 1s 28 
66 

Crosstabs 

Age_missing * relationship2 Crosstabulation 

relationsh102 

not in 
Married relat1onsh10 Total 

Age_ Yes Count 47 17 64 
missing Expected Count 48.3 15 7 64.0 

% w1th1n Age_m1ssmg 73.4% 26.6% 100.0% 

% w1th1n relat1onsh1p2 18.7% 20.7% 19.2% 

% ofTotal 14.1% 5.1% 19 2% 

No Count 205 65 270 

Expected Count 203.7 66.3 270.0 

% within Age_missing 759% 241% 100.0% 

% w1th1n relationship2 81.3% 79.3% 80.8% 

% of Total 61 4% 19.5% 80.8% 

Total Count 252 82 334 

Expected Count 252.0 82 0 334.0 

% w1thm Age_m1ssing 75.4% 24.6% 100 0% 

% w1thm relationship2 100.0% 100.0% 100 0% 

% ofTotal 754% 24.6% 100.0% 

Chi-Square Tests 

Asymp. S1g ExactS1g. Exact S1g. 
Value df (2-sided) (2-sided) 11-sided) 

Pearson Chi-Square .173° 1 .678 
Cont1nu1ty Correct1ori' .065 1 .799 

Likelihood Ratio 171 1 680 
Fisher's Exact Test .747 394 

Linear-by-Linear 
172 1 .678 Assoc1at1on 

N of Valid Cases 334 

a Computed only for a 2x2 table 

b 0 cells ( 0%) have expected count less than 5 The minimum expected count 1s 15. 
71 

263 



Crosstabs 
Age_missing * Ethnic group Crosstabulation 

Ethnic arouo 

Other(UK, 
Finnish, New 

Australian Zealand) Total 
Age_ Yes Count 51 4 55 
missing Expected Count 51.6 34 55 0 

% within Age_m1ssmg 92 7% 73% 100 0% 

% within Ethnic group 16 8% 20 0% 17 0% 

% of Total 15 8% 12% 17 0% 

No Count 252 16 268 

Expected Count 251 4 16 6 268.0 

% within Age_m1ssing 94 0% 60% 100 0% 

% within Ethnic group 83 2% 800% 830% 

% of Total 78 0% 50% 83 0% 

Total Count 303 20 323 

Expected Count 303 0 20 0 323 0 

% within Age_m1ssing 93 8% 6.2% 100 0% 

% within Ethnic group 100 0% 100.0% 1000% 

% of Total 93 8% 62% 100 0% 

Chi-Square Tests 

Asymp Sig Exact S1g Exact S1g 
Value df (2-sided) (2-sided) (1-sided) 

Pearson Chi-Square .133° 1 715 
Cont1nu1ty Correction" 003 1 954 
Likelihood Ratio 128 1 720 
Fisher's Exact Test .758 453 
Linear-by-Linear 

133 1 715 Association 

N of Valid Cases 323 

a Computed only for a 2x2 table 

b 1 cells (25 0%) have expected count less than 5 The minimum expected count 1s 3 
41 

Crosstabs 
Age_m1ssmg *Highest level of education Crosstabulat1on 

H1ahest level of education 

less than Grade 11 
Grade 10 Grade 10 or12 D1olomafTAFE 

Age_ Yes Gaunt 18 20 8 10 
missing Expected Count 16 6 18 8 87 10 8 

% within Age_m1ss1ng 281% 31 3% 125% 156% 
% within Highest level 

20 9% 206% 178% 179% of education 

% ofTotal 54% 60% 24% 30% 
No Count 68 77 37 46 

Expected Gou nt 69 4 782 36 3 45 2 
% within Age_m1ss1ng 25 5% 288% 139% 172% 
% within Highest level 

791% 794% 822% 821% of education 

% of Total 205% 233% 112% 139% 
Total Count 86 97 45 56 

Expected Count 86 0 97 0 45 0 56 0 
% within Age_m1ssmg 260% 293% 136% 169% 
% within Highest level 

1000% 1000% 1000% 1000% of education 

% of Total 26 0% 29 3% 136% 169% 

264 

Undergrad 
Uni Postarad Uni Total 

5 3 64 

46 44 64 0 

78% 47% 1000% 

208% 13 0% 193% 

15% 9% 193% 

19 20 267 
194 18 6 267 0 

71% 75% 1000% 

792% 870% 807% 

57% 60% 807% 
24 23 331 

24 0 23 0 331 0 
73% 69% 100 0% 

1000% 1000% 1000% 

73% 69% 1000% 



Chi-Square Tests 

Asymp. S1g 
Value df (2-sided) 

Pearson Chi-Square 1.009a 5 .962 

Likelihood Ratio 1 066 5 957 
Linear-by-Linear 

589 1 443 Assoc1at1on 

N of Valid Cases 331 

a. 2 cells (16.7%) have expected count less than 5 The 
minimum expected count is 4.45. 

Crosstabs 
Age_m1ssing *New Location Crosstabulation 

New Location 

Remona I Rural 
Age_ Yes Count 35 27 
missing Expected Count 33.4 28.6 

% within Age_m1ss1ng 56.5% 435% 

% within New Location 19 8% 178% 

% of Total 10.6% 8.2% 

No Count 142 125 

Expected Count 143 6 123 4 

% w1th1n Age_missing 532% 468% 

% within New Location 80.2% 82.2% 

% of Total 432% 380% 

Total Count 177 152 

Expected Count 177.0 152.0 

% within Age_m1ssing 53 8% 462% 

% within New Location 100.0% 1000% 

% of Total 53.8% 46.2% 

Chi-Square Tests 

Asymp. 819 i:::xactS19 
Value df (2-sidedl (2-sidedl 

Pearson Chi-Square 216° 1 .642 
Continuity Correct1ori' 105 1 .746 
Likelihood Ratio 217 1 .642 
Fisher's ExactTest .673 
Linear-by-Linear 

216 1 .642 Assoc1at1on 
N of Valid Cases 329 

a Computed only for a 2x2 table 

Total 
62 

62 0 

100 0% 

18 8% 

18 8% 

267 

267 0 

100 0% 

81 2% 

81.2% 

329 

329 0 

100 0% 

100 0% 

100 0% 

Exact 819. 
(1-sidedl 

374 

b 0 cells ( 0%) have expected count less than 5 The minimum expected count 1s 28 
64 

Missing Data in Age Variable 

General Linear Model 
Between-Subjects Factors 

Value Label N 
Time_ 1.00 Yes 56 
missing 2.00 No 270 

265 



266 

M ul tiva ri ate TestS> 

Effect Value F Hypothesis df Error df Sig 
Intercept P1lla1's Trace 857 383 4068 5.000 320 OOO OOO 

Wilks' Lambda 143 383.4068 5 OOO 320.000 OOO 
Hotelling's Trace 5 991 383 4068 5 OOO 320 OOO OOO 
Roy's Largest Root 5 991 383 4068 5.000 320 OOO OOO 

T1me_m1ssmg P1lla1's Trace 025 1 6098 5.000 320.000 157 
Wilks' Lambda 975 1 6098 5 OOO 320 OOO .157 
Hotellmg's Trace 025 1 6098 5.000 320.000 157 
Roy's Largest Root 025 1.6098 5.000 320.000 157 

a Exact statistic 

b Design· Intercept+ Time_missmg 

General Linear Model 

Between-Subjects Factors 

Value Label N 
Time_ 1 00 Yes 53 
missing 2.00 No 266 

Multivariate Test$' 

Effect Value F Hypothesis df Error df S1g. 
Intercept P1lla1's Trace .953 1599 9828 4 OOO 314.000 OOO 

Wilks' Lambda 047 1599 9828 4 OOO 314.000 OOO 
Hotelilng's Trace 20 382 1599 9828 4.000 314.000 OOO 
Roy's Largest Root 20 382 1599 9828 4.000 314 OOO OOO 

Time_m1ssmg P1llai's Trace 016 1.2808 4 OOO 314 OOO 278 
Wilks' Lambda 984 1.2808 4.000 314.000 .278 
Hotellmg's Trace 016 1.2808 4 OOO 314.000 .278 
Roy's Largest Root 016 1 2808 4 OOO 314 OOO .278 

a Exact statistic 

b Design lntercept+Time_m1ss1ng 

T-Test 
Group Statistics 

Std Error 
Time m1ssinQ N Mean Std Deviation Mean 

Age m years Yes 35 65.4857 11 20759 1.89443 
No 236 62 6144 12 35536 .80427 

Independent Samples Test 

Levene's Test for 
Eauahtv of Vanances I-test for Equahtv of Means 

95% Confidence 
Interval of the 

Mean Sid Error Difference 

F Sia I di S1g (2-tailed) Difference Difference Lower Uooer 
Age in years Equal vanances 

633 427 1 298 269 196 2 87131 2 21275 -1 48520 7 22782 assumed 
Equal variances 

1 395 47139 .170 287131 2 05808 -1 26870 7 01131 not assumed 



Crosstabs [**Only Significant Analysis] 
Time_missing •Sex Crosstabulation 

Sex 

male female Total 
Time Yes Count - 36 21 57 
missing Expected Count 25.5 31 5 57 0 

% within T1me_m1ssing 63.2% 36.8% 100.0% 

% within Sex 24.0% 11.4% 17.0% 

% of Total 10.7% 6.3% 17.0% 

No Count 114 164 278 

Expected Count 124 5 153.5 278.0 

% w1th1n Time_m1ssing 41.0% 59.0% 100.0% 

% within Sex 760% 88 6% 83 0% 

% of Total 34.0% 49.0% 83.0% 

Total Count 150 185 335 

Expected Count 150.0 185.0 335.0 

% within T1me_m1ssing 44.8% 552% 100.0% 

% within Sex 100.0% 100 0% 100.0% 

% of Total 44.8% 55.2% 100.0% 

Chi-Square Tests 

Asymp S1g Exact S1g ExactS1g 
Value df (2-sided) (2-sided) 11-sided) 

Pearson Chi-Square 9 386° 1 .002 
Cont1nu1ty Correction" 8 511 1 004 
Likelihood Ratio 9 373 1 .002 
Fisher's Exact Test 003 002 
Linear-by-Linear 

9 358 1 002 Assoc1at1on 

N of Valid Cases 335 

a. Computed only for a 2x2 table 

b 0 cells ( 0%) have expected count Jess than 5 The mm1mum expected count 1s 25 
52 

Crosstabs 
Time_missing * relationship2 Crosstabulation 

relat1onsh1p2 

notm 
Married relat1onsh1p Total 

Time_ Yes Count 41 16 57 
missing Expected Count 43 0 14.0 57.0 

% within T1me_m1ssing 71 9% 281% 100.0% 

% within relat1onsh1p2 16.3% 19.5% 171% 

% of Total 12.3% 4.8% 171% 

No Count 211 66 277 

Expected Count 209.0 68.0 277.0 

% w1th1n T1me_m1ssing 76.2% 23.8% 100.0% 

% w1th1n relat1onsh1p2 837% 80.5% 82.9% 

% of Total 632% 19.8% 82.9% 

Total Count 252 82 334 

Expected Count 252.0 82 0 334 0 

% w1thm T1me_m1ssing 75.4% 24.6% 100 0% 

% w1thm relat1onsh1p2 100.0% 100 0% 100.0% 

% of Total 75.4% 246% 100.0% 
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Chi-Square Tests 

Asymp S19 Exact S19. Exact S19 
Value df (2-sided\ (2-sided) (1-sided\ 

Pearson Chi-Square 460° 1 498 
Cont1nu1ty Correcliorf' .259 1 611 
Likelihood Ratio 449 1 503 
Fisher's Exact Test 502 301 
L1near-by-Lmear 

.458 1 498 Assoc1at1on 

N of Valid Cases 334 

a Computed only for a 2x2 table 

b. 0 cells ( 0%) have expected count less than 5. The minimum expected count 1s 13 
99 

Crosstabs 

Time_missing *Ethnic group Crosstabulation 

Ethnic arouo 

Other (UK, 
Finnish, New 

Australian Zealand) Total 
Time Yes Count - 49 2 51 
m1ssm9 Expected Count 47 8 32 51.0 

% within T1me_missmg 96.1% 3.9% 100 0% 

% within Ethnic group 16.2% 10.0% 15.8% 

% ofTotal 15.2% .6% 15 8% 

No Count 254 18 272 

Expected Count 255.2 16.8 272.0 

% within Time_m1ssing 93.4% 66% 100 0% 

% w1thm Ethnic group 83.8% 90.0% 84.2% 

% of Total 78.6% 5.6% 84.2% 

Total Count 303 20 323 

Expected Count 303.0 20 0 323 0 

% w1thm T1me_m1ssin9 93.8% 62% 100.0% 

% within Ethnic group 100.0% 100 0% 100.0% 

% of Total 93.8% 6.2% 100 0% 

Chi-Square Tests 

Asymp. S19 Exact 819 Exact S1g 
Value df (2-sided) (2-sided) 11-sided) 

Pearson Chi-Square 537° 1 463 

Cont1nu1ty Correct1mi' 174 1 677 
L1kel1hood Ratio 600 1 439 
Fisher's Exact Test .751 .360 

