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Professor Hiram Beltrán-Sánchez, Co-Chair 

 
 
 
 Asian American is predicted to be the largest immigrant group by the year 2055. Breast 

cancer is the primary cancer diagnosis and the second-leading cause of death among Asian-

American women. Despite the lengthy presence of Asian immigrants in the US and the recent 

predictions of increasing breast cancer incidence in this population, the unique cultural needs and 

psychological responses to cancer survivorship remain relatively unknown. In order to expand 

the understanding in Asian American breast cancer survivorship, this dissertation applied the 

Transactional Model of Stress and Coping to examine how stressors experienced by the Asian 

American breast cancer survivors and their coping use influenced their psychological well-being.  

 Secondary data analysis was conducted on 233 participants (Chinese = 44%, Japanese = 

37%, and Vietnamese = 19%) who completed qualitative questionnaires that assessed their 
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physical, emotional, social, and financial stress. Participants also completed standardized 

measures on their coping strategies used and psychological well-being. The analysis on the 

relationship between stress and psychological well-being indicated that higher levels of stress (in 

all four types of stressors) were associated with poor psychological well-being. Moderation of 

ethnicity on the relationship between stress and psychological well-being was unable to be tested 

due to low sample size.  

 The analysis of the relationship between coping and psychological well-being revealed 

ethnic differences in the following coping strategies: expressive suppression, active coping, 

denial, use of emotional support, use of instrumental support, positive reframing, acceptance, and 

self-blame. The increased use of all emotion-focused coping strategies of positive valence and 

problem-focused coping strategies was associated with good psychological well-being (except 

the relationship between cognitive reappraisal and self-stigma). Furthermore, the increased use 

of all emotion-focused coping strategies of negative valence was associated with poor 

psychological well-being. Moderation of ethnicity on the relationship between coping and 

psychological well-being could not be tested due to low sample size. Mediation of coping on the 

relationship between stress and psychological well-being could not be tested either, due to low 

sample size. The findings from this dissertation could advance public health theories and 

improve doctor-patient communication with Asian American breast cancer survivors. 
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Chapter 1 - Introduction 

Problem Statement 

 The Asian-American population grew by 81% from 2000 to 2019 (from approximately 

10.5 million to 18.9 million), making it the fastest-growing ethnic group in the US from 2000 to 

2019 (Budiman & Ruiz, 2021). Asian immigrants are predicted to be the largest immigrant group 

by the year 2055 (López et al., 2017), accounting for 9.3% of the total US population by 2060 

(compared to 5.4% in 2014) (Colby & Ortman, 2015). Notably, for Asian-American women 

breast cancer is the primary cancer diagnosis (Gomez et al., 2010) and the second-leading cause 

of death (National Cancer Institute, 2015; Torre et al., 2016). Recent research showed that 

approximately one in ten Asian-American women will be diagnosed with breast cancer in their 

lifetime (NCI, 2015), and this incidence rate has been gradually increasing (DeSantis et al., 2017; 

Gomez et al., 2017; NCI, 2015), especially for women with longer US residency or who were 

born in the US (Gomez et al., 2010; Morey et al., 2019; Stanford et al., 1995; Ziegler et al., 

1993).  

 Despite the presence of Asian immigrants in the US for the past 400 years and the recent 

impactful findings and predictions regarding increasing cancer incidence in this population, the 

unique cultural needs and psychological responses to cancer survivorship have remained 

relatively unknown compared to other ethnic groups (i.e., African Americans and Hispanics). 

Asian American breast cancer survivors (AABCS) embody diverse cultural value systems and 

therefore have cultural needs that are understandably different than those who primarily live by 

the mainstream, Westernized value system. Cultural differences in the breast cancer experience 

have been described for African American (approximately 2466 studies) and Latina 

(approximately 1181 studies) breast cancer survivors, and these differences shape the survivors’ 
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psychological experiences and responses in cancer survivorship. Therefore, in order to discover 

and understand some of the specific cultural similarities and differences in emotional responses 

of the diverse groups of AABCS, this study examined varying stressors that the three groups of 

AABCS (Chinese, Japanese, and Vietnamese) experienced and their preferred ways of coping to 

promote or maintain their psychological well-being.  