Lmear-by-Lmear 
536 1 464 Assoc1alion 

N of Valid Cases 323 

a Computed only for a 2x2 table 

b 1 cells (25 0%) have expected count less than 5 The minimum expected count 1s 3 
16 
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Crosstabs 
T1me_miss1ng * Highest level of education Crosstabulat1on 

H1qhest level of education 
less than Grade 11 
Grade 10 Grade 10 or12 D1plomafTAFE 

Time_ Yes Count 18 12 7 
m1ss1ng Expected Count 14 3 161 75 

% w1th1n T1me_m1ss1ng 327% 218% 127% 
% w1th1n Highest level 

209% 124% 156% of education 
% of Total 54% 36% 21% 

No Count 68 85 38 
Expected Count 71 7 80 9 37 5 
% w1th1n T1me_m1ssing 246% 308% 138% 
% within Highest level 

791% 876% 844% of education 
% ofTotal 205% 257% 115% 

Total Count 86 97 45 
Expected Count 86 0 970 450 
% within T1me_m1ssing 260% 293% 136% 
% within Highest level 

1000% 1000% 1000% of education 

% ofTotal 260% 293% 136% 

Chi-Square Tests 

Asymp 819 
Value df (2-sidedl 

Pearson Chi-Square 7 743• 5 171 
Likelihood Ratio 8 233 5 144 
Linear-by-Linear 

237 1 626 Assoc1at1on 

N of Valid Cases 331 

a. 2 cells (16 7%) have expected count less than 5 The 
minimum expected count 1s 3 82 

Crosstabs 
Time_missing * New Location Crosstabulation 

New Location 

Reaional Rural 
Time_ Yes Count 32 24 
missing Expected Count 30.1 259 

% w1th1n T1me_missing 571% 42 9% 

% within New Location 18.1% 15 8% 

% of Total 97% 73% 

No Count 145 128 

Expected Count 146 9 1261 

% w1th1n T1me_missing 531% 469% 

% within New Location 81 9% 842% 

% of Total 441% 38.9% 

Total Count 177 152 

Expected Count 177 0 152.0 

% within T1me_m1ssing 53 8% 462% 

% within New Location 100.0% 100 0% 

% of Total 53 8% 462% 

Chi-Square Tests 

Total 
56 

56 0 

100 0% 

17 0% 

17 0% 

273 

273 0 

100.0% 

83 0% 

83 0% 

329 

329 0 

100.0% 

100.0% 

100 0% 

Asymp. S1g ExactS1g. Exact S1g 
Value df (2-sided) (2-sided) (1-sided) 

Pearson Chi-Square 304" 1 .582 
Continuity Correct1on" 163 1 686 
Likelihood Ralio 305 1 .581 
Fisher's Exact Test 660 .344 
Linear-by-Linear 

303 1 .582 Assoc1at1on 
N of Vahd Cases 329 

a Computed only for a 2x2 table 

b 0 cells ( 0%) have expected count less than 5. The minimum expected count 1s 25 
87 

10 
93 

182% 

179% 

30% 
46 

46 7 
167% 

821% 

139% 
56 

56 0 
169% 

1000% 

169% 
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Undergrad 
Urn Postgrad Urn Total 

7 1 55 
40 38 55 0 

127% 18% 1000% 

292% 43% 166% 

21% 3% 166% 
17 22 276 

20 0 192 276 0 
62% 80% 1000% 

708% 957% 834% 

51% 66% 834% 
24 23 331 

240 23 0 331 0 
73% 69% 1000% 

1000% 1000% 1000% 

73% 69% 1000% 
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Appendix C 

Descriptive Statistics from Previous Studies in Illness-related Contexts for Measures 

used in Study 1 and Study 2 



Table C.1 

Descriptive Stati~tics ji-om Previous Studies in llljiess-related _Contexts for Measures used in§tudy I and Study 2 

Example Studies 

M (SD) [sample] M (SD) [sample] 

LOTR- Optimism (10-30) 19.89 (3.49) [breast cancer- Urcuyo et al., 2005] 20.13 (3.45) [breast cancer - Carver et al., 2005] 

MHLC - Internal (6-36) 26.15 (7.97) [mixed cancer - Lin & Tsay, 2005] 28.25 (4.42) [mixed cancer - Chen et al., 2001] 

MHLC-Chance (6-36) 20.01 (8.77) [mixed cancer-Lin & Tsay, 2005] 22.04 (5.78) [mixed cancer- Chen et al., 2001] 

ICQ Helplessness (6-24) 13.44 (4.40) [multiple sclerosis - Evers et al., 2001] 12.66 ( 4.24) [rheumatoid arthritis - Evers et al., 200 I] 

ICQ Acceptance (6-24) 15.78 (4.37) [multiple sclerosis - Evers et al., 2001] 16.65 (4.20) [rheumatoid arthritis - Evers et al., 2001] 

ICQ Perceived Benefits (6-24) 15.53 (4.46) [multiple sclerosis - Evers et al., 2001] 15.20 (4.22) [rheumatoid arthritis-Evers et al., 2001] 

IESR (0-82) 33.1 (20.9) [breast cancer - Mehnert & Koch, 2007] 29.66* (14.9) [breast cancer-Koopman et al., 2002] 

PTGI Total (0-105) 55.1 (24.7) [haematological cancer- Carboon et al., 2005] 57.8 (25.4) [breast cancer- Cordova et al., 2007] 

PSS (0-40) 19.76 (5.30) [prostate cancer - Hyacinth et al., 2006] 18.13 (6.93) [breast cancer-Golden-Kreutz et al., 2005] 

HADS Depression (0-21) 4.36 (3.47) [mixed cancer- Ho et al., 2004 - Chinese HADS] 3.3 (3.2) [breast cancer - Osborne et al., 2004] 

HADS Anxiety (0-21) 6.07 (4.14) [mixed cancer-Ho et al., 2004 - Chinese HADS] 7.5 (4.3) [breast cancer- Osborne et al., 2004] 

Note. *=Mean adjusted to suit the Likert scale used m current study, LOTR =Life Orientation Test- Revised, Opt= Optimism, MHLC =Multidimensional Health Locus of 
Control, ICQ =Illness Cogmhon Questionnaire,, IESR =Impact of Events Scale Revised, PTGI = Posttraumatic Growth Inventory, PSS= Perceived Stress Scale, HADS = 
Hospital Anxiety and Depression Scale, [bold)= this normative data u_sed to convert participants' raw scores into z-scores in Study 2. 

N 
-..l 
........ 
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Appendix D 

SPSS Output for Multiple Regression Analyses Reported in Chapter Three (p. 98) 

Examining Predictors of PTGI Domains for each Major Cancer Diagnosis Group 
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A series of multiple regressions were conducted for breast, prostate, colorectal, and 

haematological cancer survivors to determine whether variables that differed 

between cancer diagnosis groups were associated with unique domains of the PTGI. 

The SPSS output relating to all multiple regression analyses are presented in this 

Appendix. In some cases, there was not sufficient power to detect significant 

analyses (Hair et al., 1998). One factor effecting power in these analyses was sample 

size for prostate, haematological, and colorectal cancer survivors. As this study was 

conducted in a regional ho_spital, rates of diagnoses for cancer types other than breast 

cancer survivors were small. In particular, multiple regression analyses that were not 

significant for haematological cancer survivors (appreciation oflife, personal 

strength, and relating to others) and prostate cancer survivors (new possibilities and 

personal strength) indicated lack of power through low R2
. Therefore, these analyses 

may not have been significant due to lack of power, rather than an absence of mean 

differences. Also, power to detect correlates of the spiritual/religious change domain 

of the PTGI was low for all cancer diagnosis groups; however, the multiple 

regression for breast cancer survivors was significant. 



Regressions 

PTGI - Appreciation of Life 
Most recent type of cancer= Breast 

Model Summary" 

Model R RS uare 
Adjusted 
R S uare 

Sid Errorof 
the Estimate 

766• 587 523 2480 

a Predictors (Constant), New_IESR_Total, Internal 
Locus of Control (items 1,6,8,12,13,17), Dummy_ 
CancerStatus, Age in years, ICQ Perceived Benefits 
subscale (items 4,6,8, 11, 16, 18), ICQ Helplessness 
subscale (items 1,5,7,9,12,15), RI factor analysis hie 
purpose or meaning (items 11,12,13,14), Dummy_ 
PTGModel, Total COPE, RI factor analysis intrusive 
(items 1,2,3,4 ), Trauma seventy of d1agnos1s 

b Most recent type of cancer= Breast 

Unstandard1zed 
Coefficients 

Model B Std Error 
1 (Constant) -2 829 3 505 

Trauma seventy of 
-055 425 diagnosis 

Dummy_CancerStatus -2234 1181 
Dummy_PTGModel 693 647 
Age m years 011 029 
Internal Locus of Control 

-014 050 (items 1,6,8,12,13,17) 
Total COPE 038 024 
RI factor analysis 

068 130 intrusive (items 1,2,3,4) 
RI factor analysis life 
purpose or meamng 105 091 
(items 11,12,13,14) 
ICQ Helplessness 
subscale (items -085 110 
1,5,7,9,12,15) 
ICQ Perceived Benefits 
subscale (items 447 073 
4,6,8, 11, 16,18) 
New_IESR_ Total 028 022 

Coefficlent!i"b 

Standardized 
Coefficients 

Beta 

-015 

-149 

093 
032 

-024 

151 

055 

103 

-065 

555 

145 

a Dependent Variable PTGl_Apprec1at1on_of_L1fe (items 1,2,13) 

Most recent type of cancer= Breast 

Most recent type of cancer = Prostate 

Model 

Model Summary" 

R RS uare 
794• 631 

Adjusted 
R S uare 

406 

Sid Errorof 
the Estimate 

2 085 

a Predictors (Constant), New_IESR_Total, Dummy_ 
PTGModel, ICQ Perceived Benefits subscale (items 
4,6,8, 11, 16, 18), Age 1n years, Trauma seventy of 
d1agnosrs, Internal Locus of Control (items 
1,6,8,12,13,17), Dummy_CancerStatus, RI factor 
analysis life purpose or meaning (items 11, 12,13,14), 
Total COPE, ICQ Helplessness subscale (items 
1,5,7,9,12, 15), RI factor analysis intrusive (items 
1,2,3,4) 

Most recent type of cancer= Prostate 
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ANOV/Jf•0 

Sum of 
Model Sauares di Mean Souare F S10 
1 Regression 619 779 11 56344 9161 

Residual 436 678 71 6 150 
Total 1056 457 82 

a Predictors (Constant), New_IESR_ Total, Internal Locus of Control (items 
1,6,8,12,13,17), Dummy_CancerStallus, Age m years, ICQ Perceived Benefits 
subscale (items 4,6,8, 11, 16, 18), ICQ Helplessness subscale (items 
1,5,7,9,12,15), RI factor analysis hie purpose or meaning (items 11,12,13,14), 
Dummy_PTGModel, Total COPE, RI factor analysis intrusive (items 1,2,3,4), 
Trauma seventy of d1agnos1s 

b DependentVanable PTGl_Apprec1at1on_of_L1fe (items 1,2,13) 

c Most recent type of cancer = Breast 

Correlations 
t Sia Zero-order Partial Part 
-807 422 

-131 896 180 -016 -010 

-1 891 063 -141 -219 -144 
1 070 288 301 126 082 

377 707 -152 045 029 

-286 776 194 -034 -022 

1 598 114 479 186 122 

522 603 246 062 040 

1153 253 338 136 088 

-773 442 -025 -091 -059 

6116 OOO 689 587 467 

1 302 197 311 153 099 

ANOVfJf•0 

Sum of 

ooo• 

Model Sauares df Mean Souare F S10 
1 Regression 133 855 11 12169 2 798 025• 

Residual 78271 18 4 348 
Total 212126 29 

a Predictors (Constant). New_IESR_Total, Dummy_PTGModel, ICQ Perceived 
Benef~s subscale (items 4,6,8, 11, 16, 18), Age 1n years, Trauma seventy of 
d1agnos1s, Internal Locus of Control (items 1,6,8, 12, 13, 17), Dummy_CancerStatus, 
RI factor analysis life purpose or meaning (items 11,12,13,14), Total COPE, ICQ 
Helplessness subscale (items 1,5,7,9, 12, 15), RI factor analysis intrusive (items 
1,2,3,4) 

b Dependent Variable PTGl_Apprec1at1on_of_L1fe (items 1,2, 13) 

c Most recent type of cancer= Prostate 
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Coeffrc1ents'l•b 

Un standardized Standardized 
Coefficients Coefficients 

Model B Std Error Beta 
1 (Constant) 10 859 7 874 

Trauma seventy of 
-294 796 d1agnos1s 

Dummy_ CancerStatus 772 1 239 
Dummy_PTGModel -146 909 
Age 1n years -033 078 
Internal Locus of Control 

-114 068 (items 1,6,8,12,13,17) 
Total COPE -096 044 
RI factor analysis 

277 267 intrusive (items 1,2,3.4) 
RI factor analysis hfe 
purpose or meaning -101 255 
(items 11,12,13,14) 
ICQ Helplessness 
subscale (items 284 158 
1,5,7,9, 12, 15) 
ICQ Perceived Benefits 
subscale (items 506 176 
4,6,8,11,16,18) 
New_IESR_Total OOO 035 

a Dependent Vanable PTGl_Apprec1at1on_of_L1fe (items 1,2,13) 

b Most recent type of cancer= Prostate 

-105 

128 
-027 
-084 

-292 

-474 

325 

-109 

490 

646 

001 

Correlations 

t Sia Zero-order Partial Part 
1 379 185 

-369 716 429 -087 -053 

623 541 157 145 089 
-161 874 024 -038 - 023 
-420 680 -058 -098 -060 

-1 669 113 -112 -366 -239 

-2 206 041 091 -461 -316 

1 039 313 532 238 149 

-398 695 428 -093 -057 

1 793 090 358 389 257 

2 871 010 558 560 411 

003 997 286 001 OOO 

Most recent type of cancer= Colorectal/Anal 

Model Summar¥' 

Adiusted Sid Error of 
Model R R S uare R S uare the Estimate 
1 952" 907 736 2 556 

a Predictors (Constant), New_IESR_Total, Dummy_ 
CancerStatus, Total COPE, Dummy_PTGModel, ICQ 
Perceived Benefits subscale (items 4,6,8, 11, 16, 18), 
Age 1n years, Internal Locus of Control (items 
1,6,8, 12, 13, 17), RI factor analysis intrusive (items 
1,2,3.4 ), ICQ Helplessness sub scale (items 
1,5,7,9, 12, 15), RI factor analysis hie purpose or 
meaning (items 11,12,13,14), Trauma seventy of 
d1agnos1s 

b Most recent type of cancer= Colorectal/Anal 

Unstandard1zed 
Coefficients 

Model B Std Error 
1 (Constant) 19 608 9 892 

Trauma seventy of 
2 404 1 342 

d1agnos1s 

Dummy_ CancerStatus -6 630 1 855 
Dummy_PTGModel 5 920 2393 
Age in years -155 105 
Internal Locus of Control 

075 146 
(1terns 1,6,8,12,13,17) 

Total COPE -079 056 
RI factor analysis 

078 366 
intrusive (items 1,2,3.4) 

RI factor analysis hie 
purpose or meaning -1 059 378 
(items 11,12,13,14) 

ICQ Helplessness 
subscale (items -002 417 
1,5,7,9,12,15) 

ICQ Perceived Benefits 
subscale (items 783 193 
4,6,8,11, 16,18) 

New_IESR_ Total -181 116 

ANOV*·c 

Sum of 
Model Sauares df Mean Snuare F Sia 
1 Regression 382 424 11 34 766 5 319 026° 

Residual 39214 6 6 536 
Total 421 638 17 

a Predictors (Constant), New_IESR_Total, Dummy_CancerStatus, Total COPE, 
Dummy_PTGModel, ICQ Perceived Benefits subscale {items 4,6,8, 11, 16, 18), Age 
1n years, Internal Locus of Control (items 1,6,8, 12, 13, 17), RI factor analysis 
intrusive (items 1,2,3.4 ), ICQ Helplessness sub scale (Items 1,5,7,9,12, 15), RI 
factor analysis hie purpose or meaning (items 11.12,13,14), Trauma seventy of 
diagnosis 

b Dependent Variable PTGl_Apprec1at1on_of_L1fe (items 1,2, 13) 

c Most recent type of cancer = Colorectal/Anal 

Standardized 
Coefficients Correlations 

Beta t Sia Zero-order Partial Part 
1982 095 

555 1 792 123 031 590 223 

-569 -3 574 012 -149 -825 -445 

456 2474 048 253 711 308 
-282 -1 477 190 OOO -516 -184 

117 517 624 -078 206 064 

-266 -1 412 208 -239 -499 -176 

053 212 839 295 086 026 

-784 -2 800 031 -036 -753 -349 

-001 -005 996 -032 -002 -001 

810 4 067 007 524 857 506 

-583 -1 558 170 -286 -537 -194 

a Dependent Variable PTGl_Apprec1at1on_of_L1fe (items 1,2, 13) 

b Most recent type of cancer = Colorectal/Anal 
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Most recent type of cancer = Haematological Malignancies 

Model Summarf 

Adjusted Std Error of 
Model R R S uare R S uare the Estimate 
1 754' 568 229 3 483 

a Predictors (Constant), New_IESR_Total, Dummy_ 
CancerStatus, Dummy_PTGModel, Age 1n years, RI 
factor analysis hfe purpose or meaning (items 
11, 12, 13, 14), Trauma severity of d1agnos1s, Internal 
Locus of Control (items 1,6,8,12,13,17), ICQ 
Helplessness subscale (items 1,5, 7,9, 12, 15), Total 
COPE, ICQ Perceived Benefits subscale (items 
4,6,8, 11, 16, 18), RI factor analysis intrusive (items 
1,2,3,4) 

Most recent type of cancer= Haematolog1cal 
Mal1gnancres 

Sum of 
Model Squares df Mean Sauare F Sia 
1 Regression 223 598 11 20 327 1 676 180' 

Residual 169 846 14 12132 

Total 393 444 25 

a Predictors (Constant), New_IESR_Total, Dummy_CancerStatus, Dummy_ 
PTGModel, Age 1n years, RI factor analysis hie purpose or meaning (items 
11,12,13,14), Trauma seventy of d1agnos1s, Internal Locus of Control (items 
1,6,8,12,13,17), ICQ Helplessness subscale (items 1,5,7,9,12,15), Total COPE, 
ICQ Perceived Benefits subscale (items 4,6,8, 11, 16, 18), RI factor analysis intrusive 
(items 1,2,3,4) 

b Dependent Vanable PTGl_Apprec1at1on_of_L1fe (items 1,2, 13) 

c Most recent type of cancer= Haematological Mahgnanc1es 

Coeffic1entS'·b 

Un standardized Standardized 
Coefficients Coefficients 

Model B Std Error 
1 (Constant) -6 987 8505 

Trauma seventy of 
-383 1 839 d1agnos1s 

Dummy_CancerStatus -3 356 2 616 

Dummy_PTGModel -402 2530 

Age 1n years 040 059 

Internal Locus of Control 
-013 195 (items 1 ,6,8, 12, 13, 17) 

Total COPE 014 070 

RI factor analysis 
629 446 intrusive (items 1,2,3,4) 

RI factor analysis hfe 
purpose or meaning -264 354 
(items 11,12,13,14) 

ICQ Helplessness 
subscale (items 261 252 
1,5,7,9,12,15) 

ICQ Perceived Benefits 
subscale (items 815 313 
4,6,8,11,16,18) 

New_IESR_Total -134 076 

a Dependent Vanable PTGl_Apprec1at1on_of_L1fe (items 1,2,13) 

b Most recent type of cancer = Haematological Mahgnanc1es 

PTGI - New Possibilities 
Most recent type of cancer= Breast 

Model Summar¥' 

Beta 

-077 

-430 

-046 

158 

-017 

067 

598 

-250 

303 

951 

-544 

Correlations 

t Sia Zero-order Partial Part 
-822 425 

-208 838 285 -056 -037 

-1 283 220 -110 -324 -225 

-159 876 272 -042 -028 

679 508 -197 179 119 

-065 949 233 -017 -011 

200 844 316 053 035 

1411 180 328 353 248 

-747 467 441 -196 -131 

1 038 317 222 267 182 

2603 021 591 571 457 

-1 770 098 266 -428 -311 

Sum of 

Model R R S uare 
Ad1usted 
R S uare 

Std Errorof 
the Estimate 

Model Squares df Mean Sauare F S1q 

800• 640 584 4 336 

a Predictors (Constant), New_IESR_ Total, Internal 
Locus of Control (items 1,6,8,12,13,17), Dummy_ 
CancerStatus, Age in years, ICQ Perceived Benefits 
subscale (items 4,6,8, 11, 16, 18), ICQ Helplessness 
subscale (items 1,5,7,9, 12, 15), RI factor analysis life 
purpose or meaning (items 11,12,13,14), Dummy_ 
PTGModel, Total COPE, RI factor analysis intrusive 
(items 1,2,3,4), Trauma seventy ofd1agnos1s 

b Most recent type of cancer= Breast 

1 Regression 2371 432 11 215 585 11464 
Residual 1335 143 71 18 805 
Total 3706 575 82 

a Predictors (Constant), New_IESR_ Total, Internal Locus of Control (items 
1,6,8,12,13,17), Dummy_CancerStatus, Age in years, ICQ Perceived Benefits 
subscale (items 4,6,8, 11, 16, 18), ICQ Helplessness subscale (items 
1,5,7,9, 12, 15), RI factor analysis hie purpose or meaning (items 11, 12, 13, 14), 
Dummy_PTGModel, Total COPE, RI factor analysis intrusive (Items 1,2,3,4), 
Trauma seventy of d1agnos1s 

Dependent Variable PTGl_New_Poss1b1ht1es (items 3, 7,23, 14, 17) 

c Most recent type of cancer = Breast 

oooa 
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Coefflclents"•b 

Unstandard1zed Standardized 
Coeff1c1ents Coefficients Correlations 

Model B Std Error Beta t S10 Zero-order Partial Part 
1 (Constant) -22 294 6129 -3 638 001 

Trauma seventy of 
665 742 095 896 373 246 106 064 d1agnos1s 

Dummy_CancerStatus -.338 2 066 -012 -164 870 -031 -019 -012 
Dummy_PTGModel - 548 1132 -039 -484 630 231 - 057 -034 
Age in years 030 050 047 598 552 -165 071 043 
Internal Locus of Control 

-052 087 -047 -601 550 167 -071 -043 (items 1,6,8,12,13,17) 
Total COPE 114 042 239 2712 008 550 306 193 
RI factor analysis 

-082 228 -036 -360 720 226 -043 -026 
1ntrus1ve {items 1,2,3,4) 
RI factor analysis life 
purpose or meaning 393 159 205 2472 016 420 282 176 
(items 11,12,13,14) 
ICO Helplessness 
subscale (items 008 192 003 044 965 031 005 003 
1,5,7,9,12,15) 
ICQ Perceived Benefits 
subscale (items 876 128 581 6 859 OOO 705 631 489 
4,6,8,11,16,18) 
New_IESR_Total 024 038 067 643 522 319 076 046 

a Dependent Variable PTGl_New_Poss1b11it1es (items 3,7,23,14,17) 

Most recent type of cancer = Breast 

Most recent type of cancer = Prostate 

Model Summarf 

Adjusted Sid Error of 
Model R R S uare R S uare the Estimate 
1 751• 563 296 5 176 

a Predictors (Constant), New_IESR_Total, Dummy_ 
PTGModel, ICQ Perceived Benefits subscale (items 
4,6,8,11,16,18), Age 1n years, Trauma seventy of 
d1agnos1s, Internal Locus of Control (items 
1,6,8,12,13,17), Dummy_CancerStatus, RI factor 
analysis life purpose or meaning (items 11,12,13,14), 
Total COPE, ICQ Helplessness subscale (items 
1,5,7,9, 12, 15), RI factor analysis intrusive (items 
1,2,3,4) 

Most recent type of cancer = Prostate 

Unstandard1zed 
Coefficients 

Model B Sid Error 
1 (Constant) -6554 19 544 

Trauma seventy of 
-1 445 1 974 

d1agnos1s 

Dummy_ CancerStatus 2141 3 074 
Dummy_PTGModel 1 350 2 257 
Age in years 002 194 
Internal Locus of Control 

075 170 
{items 1,6,8,12,13,17) 
Total COPE -061 108 
RI factor analysis 

700 662 
intrusive (items 1,2,3,4) 

RI factor analysis life 
purpose or meaning 134 632 
{items 11,12,13,14) 
ICQ Helplessness 
subscale (items -269 393 
1,5,7,9,12,15) 
ICQ Perceived Benefits 
subscale (items 817 438 
4,6,8,11,16,18) 
New_IESR_Total 106 088 

ANOVAb,c 

Sum of 
Model Sauares df Mean Square F Sia 
1 Regression 621 879 11 56 534 2111 077" 

Residual 482149 18 26 786 
Total 1104 028 29 

a Predictors (Constant), New_IESR_ Total, Dummy_PTGModel, ICQ Perceived 
Benefits subscale (items 4,6,8, 11, 16, 18), Age 1n years, Trauma seventy of 
diagnosis, Internal Locus of Control (items 1,6,8, 12, 13, 17), Dummy _CancerStatus, 
RI factor analysis life purpose or meaning (items 11,12,13,14), Total COPE, ICQ 
Helplessness subscale (items 1,5, 7,9, 12, 15), RI factor analysis intrusive (items 
1,2,3,4) 

b Dependent Vanable PTGl_New_Poss1b11it1es (items 3,7,23,14, 17) 

c Most recent type of cancer = Prostate 

Coeff1c1ents"b 

Standardized 
Coefficients Correlations 

Beta t Sia Zero-order Partial Part 
-335 741 

-228 - 732 474 119 -170 -114 

156 696 495 109 162 108 
111 598 557 180 140 093 
002 010 992 -129 002 002 

084 443 663 130 104 069 

-132 -566 578 236 -132 -088 

360 1 057 304 539 242 165 

063 213 834 451 050 033 

-204 -684 503 078 -159 -107 

457 1 866 078 560 403 291 

266 1206 243 418 274 188 

a Dependent Vanable PTGl_New_Poss1b11it1es (items 3,7,23,14,17) 

b Most recent type of cancer= Prostate 
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Most recent type of cancer= Colorectal/Anal 

Model SummarY' ANOV*·c 

Sum of 
Model R RS uare 

Adjusted 
R S uare 

Std Errorof 
the Estimate Model Snuares df Mean Souare F Sia 

901• 813 469 3 651 

a Predictors (Constant), New_IESR_ Total, Dummy_ 
CancerStatus, Total COPE, Dummy_PTGModel, ICQ 
Perceived Benefits subscale (items 4,6,8, 11, 16, 18), 
Age 1n years, Internal Locus of Control (items 
1,6,8,12,13,17), RI factor analysis 1ntrus1ve (items 
1,2,3,4), ICQ Helplessness subscale (items 
1,5, 7,9, 12, 15), RI factor analysis life purpose or 
meaning (items 11,12,13,14), Trauma seventy of 
d1agnos1s 

b Most recent type of cancer = Colorectal/Anal 

1 Regression 346 574 11 31 507 2 364 151• 
Residual 79 959 6 13 326 
Total 426 533 17 

a Predictors (Constant), New_IESR_Total, Dummy_CancerStatus, Total COPE, 
Dummy_PTGModel, ICQ Perceived Benefits subscale (items 4,6,8, 11, 16, 18), Age 
m years, Internal Locus of Control (items 1,6,8, 12, 13,17), RI factor analysis 
1ntrus1ve (items 1,2,3,4), ICQ Helplessness subscale (items 1,5,7,9,12,15), RI 
factor analysis hie purpose or meaning (items 11,12, 13, 14), Trauma seventy of 
d1agnos1s 

b Dependent Variable PTGl_New_Poss1b1ht1es (items 3,7,23, 14, 17) 

c Most recent type of cancer = Colorectal/Anal 

Coefficients'•b 

Unstandard1zed Standardized 
Coefficients Coefficients 

Model B Std Error Beta 
1 (Constant) 31 054 14125 

Trauma seventy of 
759 1 916 d1agnos1s 

Dummy_ CancerStatus 3403 2 649 
Dummy_PTGModel 2264 3 417 
Age in years -306 150 
Internal Locus of Control 

028 208 (items 1,6,8,12,13,17) 
Total COPE -063 079 
RI factor analysis 

-955 522 intrusive (items 1,2,3,4) 
RI factor analysis hie 
purpose or meaning 199 540 
(items 11,12,13,14) 

ICQ Helplessness 
subscale (items - 876 595 
1,5,7,9,12,15) 
ICQ Perceived Benefits 
subscale (items 830 275 
4,6,8,11, 16, 18) 
New IESR Total 043 166 

a Dependent Variable PTGl_New_Poss1b1l1t1es (items 3,7,23,14,17) 

b. Most recent type of cancer= Colorectal/Anal 

174 

291 

173 
- 552 

043 

-211 

-651 

146 

-540 

853 

138 

Correlat1ons 
t Sia Zero-order Partial Part 
2199 070 

396 706 -020 160 070 

1285 246 146 465 227 
663 532 263 261 117 

-2 040 087 -556 -640 -361 

133 898 -045 054 024 

-789 460 103 - 307 -139 

-1 829 117 108 -598 -323 

369 725 328 149 065 

-1472 192 068 - 515 -260 

3 018 023 569 776 533 

259 804 134 105 046 

Most recent type of cancer= Haematological Malignancies 

Model Summar/' 

Adjusted Std Error of 
Model R R S uare R S uare the Estimate 
1 953a 727 513 5 199 

a Predictors (Constant), New_IESR_Total, Dummy_ 
CancerStatus, Dummy_PTGModel, Age 1n years, RI 
factor analysrs hfe purpose or meaning (items 
11, 12, 13, 14), Trauma seventy of d1agnos1s, Internal 
Locus of Control (items 1,6,8,12,13, 17), ICQ 
Helplessness subscale (items 1,5,7,9, 12, 15), Total 
COPE, ICQ Perceived Benefits subscale (items 
4,6,8,11,16,18), RI factor analysis intrusive (items 
1,2,3,4) 

Most recent type of cancer= Haematolog1cal 
Malignancies 

Sum of 
Model Snuares di Mean Square F Sm 
1 Regression 1010 024 11 91 820 3 396 017• 

Residual 378 476 14 27034 
Total 1388 500 25 

a Predictors (Constant), New_IESR_Total, Dummy_CancerStatus, Dummy_ 
PTGModel, Age in years, RI factor analysis life purpose or meaning (items 
11,12,13,14), Trauma seventy of d1agnos1s, Internal Locus of Control (items 
1,6,8,12,13,17), ICQ Helplessness subscale (items 1,5,7,9,12,15), Total COPE, 
ICQ Perceived Benefits subscale (items 4,6,8, 11, 16, 18), RI factor analysis intrusive 
(items 1,2,3,4) 

b Dependent Vanable PTGl_New_Poss1b1ht1es (items 3,7,23, 14, 17) 

c Most recent type of cancer = Haematological Mahgnancies 
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Unstandard1zed Standardized 
Coefficients Coefficients Correlations 

Model B Sid Error Bela I Sia Zero-order Partial Part 
1 (Constant) -855 12 696 

Trauma seventy of 
2 232 2744 d1agnos1s 

Dummy_CancerStatus -189 3 905 
Dummy_PTGModel 4 691 3 776 
Age in years -068 087 
Internal Locus of Control 

112 292 (items 1,6,8,12,13,17) 

Total COPE -102 105 
RI factor analysis 

-711 665 
1ntrus1ve (items 1,2,3.4) 

RI factor analysis life 
purpose or meaning 1 260 528 
(items 11,12,13,14) 

ICQ Helplessness 
subscale (items 142 376 
1,5,7,9,12,15) 

ICQ Perceived Benefits 
subscale (items 283 468 
4,6,8,11,16,18) 

New IESR_Total 072 113 

a Dependent Vanable PTGl_New_Poss1b1hbes (items 3,7,23,14,17) 

b Most recent type of cancer = Haematological Malignancies 

PTGI - Personal Strength 
Most recent type of cancer = Breast 

Model 

Model SummarY' 

R R S uare 
704" 496 

Adjusted 
R S uare 

418 

Sid Errorof 
the Estimate 

3347 

a Predictors (Constant), New_IESR_Total, Internal 
Locus of Control (items 1,6,8,12, 13,17), Dummy_ 
CancerStatus, Age in years, ICQ Perceived Benefits 
subscale (items 4,6,8, 11, 16, 18), ICQ Helplessness 
subscale (items 1,5,7,9, 12, 15), RI factor analysis hie 
purpose or meaning (items 11,12,13,14), Dummy_ 
PTGModel, Total COPE, RI factor analysis intrusive 
(items 1,2,3.4 ), Trauma seventy of d1agnos1s 

b Most recent type of cancer = Breast 

-067 947 

240 813 430 238 212 113 

-013 -049 962 -032 -013 -007 

285 1242 235 386 315 173 
-144 -780 448 -364 -204 -109 

078 383 708 258 102 053 

-260 -972 347 530 -252 -136 

-360 -1 070 303 257 -275 -149 

635 2 385 032 764 537 333 

088 379 710 342 101 053 

176 606 554 721 160 085 

157 642 531 484 169 090 

ANOVfJP•0 

Sum of 
Model Sauares di Mean Sauare F Sia 
1 Regression 783 550 11 71232 6 358 

Residual 795 438 71 11203 
Total 1578 988 82 

a Predictors (Constant), New_IESR_Total, Internal Locus of Control (items 
1,6,8,12,13,17), Dummy_CancerStatus, Age in years, ICQ Perceived Benefits 
subscale (items 4,6,8, 11, 16, 18), ICQ Helplessness subscale (items 
1,5,7,9,12,15), RI factor analysis hie purpose or meaning (items 11,12,13,14), 
Dummy_PTGModel, Total COPE, RI factor analysis intrusive (items 1,2,3,4), 
Trauma seventy of diagnosis 

b Dependent Variable PTGl_Personal_Strength (items 4, 10, 12, 19) 

c Most recent type of cancer = Breast 

Coefficients3•b 

Unstandard1zed Standardized 
Coeff1c1ents Coefficients 

Model B Sid Error Beta 
1 (Constant) 3 859 4 731 

Trauma seventy of 
-143 573 d1agnos1s 

Dummy_CancerStatus -2 339 1 594 
Dummy_PTGModel 946 874 
Age in years -026 039 
Internal Locus of Control 

011 067 (items 1,6,8,12,13,17) 
Total COPE 064 032 
RI factor analysis 

-209 176 intrusive (items 1,2,3,4) 
RI factor analysis life 
purpose or meaning -073 123 
(items 11,12,13,14) 
ICQ Helplessness 
subscale (items -164 148 
1,5,7,9,12,15) 
ICQ Perceived Benefits 
subscale (items 500 099 
4,6,8,11, 16, 18) 
New IESR_Total 028 029 

a Dependent Variable PTGl_Personal_Strength (items 4, 10,12, 19) 

b Most recent type of cancer= Breast 

-031 

-128 
104 

-063 

015 

205 

-139 

-058 

-102 

509 

120 

Correlations 

I Sia Zero-order Partial Part 
816 417 

-249 804 -005 -030 -021 

-1 467 147 -117 -172 -124 
1 082 283 267 127 091 
-682 498 -178 -081 -057 

161 872 209 019 014 

1965 053 452 227 166 

-1188 239 -015 -140 -100 

-596 553 111 -071 -050 

-1108 272 -094 -130 -093 

5 078 OOO 639 516 428 

975 333 136 115 082 

ooo• 
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Most recent type of cancer= Prostate 

Model Summar;!' ANOVA1" 0 

Adjusted Sid Error of Sum of 
Model R R S uare R S uare the Estimate Model Squares df Mean Sauare F Sia 
1 754a 583 329 3 664 

a Predictors (Constant), New_IESR_Total, Dummy_ 
PTGModel, ICQ Perceived Benefits subscale (items 
4,6,8, 11, 16, 18), Age 1n years, Trauma seventy of 
dragnos1s, Internal Locus of Control (items 
1,6,8,12,13,17), Dummy_CancerStatus, RI factor 
analysis hie purpose or meaning (items 11, 12,13, 14), 
Total COPE, ICQ Helplessness subscale (items 
1,5,7,9, 12,15), RI factor analysis intrusive (items 
1,2,3,4) 

b Most recent type of cancer::::: Prostate 

1 Regression 338 187 11 30744 2 290 0578 

Residual 241 680 18 13427 

Total 579 867 29 

a Predictors (Constant), New_IESR_Total, Dummy_PTGModel, ICQ Perceived 
Benefits subscale (items 4,6,8, 11, 16, 18), Age m years, Trauma seventy of 
d1agnos1s, Internal Locus of Control (items 1,6,8, 12, 13, 17), Dummy_ CancerStatus, 
RI factor analysis hfe purpose ormearnng (items 11,12,13,14), Total COPE, ICQ 
Helplessness subscale (items 1,5,7,9,12, 15), RI factor analysis intrusive (items 
1,2,3,4) 

Dependent Vanable PTGl_Personal_Strength (items 4, 10, 12, 19) 

c Most recent type of cancer= Prostate 

Coeffic1ent!i"b 

Unstandard1zed Standardized 
Coefficients Coeff1c1ents 

Model B Sid Error Beta 
1 (Constant) -4 355 13 837 

Trauma seventy of 
1 483 1 398 d1agnos1s 

Dummy_ CancerStatus 2 362 2177 
Dummy_PTGModel 990 1 598 
Age in years 024 137 
Internal Locus of Control 

054 120 (items 1,6,8,12,13,17) 
Total COPE -040 077 
RI factor analysis 

-428 469 1ntrus1ve (items 1,2,3,4) 
RI factor analysis hfe 
purpose or meaning 549 448 
(items 11,12,13,14) 
ICQ Helplessness 
subscale (items -465 278 
1,5,7,9,12,15) 
ICQ Perceived Benefits 
subscale (items 874 310 
4,6,8,11,16,18) 

New_IESR_Total 020 062 

a Dependent Variable PTGl_Personal_ Strength (items 4, 10, 12, 19) 

b Most recent type of cancer = Prostate 

322 

238 
112 
037 

083 

-118 

-304 

356 

-486 

674 

070 

Correlations 

t SIO Zero-order Partial Part 
-315 757 

1 061 303 136 243 161 

1 085 292 -059 248 165 

620 543 ,090 - 145 094 

176 862 035 041 027 

447 660 -112 105 068 

-517 612 095 -121 -079 

-914 373 307 -211 -139 

1 226 236 393 278 187 

-1 672 112 -145 -367 -254 

2 819 011 654 553 429 

325 749 063 076 050 

Most recent type of cancer= Colorectal/Anal 

Model Summarf 

Adjusted Std Error of 
Model R R Sauare R Sauare the Estimate 
1 8768 768 343 4 704 

a Predictors (Constant), New_IESR_Total, Dummy_ 
CancerStatus, Total COPE, Dummy_PTGModel, ICQ 
Perceived Benefits subscale (items 4,6,8, 11, 16, 18), 
Age in years, Internal Locus of Control (items 
1,6,8, 12, 13, 17), RI factor analysis intrusive (items 
1,2,3,4), ICQ Helplessness subscale (items 
1,5,7,9,12,15), RI factor analysis life purpose or 
meaning (items 11, 12, 13, 14), Trauma seventy of 
d1agnos1s 

b Most recent type of cancer= Colorectal/Anal 

ANOVl'l>•0 

Sum of 
Model Sauares di Mean Square F Sia 
1 Regression 439 674 11 39 970 1 806 242• 

Residual 132771 6 22128 
Total 572 444 17 

a Predictors (Constant), New_IESR_Total, Dummy_CancerStatus, Total COPE, 
Dummy_PTGModel, ICQ Perceived Benefits subscale (items 4,6,8, 11, 16, 18), Age 
m years, Internal Locus of Control (items 1,6,8,12,13,17), RI factor analysis 
intrusive (items 1,2,3,4), ICQ Helplessness subscale (items 1,5,7,9,12,15), RI 
factor analysis hie purpose or meaning (items 11, 12, 13, 14), Trauma seventy of 
d1agnos1s 

b Dependent Vanable PTGl_Personal_Strength (items 4, 10, 12, 19) 

c Most recent type of cancer= Colorectal/Anal 
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Coeff1cients"•b 

Unstandard1zed Standardized 
Coefficients Coefficients Correlations 

Model B Std Error Beta t S1Q Zero-order Partial Part 
1 (Constant) 29 715 18 202 

Trauma seventy of 
-939 2469 

d1agnos1s 

Dummy_CancerStatus -2190 3 413 
Dummy_PTGModel 027 4 403 
Age in years -086 193 
Internal Locus of Control 

-046 268 
(items 1,6,8,12,13,17) 

Total COPE -169 102 
RI factor analysis 

597 673 1ntrus1ve (items 1,2,3,4) 

RI factor analysis life 
purpose or meaning -772 696 
(items 11,12,13,14) 

ICQ Helplessness 
subscale (items -605 767 
1,5,7,9,12,15) 

ICQ Perceived Benefits 
subscale (items 807 354 
4,6,8,11,16,18) 

New_IESR_Total -018 214 

a Dependent Variable PTGl_Personal_Strength (items 4, 10, 12, 19) 

b Most recent type of cancer = Colorectal/Anal 

1 633 154 

-186 -380 717 -209 -153 -075 

-161 -642 545 -066 -253 - 126 

002 006 995 -115 002 001 

-134 -446 671 063 -179 -088 

-062 -173 869 -166 -070 -034 

-489 -1 647 151 -286 -558 -324 

351 887 409 169 340 174 

-490 -1109 310 -204 -413 -218 

-322 - 789 460 -233 -306 - 155 

716 2 277 063 453 681 448 

-050 -085 935 - 373 -035 -017 

Most recent type of cancer= Haematological Malignancies 

Model 

Model SummarY' 

R RS uare 
731• 534 

Ad1usted 
R S uare 

168 

Std Errorof 
the Estimate 

5169 

a Predictors (Constant), New_IESR_Total, Dummy_ 
CancerStatus, Dummy_PTGModel, Age 1n years, RI 
factor analysis hfe purpose or meanmg (items 
11, 12, 13, 14), Trauma seventy of d1agnos1s, Internal 
Locus of Control (items 1,6,8, 12, 13, 17), ICQ 
Helplessness subscale (items 1,5, 7,9, 12, 15), Total 
COPE, ICQ Perceived Benefits subscale (items 
4,6,8, 11, 16, 18), RI factor analysis intrusive (items 
1,2,3,4) 

b Most recent type of cancer= Haematolo91cal 
Malignancies 

ANOVJ!l>•c 

Sum of 
Model Squares df Mean Square F S1q 
1 Regression 428 916 11 38992 1459 

Residual 374 064 14 26 719 
Total 802 980 25 

a Predictors (Constant), New_IESR_Total, Dummy_CancerStatus, Dummy_ 
PTGModel, Age 1n years, RI factor analysis life purpose or meaning (items 

249• 

11, 12, 13, 14), Trauma seventy of d1agnos1s, Internal Locus of Control (items 
1,6,8,12,13, 17), ICQ Helplessness subscale (items 1,5,7,9,12,15), Total COPE, 
ICQ Perceived Benefits subscale (items 4,6,8,11, 16, 18), RI factor analysis intrusive 
(items 1,2,3,4) 

b Dependent Variable PTGl_Personal_Strength (items 4, 10, 12, 19) 

c Most recent type of cancer = Haematological Malignancies 

Coefficients"" 

Unstandard1zed Standardized 
Coefficients Coefficients 

Model B Std Error Beta 
1 (Constant) -145 12 622 

Trauma seventy of 
2 340 2728 dragnos1s 

Dummy_CancerStatus 2 862 3 882 
Dummy_PTGModel 6181 3 754 
Age m years 072 087 
Internal Locus of Control 

-237 290 (items 1,6,8,12,13,17) 
Total COPE -108 104 
RI factor analysis 

-182 661 intrusive (items 1,2,3,4) 
RI factor analysis life 
purpose or meaning -160 525 
(items 11,12,13,14) 
ICQ Helplessness 
subscale (items -372 373 
1,5,7,9,12,15) 
ICQ Perceived Benefits 
subscale {items 1258 465 
4,6,8, 11,16,18) 
New_IESR_Total -106 112 

a Dependent Vanable PTGl_Personal_Strength (items 4, 10, 12, 19) 

Most recent type of cancer= Haematolog1cal Malignancies 

331 

257 
493 
201 

-218 

-362 

-121 

-106 

-302 

1 027 

-302 

Correlations 

t Sio Zero-order Partial Part 
-012 991 

858 405 241 223 156 

737 473 142 193 134 
1647 122 329 403 300 

832 419 -143 217 152 

-817 427 -112 -213 -149 

-1 034 319 269 -266 -189 

-275 788 244 -073 -050 

-305 765 264 -081 -056 

-995 337 128 -257 -181 

2707 017 524 586 494 

- 946 360 278 -245 -173 
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PTGI - Relating to Others 
Most recent type of cancer = Breast 

Model SummarY' 

Model R RS uare 
Adjusted 
R S uare 

Std Errorof 
the Estimate 

727• 529 455 5 953 

a Predictors (Constant), New_IESR_ Total, Internal 
Locus of Control (items 1,6,8,12,13,17), Dummy_ 
CancerStatus, Age m years, ICQ Perceived Benefits 
subscale (items 4,6,8, 11, 16, 18), ICQ Helplessness 
subscale (items 1,5,7,9,12,15), RI factor analysis hie 
purpose or meaning (items 11,12,13, 14), Dummy_ 
PTGModel, Total COPE, RI factor analysis intrusive 
(items 1,2,3,4 ), Trauma seventy of d1agnos1s 

b Most recent type of cancer= Breast 

Unstandard1zed 
Coefficients 

Model B Std Error 
1 (Constant) -8480 8414 

Trauma seventy of 
1 817 1 019 

d1agnos1s 

Dummy_ CancerStatus -2 997 2 836 
Dummy_PTGModel 622 1 554 
Age m years 042 069 
Internal Locus of Control 

097 119 
(items 1,6,8,12,13,17) 

Total COPE 087 058 
RI factor analysis 

-299 313 
mtrus1ve (items 1,2,3,4) 
RI factor analysis hie 
purpose or meaning 109 218 
(items 11,12,13,14) 

ICQ Helplessness 
subscale (items -269 263 
1,5,7,9,12,15) 
ICQ Perceived Benefits 
subscale (items 941 175 
4,6,8,11,16,18) 
New_IESR_Total 056 052 

ANOV,Ab· 0 

Sum of 
Model Sauares di Mean Sauare F 
1 Regression 2820 813 11 256 438 7 236 

Residual 2516 179 71 35 439 
Total 5336 992 82 

a Predictors (Constant), New_IESR_Total, Internal Locus of Control (items 
1,6,8,12,13,17), Dummy_CancerStatus, Age m years, ICQ Perceived Benefits 
subscale (items 4,6,8,11, 16, 18), ICQ Helplessness subscale (items 
1,5,7,9,12,15), RI factor analysis life purpose or meaning (items 11,12,13,14), 
Dummy_PTGModel, Total COPE, RI factor analysis 1ntrus1ve (items 1,2,3,4), 
Trauma seventy of d1agnos1s 

b Dependent Variable PTGl_Relatmg_to_Others (items 6,8,9, 15, 16,20,21) 

c Most recent type of cancer= Breast 

Coefflc1ents"·b 

Standardized 
Coefficients Correlations 

Beta t Sin Zero-order Partial Part 
-1 008 317 

217 1 783 079 263 207 145 

-089 -1 057 294 -083 -124 -086 

037 400 690 236 047 033 
054 603 548 -098 071 049 

073 816 417 238 096 066 

153 1518 133 462 177 124 

-108 -957 342 171 -113 -078 

047 500 619 280 059 041 

-091 -1 021 311 -067 -120 -083 

521 5 370 OOO 634 537 438 

128 1 079 284 322 127 088 

a Dependent Variable PTGl_Relat1ng_to_Others (items 6,8,9,15,16,20,21) 

b Most recent type of cancer = Breast 

Most recent type of cancer = Prostate 

Model 

Model SummarY' 

R RS uare 
802• 643 

Adjusted 
R S uare 

424 

Std Errorof 
the Estimate 

5067 

a Predictors (Constant), New_IESR_Total, Dummy_ 
PTGModel, ICQ Perceived Benefits subscale (items 
4,6,8, 11, 16, 18), Age m years, Trauma seventy of 
d1agnos1s, Internal Locus of Control (items 
1,6,8,12,13,17), Dummy_CancerStatus, RI factor 
analysis hie purpose or meaning (items 11, 12, 13, 14 ), 
Total COPE, ICQ Helplessness subscale (items 
1,5,7,9, 12, 15), RI factor analysis intrusive (items 
1,2,3,4) 

b Most recent type of cancer= Prostate 

ANOVPl'•0 

Sum of 
Model Snuares di Mean Sauare F Sia 
1 Regression 831 660 11 75 605 2 944 020• 

Residual 462 217 18 25 679 
Total 1293 877 29 

a Predictors (Constant), New_IESR_Total, Dummy_PTGModel, JCQ Perceived 
Benefits subscale (items 4,6,8, 11, 16, 18), Age 1n years, Trauma seventy of 
d1agnos1s, Internal Locus of Control (items 1,6,8, 12,13, 17), Dummy_CancerStatus, 
RI factor analysis life purpose or meaning (items 11,12,13,14), Total COPE, ICQ 
Helplessness subscale (items 1,5,7,9, 12,15), RI factor analysis intrusive (items 
1,2,3,4) 

Dependent Variable PTGl_Relatmg_to_Others (items 6,8,9, 15, 16,20,21) 

c Most recent type of cancer = Prostate 

Sia 
ooo• 
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Coeff1c1ent~·b 

Unstandard1zed Standardized 
Coefficients Coefficients Correlations 

Model B Sid Error Beta t Sia Zero-order Partial Part 
1 (Constant) -20 776 19136 

Trauma seventy of 
2 818 1 933 410 diagnosis 

Dummy_CancerStatus -1892 3010 -127 
Dummy_PTGModel 295 2210 022 
Age m years 196 190 203 
Internal Locus of Control 

067 166 069 (items 1,6,8,12,13,17) 
Total COPE 076 106 151 
RI factor analysis 

-162 648 -077 
1ntrus1ve (items 1,2,3,4) 
RI factor analysis hie 
purpose or meaning 749 619 325 
(items 11,12,13,14) 
ICQ Helplessness 
subscale (items -434 385 -304 
1,5,7,9,12,15) 
ICQ Perceived Benefits 
subscale (items 966 429 499 
4,6,8,11,16,18) 
New_IESR_Total -036 086 -084 

a Dependent Variable PTGl_Relat1ng_to_Others (items 6,8,9, 15, 16,20,21) 

Most recent type of cancer= Prostate 

-1 086 292 

1 458 162 325 325 205 

-628 538 -189 -147 -089 
133 895 071 031 019 

1 033 315 027 237 146 

401 693 -135 094 057 

715 484 200 166 101 

-250 805 417 -059 -035 

1211 242 376 274 171 

-1128 274 -070 -257 -159 

2 254 037 699 469 318 

-423 677 032 -099 - 060 

Most recent type of cancer = Colorectal/Anal 

Model SummarY' 

Model R RS uare 
Adjusted 
R S uare 

Std Errorof 
the Estimate 

950• 903 724 3622 

a Predictors (Constant), New_IESR_Total, Dummy_ 
CancerStatus, Total COPE, Dummy_PTGModel, ICQ 
Perceived Benefits subscale (items 4,6,8, 11, 16, 18), 
Age in years, Internal Locus of Control (items 
1,6,8, 12, 13, 17), RI factor analysis 1ntrus1ve (items 
1,2,3,4), ICQ Helplessness subscale (items 
1,5,7,9, 12, 15), RI factor analysis hfe purpose or 
meaning (items 11,12,13,14), Trauma seventy of 
diagnosis 

Most recent type of cancer= Colorectal/Anal 

Unstandard1zed 
Coefficients 

Model B Sid Error 
1 (Constant) 42197 14 013 

Trauma seventy of 
1 063 1 901 

d1agnos1s 

Dummy_ CancerStatus 158 2 628 

Dummy_PTGModel 529 3 390 
Age in years -048 149 
Internal Locus of Control 

111 207 
(items 1,6,8,12,13,17) 

Total COPE -264 079 

RI factor analysis 
- 110 518 intrusive (items 1,2,3,4) 

RI factor analysis hfe 
purpose or meaning -340 536 
(items 11,12,13,14) 

ICO Helplessness 
subscale (items -1 711 591 
1,5,7,9,12,15) 

ICQ Perceived Benefits 
subscale (items 1 412 273 
4,6,8,11,16,18) 

New_IESR_ Total 058 165 

ANOV~·0 

Sum of 
Model Sauares df Mean Sauare F Sia 
1 Regression 730 248 11 66 386 5 061 029• 

Residual 78 697 6 13116 
Total 808 944 17 

a Predictors (Constant), New_IESR_Total, Dummy_CancerStatus, Total COPE, 
Dummy_PTGModel, ICQ Perceived Benefits subscale (items 4,6,8,11,16,18), Age 
in years, Internal Locus of Control (items 1,6,8, 12, 13, 17), RI factor analysis 
intrusive (items 1,2,3,4), ICQ Helplessness subscale (items 1,5,7,9,12,15), RI 
factor analysis Ide purpose or meaning (items 11,12,13,14), Trauma seventy of 
d1agnos1s 

b Dependent Variable PTGl_ Relat1ng_to_ Others (Items 6,8,9, 15, 16,20,21) 

c Most recent type of cancer = Colorectal/Anal 

Coefficlents'"b 

Standardized 
Coefficients Correlations 

Beta t Sia Zero-order Partial Part 
3 011 024 

177 560 596 -043 223 071 

010 060 954 075 024 008 

029 156 881 019 064 020 

-063 -324 757 077 -131 -041 

124 536 611 -202 214 068 

-645 -3 351 015 -348 -807 -427 

-.054 -212 839 170 -086 -027 

-182 -634 549 -081 -251 -081 

-766 -2897 027 -174 - 764 -369 

1 055 5178 002 580 904 659 

135 353 736 -263 .143 045 

a Dependent Vanable PTGl_Relat1ng_to_Others (items 6,8,9, 15, 16,20,21) 

b Most recent type of cancer = Colorectal/Anal 
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Most recent type of cancer = Haematological Malignancies 

Model 

Model SummarY' 

R RS uare 
775• 602 

Adjusted 
R S uare 

289 

Std Errorof 
the Estimate 

8295 

a Predictors (Constant), New_IESR_ Total, Dummy_ 
CancerStatus, Dummy_PTGModel, Age in years, Rl 
factor analysis hfe purpose or meanmg (items 

ANOVAb,c 

Sum of 
Model Souares df Mean Sauare F 
1 Regression 1456 208 11 132 383 1 924 

Residual 963 240 14 68 803 
Total 2419 448 25 

a Predictors (Constant), New_IESR_Total, Dummy_CancerStatus, Dummy_ 
PTGModel, Age 1n years, Rf factor analysis hfe purpose or meaning (items 

Sia 
124• 

11, 12, 13, 14 ), Trauma seventy of d1agnos1s, Internal 
Locus of Control (items 1,6,8, 12, 13, 17), ICQ 
Helplessness subscale (items 1,5,7,9, 12, 15), Total 
COPE, ICQ Perceived Benefits subscale (items 
4,6,8,11, 16,18), Rl factor analysis intrusive (items 
1,2,3,4) 

11, 12, 13, 14), Trauma seventy of d1agnos1s, Internal Locus of Control (items 
1,6,8,12,13,17), ICQ Helplessness subscale (items 1,5,7,9,12,15), Total COPE, 
ICQ Perceived Benefits subscale (items 4,6,8, 11, 16, 18), Rf factor analysis intrusive 
(items 1,2,3,4) 

b Most recent type of cancer= Haematological 
Malignancies 

Unstandardized 
Coefficients 

b Dependent Variable PTGl_Relatmg_ta_Others (items 6,8,9, 15, 16,20,21) 

c Most recent type of cancer = Haematolog1cal Malignancies 

Coefficients"·" 

Standardized 
Coefficients Correlations 

Model B Sid Error Beta t Sia Zera-order Partial Part 
1 (Constant) -11 534 20 255 -569 578 

Trauma seventy of 
2 869 4 378 234 655 523 258 173 111 d1agnos1s 

Dummy_CancerStatus -496 6 230 -026 -080 938 004 -021 -013 
Dummy_PTGModel 5 376 6 024 247 892 387 344 232 150 
Age in years 093 139 149 669 515 -212 176 113 
Internal Locus of Control 

-054 (items 1,6,8,12,13,17) 465 -028 -116 910 146 -031 -019 

Total COPE -107 167 -207 -640 533 430 -169 -108 
Rf factor analysis 

-252 1 061 - 097 -238 816 239 -063 -040 intrusive (items 1,2,3,4) 
Rf factor analysis hie 
purpose or meaning 328 843 125 390 703 573 104 066 
(items 11,12,13,14) 
ICQ Helplessness 
subscale (items 180 599 084 300 769 297 080 051 
1,5,7,9,12,15) 
ICQ Perceived Benefits 
subscale (items 1 805 746 849 2 420 030 703 543 408 
4,6,8,11,16,18) 

New_IESR_ Tatal -148 180 -242 -820 426 365 -214 -138 

a Dependent Variable PTGl_Relat1ng_ta_ Others (items 6,8,9, 15, 16,20,21) 

b Mast recent type of cancer= Haematolag1cal Malignancies 

PTGI - Spiritual/Religious Change 
Most recent type of cancer = Breast 

Model 

Model SummarY' 

R R S uare 
591 8 349 

Adjusted 
R S uare 

248 

Std Error of 
the Estimate 

2 863 

a Predictors (Constant), New_IESR_Total, Internal 
Locus of Control (items 1,6,8,12,13,17), Dummy_ 
CancerStatus, Age m years, ICQ Perceived Benefits 
subscale (items 4,6,8,11,16,18), ICQ Helplessness 
subscale (items 1,5,7,9, 12, 15), RI factor analysis life 
purpose or meaning (items 11,12,13,14), Dummy_ 
PTGModel, Total COPE, RI factor analysis intrusive 
(items 1,2,3,4 ), Trauma seventy of d1agnos1s 

b Most recent type of cancer = Breast 

ANOVl'l'·0 

Sum of 
Model Souares df Mean Sauare F 810 
1 Regression 311 826 11 28 348 3459 

Residual 581 913 71 8196 
Total 893 739 82 

a Predictors (Constant), New_IESR_ Total, Internal Locus of Control (items 
1,6,8,12,13,17), Dummy_CancerStatus, Age in years, ICQ Perceived Benefits 
subscale (items 4,6,8, 11, 16, 18), ICQ Helplessness subscale (items 
1,5,7,9,12,15), Rf factor analysis life purpose or meaning (items 11,12,13, 14), 
Dummy_PTGModel, Total COPE, Rf factor analysis intrusive (items 1,2,3,4), 
Trauma seventy of d1agnos1s 

b Dependent Vanable PTGl_Sp1ntual_Change (items 5,18) 

c Most recent type of cancer = Breast 

001• 
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Coeff1cients'"b 

Unstandard1zed Standardized 
Coefficients Coeff1c1ents Correlations 

Model B Std Error Beta t Sia Zero-order Partial Part 
1 (Constant) -12928 4 046 

Trauma seventy of 
432 490 diagnosis 

Dummy_CancerStatus 090 1 364 
Dummy_PTGModel -1 619 747 
Age m years 081 033 
Internal Locus of Control 
(items 1,6,8,12,13,17) 029 057 

Total COPE 034 028 
RI factor analysis 

-015 150 intrusive (items 1,2,3,4) 
RI factor analysis hie 
purpose or meanrng 201 105 
(items 11,12,13,14) 
ICQ Helplessness 
subscale (items 138 127 
1,5,7,9,12,15) 
ICQ Perceived Benefits 
subscale (items 236 084 
4,6,8, 11, 16, 18) 
New_IESR Total 019 025 

a. Dependent Vanable PTGl_Spmtual_Change (items 5, 18) 

b Most recent type of cancer= Breast 

-3195 002 

126 881 381 255 104 084 

.007 066 948 -057 .008 006 
-237 -2167 034 -063 -249 -207 

256 2439 017 121 278 234 

054 513 609 131 061 049 

147 1239 220 297 145 119 

-013 -098 922 184 -012 -009 

213 1 911 060 334 221 183 

115 1 091 279 100 128 105 

319 2 798 007 328 315 268 

108 778 439 326 092 074 

Most recent type of cancer= Prostate 

Model SummarY' 

Model R RS uare 
Adjusted 
R S uare 

Std Errorof 
the Estimate 

610' 372 -011 4160 

a Predictors (Constant), New_IESR_Total, Dummy_ 
PTGModel, ICQ Perceived Benefits subscale (items 
4,6,8,11, 16,18), Age 1n years, Trauma seventy of 
d1agnos1s, Internal Locus of Control (items 
1,6,8,12,13,17), Dummy_CancerStatus, RI factor 
analysis hfe purpose or meaning (items 11,12,13,14), 
Total COPE, ICQ Helplessness subscale (items 
1,5,7,9,12,15), RI factor analysis 1ntrus1ve (items 
1,2,3,4) 

b Most recent type of cancer= Prostate 

Unstandard1zed 
Coefficients 

Model B Sid Error 
1 (Constant) -7 592 15 709 

Trauma seventy of 
-1 300 1 587 d1agnos1s 

Dummy_ CancerStatus 612 2 471 
Dummy_PTGModel -635 1 814 
Age rn years 150 156 
Internal Locus of Control 

009 137 (items 1,6,8, 12, 13, 17) 

Total COPE -075 087 
RI factor analysis 

559 532 1ntrus1ve (items 1,2,3,4) 

RI factor analysis Irle 
purpose or meaning -129 508 
(items 11,12,13,14) 

ICQ Helplessness 
subscale (items -163 316 
1,5,7,9,12,15) 

ICQ Perceived Benefits 
subscale (items 309 352 
4,6,8,11, 16, 18) 

New IESR Total 118 070 

a Dependent Variable PTGl_Spmtual_Change {items 5, 18) 

b Most recent type of cancer = Prostate 

ANOVA1>·0 

Sum of 
Model Sauares df Mean Square F Sia 
1 Regression 184 729 11 16 794 970 504' 

Residual 311 506 18 17 306 
Total 496 235 29 

a Predictors (Constant), New_IESR_Total, Dummy_PTGModel, ICQ Perceived 
Benefits subscale (items 4,6,8,11,16,18), Age rn years, Trauma seventy of 
d1agnos1s, Internal Locus of Control (items 1,6,8, 12, 13, 17), Dummy_ CancerStatus, 
RI factor analysis life purpose or meaning (items 11,12,13,14), Total COPE, ICQ 
Helplessness subscale (items 1,5,7,9, 12, 15), RI factor analysis intrusive (items 
1,2,3,4) 

b Dependent Variable PTGl_Spmtual_Change (items 5, 18) 

c Most recent type of cancer= Prostate 

Coeff1c1ents"·b 

Standardized 
Coefficients Correlations 

Beta I Sra Zero-order Partial Part 
-483 635 

-305 -819 424 OOO -190 -153 

067 248 807 124 058 046 

-078 -350 730 020 -082 - 065 

250 960 350 137 221 179 

014 063 951 088 015 012 

-240 - 858 402 OOO -198 - 160 

429 1 051 307 322 240 196 

-091 -255 802 301 -060 -048 

-184 - 516 612 018 - 121 -096 

258 879 391 271 203 164 

444 1 677 111 344 368 313 
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Most recent type of cancer = Colorectal/Anal 

Model SummarY' 

Adjusted Sid Error of 
Model R R S uare R S uare the Estimate 
1 768• 590 - 163 3 647 

a Predictors (Constant), New_IESR_Total, Dummy_ 
CancerStatus, Total COPE, Dummy_PTGModel, ICQ 
Perceived Benefits subscale (items 4,6,8, 11, 16, 18), 
Age 1n years, Internal Locus of Control (items 
1,6,8,12,13,17), RI factor analysis Intrusive (items 
1,2,3,4), ICQ Helplessness subscale (items 
1,5,7,9, 12, 15), RI factor analysis hfe purpose or 
meaning (items 11,12,13,14), Trauma severity of 
diagnosis 

b Most recent type of cancer= Colorectal/Anal 

Unstandard1zed 
Coefficients 

Model B Std Error 
1 (Constant) -19487 14112 

Trauma seventy of 
-615 1 914 

d1agnos1s 

Dummy_ CancerStatus 532 2 646 
Dummy_PTGModel -1 004 3414 
Age in years 236 150 
Internal Locus of Control 

012 208 
(items 1,6,8,12,13,17) 
Total COPE 028 079 
RI factor analysis 

-310 522 
intrusive (items 1,2,3,4) 
RI factor analysis hfe 
purpose or meaning 317 540 
(items 11,12,13,14) 
IGO Helplessness 
subscale (items -223 595 
1,5,7,9,12, 15) 

ICQ Perceived Benefits 
subscale (items 542 275 
4,6,8,11,16,18) 
New_IESR_ Total 071 166 

a Dependent Variable PTGl_Spmtual_Change (items 5,18) 

b Most recent type of cancer= Colorectal/Anal 

ANOVJ!l>•c 

Sum of 
Model Sauares df Mean Sauare F Sia 
1 Regression 114 687 11 10426 784 557a 

Residual 79 813 6 13 302 
Total 194 500 17 

a Predictors (Constant), New_IESR_Total, Dummy_CancerStatus, Total COPE, 
Dummy_PTGModel, ICQ Perceived Benefits subscale (items 4,6,8,11,16,18), Age 
1n years, Internal Locus of Control (items 1,6,8, 12, 13, 17), RI factor analysis 
1ntrus1ve (items 1,2,3,4), ICQ Helplessness subscale (items 1,5,7,9,12,15), RI 
factor analysis hie purpose or meaning (items 11, 12, 13, 14), Trauma seventy of 
d1agnos1s 

b Dependent Variable PTGl_Sp1ntual_Change (items 5,18) 

c Most recent type of cancer= Colorectal/Anal 

Caeff1c1ents"·b 

Standardized 
Coefficients Correlations 

Beta t Sia Zero-order Partial 
-1 381 217 

-209 -321 759 053 -130 

067 201 847 054 082 

-114 -294 779 113 -119 

630 1 575 166 208 541 

027 057 957 -270 023 

137 34& 740 154 140 

-312 -593 575 206 -235 

346 588 578 236 233 

-203 - 374 721 045 -151 

825 1971 096 538 627 

337 428 683 040 172 

Part 

-084 

053 
-077 

412 

015 

091 

-155 

154 

-098 

516 

112 

Most recent type of cancer= Haematological Malignancies 

Model 

Model SummarY' 

R R S uare 
795a 632 

Adjusted 
R S uare 

343 

Std Errorof 
the Estimate 

2 695 

a Predictors (Constant), New_IESR_Total, Dummy_ 
CancerStatus, Dummy_PTGModel, Age in years, RI 
factor analysis hfe purpose or meanmg (items 
11, 12,13, 14), Trauma seventy of d1agnos1s, Internal 
Locus of Control (items 1,6,8, 12,13,17), ICQ 
Helplessness subscale (items 1,5,7,9, 12, 15), Total 
COPE, ICQ Perceived Benefits subscale (items 
4,6,8, 11, 16, 18), RI factor analysis intrusive (items 
1,2,3,4) 

Mast recent type of cancer= Haematolog1cal 
Mahgnanc1es 

ANOV~,c 

Sum of 
Model Sauares df Mean Snuare F Sia 
1 Regression 174 733 11 15885 2187 

Residual 101 672 14 7 262 
Total 276 405 25 

a Predictors (Constant), New_IESR_ Total. Dummy_CancerStatus, Dummy_ 
PTGModel, Age in years, RI factor analysis hfe purpose or meaning (items 

085a 

11, 12, 13, 14), Trauma seventy of d1agnos1s, Internal Locus of Control (items 
1,6,8,12,13,17), ICQ Helplessness subscale (items 1,5,7,9,12,15), Total COPE, 
ICQ Perceived Benefits subscale (items 4,6,8, 11, 16, 18), RI factor analysis 1ntrus1ve 
(items 1,2,3,4) 

Dependent Vanable PTGl_Sp1ntual_Change (items 5, 18) 

c Most recent type of cancer = Haematolog1cal Mahgnanc1es 



Coeffictents"•b 

Unstandardtzed Standardized 
Coefficients 

Model B Std Error 
1 (Constant) -084 6 580 

Trauma seventy of 
1364 1422 d1agnos1s 

Dummy_CancerStatus 1 724 2 024 
Dummy_PTGModel 2910 1 957 
Age tn years -003 045 
Internal Locus of Control 

066 151 (items 1,6,8,12,13,17) 
Total COPE -072 054 
RI factor analysts 

-620 345 intrusive (items 1,2,3,4) 
RI factor analysts hie 
purpose or meaning 782 274 
(items 11,12,13,14) 
ICQ Helplessness 
subscale (items 020 195 
1,5,7,9,12,15) 

ICQ Perceived Benefits 
subscale (items -031 242 
4,6,8, 11, 16, 18) 

New_IESR_Total 049 059 

a Dependent Vanable PTGl_Sptntual_Change (items 5, 18) 

b Most recent type of cancer = Haematological Mahgnanc1es 

Coefficients 

Beta 

328 

264 
396 

-013 

104 

-409 

-703 

884 

028 

-043 

239 

287 

Correlations 

t Stq Zero-order Partial Part 
-013 990 

959 354 086 248 155 

852 409 023 222 138 
1 487 159 286 .369 241 
-058 954 -172 -016 - 009 

439 668 160 116 071 

-1 315 210 397 -332 -213 

-1 798 094 060 -433 -291 

2 857 013 688 607 463 

103 919 343 028 017 

-129 900 540 -034 -021 

842 414 320 220 136 
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Appendix E 

Study 2 Non-standardised Items in Patient Survey 
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Please indicate the response most applicable to you (tick the box or complete the question) 

What sex are you? 

How old are you (in years)? 

What is your relationship status? 

With what ethnic group do you identify? 
(e.g., Australian, Chinese, Irish) 

What is your highest level of education? 

What area do you live in (e.g., Launceston, Westbury)? 

What type of cancer have you been diagnosed with? 
(e.g., CLL, lymphoma) 

How long ago were you diagnosed? 

Was this your first diagnosis of cancer? 

MaleD FemaleD 

Married/de facto D 
D 
D 
D 
D 

Single 
Divorced 
Separated 
Widowed 
Other (please 
specify) _____ _ 

Less than Grade 10 D 
Grade 10 D 
Grade 11 or 12 D 
Diploma/TAFE D 
Undergrad Uni D 
Postgrad Uni D 

YesD NoO 

If no, what other type( s) of cancer have you had and how long ago were you 
diagnosed?~~~~~~~~~~~~~~~~~~~~~~~~~ 

When you were diagnosed, what was your expected prognosis (i.e. are you optimistic 
of a cure/recovery or that you can control your symptoms)? 

Great Good Fair Poor Extremely Poor 

D D D D D 
What is your current overall physical health like? 

Great Good Fair Poor Extremely Poor 

D D D D D 
How traumatic has the experience of being diagnosed with cancer been for you? 
Not at all traumatic Mildly traumatic Moderately traumatic Very traumatic Severely traumatic 

D D D D D 
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Each jtem below. is regarding the doctor that ¥OU see as being ..... ;>, 
Q) -- = ~ 

Q) 

-; -= ..... 
the most important in experience. Please i. Q) your cancer ..... ~ = ..... -Cl. 
-indicate whether this doctor GP, oncologist, = Q) - = 8 was your ..... 8 = Q) 

Q Q Q ..... Q 

surgeon etc.: z 00 E-; ~ u 

1 
Are you satisfied with the information you received from your doctor 

1 2 3 4 
about your cancer and treatment? 

2 
Do you have difficulty communicating with your doctor about your 

1 2 3 4 
cancer and treatment? 

3 Does your doctor spend time discussing your concerns with you? 1 2 3 4 

4 
Does your doctor allow you to make decisions regarding your cancer 

1 2 3 4 
and treatment? 

After your diagnosis with cancer, do (did) you have contact with a person 
who had experienced a similar situation and who perceived benefits from 
the experience? YesD NoD 
If yes, what is the nature of your relationship (e.g., friend, mother)? 

Have you attended regular support group meetings? YesD NoD 
If yes, has it helped you during this experience? (And how has it helped?) 

Ifno, why haven't you attended support group meetings? 
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Please feel free to add any other comments that relate to the way in which you are dealing with the 

challenges of being diagnosed with cancer or to the changes in your life that may have happened 

since we last spoke. Your comments are greatly appreciated in assisting us to understand the ways 
in which people adjust after a diagnosis of cancer. 

THA~K YOUF<)R YOUR-PARTICIPATION 
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Appendix F 

Study 2 Non-standardised Items in Spouse Survey 
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'' - _, ,, ,. ' , "' " '~ '.!- - - ,, - ' --~ ' " ,, • ' - < ~ - '" ' ' 

Blease)ntlicate. the response.m·ost applicabfo\to '.you .(tick th(box or.·compiet~-t~e ·<iuestiori)':>" 
" - • • - ,. - ) ' ' ' , ' - ~ ' , ' ' .., < - ---- - " : - < -- • ' ' ' ," ,' ' '' : - - , , ~ ' 

What sex are you? 

How old are you (in years)? 

What is your relationship status? 

With what ethnic group do you identify? 
(e.g., Australian, Chinese, Irish) 

What is your highest level of education? 

What area do you live in (e.g., Launceston, Westbury)? 

Have you ever been diagnosed with cancer? 

If yes, how long ago was that diagnosis? 

If yes, do you still have cancer now? 

MaleD FemaleD 

Married/de facto 
Single 
Divorced 
Separated 
Widowed 

D 
D 
D 
D 
D 

Other (please 
specify) ------

Less than Grade 10 D 
Grade 10 D 
Grade 11 or 12 D 
Diploma/TAPE D 
Undergrad Uni D 
Postgrad Uni D 

YesD NoD 

YesD NoD 

What is your relationship with the person who has been diagnosed with cancer (e.g., 
friend, wife, husband, son, daughter, etc.) 



1 

2 

3 

4 

Each item belOw is regarding the doctor that you or your Iov'ed 
one sees as. being the most important during this cancer 
experience. Please indicate whether this _doctor was your GP, 
onc?logist, surgeon etc. '' 

Are you satisfied with the information you and your loved one have 
received from the doctor about cancer and treatment? 

Do you or your loved one have difficulty communicating with the doctor 
about cancer and treatment? 

Does your doctor spend time discussing your concerns with you or your 
loved one? 

Does your doctor allow you or your loved one to make decisions 
regarding cancer and treatment? 

After your loved one's diagnosis of cancer, have you had contact with 
a person who had experienced a similar situation and who perceived 

--; 
..... 
~ ..... 
Q z 

1 

1 

1 

1 

benefits from the experience? Yes D 
If yes, what is the nature of your relationship (e.g., friend, mother)? 

Have you attended regular support group meetings? Yes D 
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..... Q.l 
~ ell -= i... 
~ ~ ..... 
Q.l = e ~ Q.l 
Q Q ..... 

~ 
~ 

1fl Q.l 

2 3 

2 3 

2 3 

2 3 

NoD 

NoD 
If yes, has it helped you during this experience? (And how has it helped?) _________ _ 

If no, why haven't you attended support group meetings? 
---------------~ 

..... -Q.l ..... 
Q.l -c. e 
Q 

u 

4 

4 

4 

4 
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Please feel free to add any other comments that relate to the way in which you are dealing with the 
challenges of the situation you are in or to the changes in your life that may have happened since. 
Your comments are greatly appreciated in assisting us to understand the ways in which people 

adjust. 

. . 

THANK YOU FOR YOUR PARTICIPATION 
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Appendix G 

Participants' Scores on Quantitative Inventories 



Table G.l 
Raw Scores and z-scores f!?r Quantitative Inventories at Time 1 (one month P..OSt-diagnosis2 

Couple LOTR MHLC MHLC ICQ ICQ ICQ RI * RI* RI * COPE* PSS HADS HADS IES-R 
No. Opt Intern Ch H A PB Int Del BF Life Total Dep Anx Total 

(6-30} (6-36} (6-36} (6-24} (6-24} (6-24} (4-16} (4-16} (4-16} (4-160} (0-40} (0-21} (0-21} (0-88} 
1 Louise (P) 19 17 24 10 21 22 8 12 14 81 10 3 7 19 

(-0.26) (-1.15) (0.45) (-0.78) (1.19) (1.45) (-1.84) (-0.39) (0.22) (-0.67) 

2 Andrew (P) 20 17 26 19 10 17 15 10 10 87 28 6 12 42 
(0.03) (-1.15) (0.68) (1.26) (-1.32) (0.33) (1.55) (0.47) (1.43) (0.43) 

Frances (S) 18 25 19 n/a n/a n/a 10 11 9 93 24 6 8 18 
(-0.54) (-0.14) (-0.12) (0.80) (0.47) (0.47) (-0.72) 

3 Tom (P) 22 36 6 7 21 23 5 14 4 102 23 2 3 11 
(0.60) (1.24) (-1.60) (-1.46) (1.19) (1.67) (0.61) (-0.68) (-0.74) (-1.06) 

Anabel (S) 16 36 10 n/a n/a n/a 4 13 # 85 9 0 1 28 
(-1.11) (1.24) (-1.14) (-2.03) (-1.26) (-1.22) (-0.24) 

4 Mark (P) 18 19 19 11 17 20 9 14 10 86 15 4 7 15 
(-0.54) (-0.90) (-0.12) (-0.55) (0.28) (1.00) (-0.90) (-0.10) (0.22) (-0.87) 

Lola (S) 20 28 15 n/a n/a n/a 8 12 6 80 12 3 5 8 
(0.03) (0.23) (-0.57) (-1.46) (-0.39) (-0.26) (-1.20) 

5 Charlie (P) 13 6 6 9 18 16 4 # # 63 4 2 0 0 
(-1.97) (-2.53) (-1.60) (-1.01) (0.51) (0.1 I) (-2.97) (-0.68) (-1.47) (-1.58) 

Lily (S) 14 19 11 n/a n/a n/a 6 8 10 81 3 l 0 0 
(-1.69) (-0.90) (-1.03) (-3.16) (-0.97) (-1.47) (-1.58) 

6 Peter (P) 18 25 27 6 23 22 8 10 8 87 9 0 2 12 
(-0.54) (-0.14) (0.80) (-1.69) (1.65) (1.45) (-2.03) (-1.26) (-0.98) (-1.01) 

Jane (S) 16 20 12 n/a n/a n/a 16 11 9 70 18 5 10 32 
(-1.11} (-0.77} (-0.91} (-0.33} (0.18} (0.952 (-0.05) 

Note. P =Patient, S =Spouse, LOTR =Life Orientation Test - Revised, Opt= Optimism, MHLC =Multidimensional Health Locus of Control, Intern= Internal, Ch =Chance, ICQ =Illness 
Cognition Questionnaire, H =Helplessness subscale, A= Acceptance Subscale, PB =Perceived Benefits subscale, RT= Rumination Inventory, Int = Intmsion subscale, Del BF= Deliberate 
benefit findmg subscale, Life= Rummation regardmg Life Purpose/meanmg, COPE= Total coping effort, PSS= Perceived Stress Scale, HADS =Hospital Anxiety and Depression Scale, Dep = 
Depression, Anx =Anxiety, IES-R =Impact of Events Scale Revised,#= Missmg data, n/a =not applicable, *=normative data not available and raw scores not converted into z-scores, [bold]= 
exceeding one standard deviation from norm mean 

N 
\0 
-...J 



Table G.2 
Raw Scores and z-scores for Quantitative Inventories at Time 2 (!hree months after Time 12 

Couple ICQ ICQ ICQ RI * RI * RI * COPE* PSS HADS HADS IESR 
No. H A PB Int Del BF Life Total Dep Anx Total 

{6-24} {6-24} {6-24} {4-16) {4-16} { 4-16} {4-160} {0-40) {0-21} {0-21} {0-88} 
1 Louise (P) 7 21 22 7 # # 85 3 2 6 13 

(-1.46) (1.19) (1.45) (-3.16) (-0.68) (-0.02) (-0.96) 

2 Andrew (P) 13 9 15 15 8 10 82 20 4 9 34 
(-0.10) (-1.55) (-0.12) (0.05) (-0.10) (0. 71) (0.04) 

Frances (S) n/a n/a n/a 11 14 10 77 15 0 7 28 
(-0.90) (-1.26) (0.22) (-0.24) 

3 Tom (P) 7 19 16 4 5 4 80 0 4 1 3 
(-1.46) (0.74) (0.11) (-3.73) (-0.10) (-1.22) (-1.44) 

Anabel (S) n/a n/a n/a 5 10 4 84 3 0 2 12 
(-3.16) (-1.26) (-0.98) (-1.01) 

4 Mark (P) 14 17 20 11 16 15 88 21 4 10 25 
(0.13) (0.28) (1.00) (0.23) (-0.10) (0.95) (-0.39) 

Lola (S) n/a n/a n/a 6 14 5 68 11 1 3 11 
(-1.65) (-0.97) (-0.74) (-1.06) 

5 Charlie (P) 10 18 16 8 14 16 57 7 1 0 0 
(-0.78) (0.51) (0.11) (-2.41) (-0.97) (-1.47) (-1.58) 

Lily (S) n/a n/a n/a 6 10 6 77 3 1 2 0 
(-3.16) (-0.97) (-0.98) (-1.58) 

6 Peter (P) 7 22 22 7 16 3 81 3 1 6 7 
(-1.46) (l.42) (1.45) (-3.16) (-0.97) (-0.02) (-1.25) 

Jane (S) n/a n/a n/a 14 15 6 72 12 4 7 16 
(-1.46} {-0.10) {0.22} {-0.82} 

Note. P =Patient, S =Spouse, ICQ =Illness Cognition Questionnaire, H =Helplessness subscale, A= Acceptance Subscale, PB =Perceived Benefits subscale, RI = 
Rummation Inventory, Int = Intruston subscale, Del BF= Deliberate benefit findmg subscale, Life= Rummatton regarding Life Purpose/meaning, COPE= Total copmg 
effort, PSS= Perceived Stress Scale, HADS = Hospital Anxiety and Depression Scale, Dep =Depression, Anx =Anxiety, IES-R =Impact of Events Scale Revised,#= 
Missing data, n/a =not applicable,*= normative data not available and raw scores not converted mto z-scores, [bold]= exceeding one standard deviation from norm mean 

N 
\0 
00 



Table G.3 
Raw Scores and z-scores f!!r Quantitative Inventories at Time 3 O 2 months afler Time 1) 

Couple LOTR MHLC MHLC ICQ ICQ ICQ RI * RI * RI * COPE* PSS HADS HADS IESR 
No. Opt Intern Ch H A PB Int Del BF Life Total Dep Anx Total 

(6-30} (6-36} (6-36} (6-24} (6-24} (6-24} (4-16} (4-16} (4-16} (4-160} (0-40} (0-21} (0-21} (0-88} 
Louise (P) 22 # # 8 18 24 8 10 10 79 8 1 4 12 

(0.60) (-1.24) (0.51) (1.90) (-2.22) (-0.97) (-0.50) (-1.01) 

2 Andrew (P) 18 16 27 14 8 11 14 6 12 89 23 7 13 42 
(-0.54) (-1.27) (0.80) (0.13) (-1.78) (-1.02) (0.61) (0.50) (1.67) (0.43) 

Frances (S) 18 27 19 n/a n/a n/a 12 10 11 84 15 7 9 29 
(-0.54) (0.11) (-0.12) (-0.90) (0.50) (0.71) (-0.20) 

3 Tom (P) 18 31 11 6 19 20 4 4 4 44 3 2 1 1 
(-0.54) (0.61) (-1.03) (-1.69) (0.74) (1.00) (-3.16) (-0.68) (-1.22) (-1.54) 

Anabel (S) 18 36 7 n/a n/a n/a 4 # # 72 4 3 2 7 
(-0.54) (1.24) (-1.48) (-2.97) (-0.39) (-0.98) (-1.25) 

4 Mark (P) 16 25 14 8 21 23 11 15 10 83 14 2 6 8 
(-1.11) (-0.14) (-0.69) (-1.24) (1.19) (1.67) (-1.09) (-0.68) (-0.02) (-1.20) 

Lola (S) 18 28 17 n/a n/a n/a 5 11 6 67 14 2 7 0 
(-0.54) (0.23) (-0.34) (-1.09) (-0.68) (0.22) (-1.58) 

5 Charlie (P) 15 6 6 13 20 16 4 12 11 58 5 4 4 0 
(-1.40) (-2.53) (-1.60) (-0.10) (0.97) (0.11) (-2.78) (-0.10) (-0.50) (-1.58) 

Lily (S) 15 14 19 n/a n/a n/a 7 13 4 80 5 0 5 2 
(-1.40) (-1.52) (-0.12) (-2.78) (-1.26) (-0.26) (-1.49) 

6 Peter (P) 17 23 27 8 16 12 5 5 4 87 15 4 10 16 
(-0.83) (-0.40) (0.80) (-1.24) (0.05) (-0.79) (-0.90) (-0.10) (0.95) (-0.82) 

Jane (S) 18 19 21 n/a n/a n/a 14 15 10 64 17 1 8 18 
(-0.54} (-0.90} (0.112 (-0.522 (-0.97} (0.47} (-0.722 

Note P =Patient, S =Spouse, LOTR =Life Orientation Test - Revised, Opt= Optnmsm, MHLC = Mult1d1mens1onal Health Locus of Control, Intern= Internal, Ch =Chance, ICQ =Illness Cog111t10n 
Questionnaire, H =Helplessness subscale, A= Acceptance Subscale, PB= Perceived Benefits subscale, RI = Rummation Inventory, Int =Intrusion subscale, Del BF= Dehberate benefit findmg 
subscale, Life= Rummatton regardmg Life Purpose/meaning, COPE= Total copmg effort, PSS= Perceived Stress Scale, HADS =Hospital Anxiety and Depression Scale, Dep = Depress10n, Anx = 
Anxiety, IES-R =Impact of Events Scale Revised,#= Missing data, n/a =not applicable, 1< =normative data not available and raw scores not converted into z-scores, [bold)= exceed mg one standard 
deviation from norm mean. 

N 
\0 
\0 



Table G.4 
Raw Scores and z-scores fj_Jr PTGI Total and subscales at Time 2 and Time 3 

Time2 Time 3 
Couple PTGI PTGI PTGI PTGI PTGI PTGI PTGI PTGI PTGI PTGI PTGI PTGI 
No. Total App Life New Poss Pers St Relating Relig I Total App Life New Poss Pers St Relating Relig I 

(0-105) (0-15) (0-25) (0-20) (0-35) Spir (0-105) (0-15) (0-25) (0-20) (0-35) Spir 
(0-10) {0-102 

Louise (P) 67 15 0 20 32 0 85 15 15 20 32 3 
(0.48) (l.27) (-1.53) (1.88) (1.27) (-1.00) (1.21) (1.27) (0.68) (1.88) (1.27) (-0.17) 

2 Andrew (P) 64 14 15 11 23 l 38 10 9 4 15 0 
(0.36) (1.05) (0.68) (0.15) (0.19) (-0.72) (-0.69) (0.14) (-0.21) (-1.19) (-0.77) (-1.00) 

Frances (S) 56 10 10 15 19 2 55 9 10 12 22 2 
(0.04) (0.14) (-0.06) (0.92) (-0.29) (-0.44) (-0.004) (-0.09) (-0.06) (0.35) (0.07) (-0.44) 

3 Tom (P) 40 4 5 14 14 3 16 3 0 5 8 0 
(-0.61) (-1.23) (-0.79) (0.73) (-0.89) (-0.17) (-1.58) (-1.45) (-1.53) (-1.00) (-1.61) (-1.00) 

Anabel (S) 32 5 9 6 9 3 62 7 12 17 23 3 
(-0.94) (-1.00) (-0.21) (-0.81) (-1.49) (-0.17) (0.28) (-0.55) (0.24) (1.31) (0.19) (-0.17) 

4 Mark(P) 56 9 11 11 20 5 80 13 18 16 25 8 
(-0.04) (-0.09) (0.09) (0.15) (-0.17) (0.39) (1.01) (0.82) (1.12) (1.12) (0.43) (1.22) 

Lola (S) 53 9 9 10 23 2 63 9 10 14 24 6 
(-0.09) (-0.09) (-0.21) (-0.04) (0.19) (-0.44) (0.32) (-0.09) (-0.06) (0.73) (0.31) (0.67) 

5 Charlie (P) 50 7 3 10 21 9 55 11 6 8 21 9 
(-0.21) (-0.55) (-1.09) (-0.04) (-0.05) (1.50) (-0.004) (0.36) (-0.65) (-0.42) (-0.05) (1.50) 

Lily (S) 68 8 10 12 31 10 17 1 6 1 9 0 
(0.52) (-0.32) (-0.06) (0.35) (1.16) (1.78) (-1.54) '(-1.91) (-0.65) (-1.77) (-1.49) (-1.00) 

6 Peter (P) 65 15 8 20 12 0 46 8 11 11 16 0 
(0.40) (1.27) (-0.35) (1.88) (-1.13) (-1.00) (-0.37) (-0.32) (0.09) (0.15) (-0.65) (-1.00) 

Jane (S) 55 12 8 12 18 5 74 12 18 12 25 7 
(-0.004) (0.592 (-0.352 (0.35} (-0.41} (0.39} (0.77} (0.592 (1.122 (0.35} (0.432 (0.942 

Note: The z-scores for PTGI subscales were calculated from normative data in Carboon et al. (2005), PTGI = Posttraumattc Growth Inventory, App Life= Appreciating Life, New Poss= New 
Possibilities, Pers St= Personal Strength, Relating= Relating to Others, Relig I Spir =Religion & Spirituality, [bold]= exceeding one standard deviation from norm mean 

v.> 
0 
0 
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AppendixH 

Published Manuscripts from Thesis Data 

Paper 1: 

Morris, B. A., Shakespeare-Finch, J., & Scott, J. L. (2007). Coping processes and 

dimensions of posttraumatic growth. Australasian Journal of Disaster and 

Trauma. Retrieved June 27, 2007, from http://trauma.massey.ac.nz/issues/2007-

l /morris.htm 

Paper 2: 

Morris, B. A., Shakespeare-Finch, J., & Scott, J. L. (2008). An interpretative 

phenomenological investigation of adjustment and posttraurnatic growth after a 

diagnosis of haematological malignancy. Proceedings of the Australian 

Psychological Society 43rd Annual Conference, Hobart, Australia, 229-233. 

These two articles have been 
removed for copyright or proprietary 
reasons.