Cultural Values Shaping the Breast Cancer Experience 

 In order to understand the potential psychological experiences and responses of AABCS, 

it is important to first establish how different cultural values have defined the idea of self in the 

Asian and Asian-American communities. In Asian cultures interdependence is the backbone of 

the social value system (Markus & Kitayama, 1991). Asians, as a group, tend to define and 

perceive themselves based on the quality of their social interactions and connections with others 

(Zane & Huang, 2016). Thus, one of the major Asian cultural goals is to maintain social 

harmony (Kitayama et al., 2000) in the hope of preserving the quality of their relationships with 

other people (Zane & Huang, 2016). In contrast to the Asian value system, the Non-Hispanic 

White (NHW) mainstream society values and promotes independence, autonomy, and 

individuality (Markus & Kitayama, 1991; Yeh et al., 2006). Some of the NHW cultural goals are 

to discover, actualize, and confirm an individual’s abilities, skills, and personality traits 

(Kitayama et al., 2000).  

 Based on the above cultural differences between Asians and NHWs, it becomes 

understandable why AABCS tend to drop out of social support groups grounded in the values of 

personhood as described in western psychology. Some AABCS felt misunderstood by the 

mainstream social support group professionals, and that their social needs were not met because 

they felt uncomfortable with the more independence-framed goals that conflicted with their 
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Asian cultural objectives of supporting others, rather than the self (Henrich et al., 2010; Kagawa-

Singer, 1988; Fung, 2003).  

Keeping in mind the fundamental cultural value differences and social etiquette 

expectations between the Asian Americans and NHWs, the experience of having had cancer are 

also quite different between the two groups (and the following are three such examples). First, 

some AABCS consider themselves a burden to their caretakers because they pull the caretakers 

away from fulfilling their social roles (e.g., their husbands taking time from work to drive them 

to medical appointments). Also, the women might consider themselves a burden because they 

have been raised to believe that as women, they are the givers of care to others (not the recipient) 

(Kagawa-Singer & Wellisch, 2003; Tsai et al., 2011). To avoid being a burden to others, AABCS 

might go through the stressful experience of breast cancer by managing their own emotions, 

rather than sharing their feelings and diagnosis with others (Yoo et al., 2017).   

Second, sometimes in order to mediate personal needs and the Asian values of social 

harmony and interdependence, the AABCS might suppress (or be reluctant to share) their 

feelings rather than express them to close confidants (Lu et al., 2018). For example, the survivors 

might not accept the offerings of functional support (i.e., receiving foods from friends), because 

it is customary in Asian culture for individuals receiving social support to immediately 

reciprocate the kindness and appreciation by preparing a meal (or engaging in other similar 

activities) in return to the giver. Therefore, the survivors undergoing breast cancer treatments 

might choose to decline social support from others (or simply refuse to tell anyone outside the 

immediate family) in order to avoid the cultural expectation and obligation of reciprocity that 

might be emotionally and physically burdensome.  

Third, the cultural difference in cancer experience does not only pertain to women with 
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breast cancer. Chien et al (2017) found that Asian men with prostate cancer might not express 

their negative emotions and chose to hide their cancer status because of face and dignity. Asian 

cultures, especially the Chinese culture, promote maintaining “face” and honoring their family 

name, and expressing negative emotions would be a sign of defeat and weakness of both the 

individual and their family (Chien et al., 2017; Wu & Tseng, 1985).     

Given the core cultural value differences between the western and eastern societies, the 

above examples illustrated that the types of stressors experienced and coping styles used differed 

by cultural expectations for the AABCS. Consequently, this study was designed to explore how 

unique stressors and coping styles likely influence the AABCS’ psychological well-being. 

Second, this study examined the psychological well-being of women from three AABCS groups 

(Chinese, Japanese, and Vietnamese) in order to compare and contrast the potential differences 

in stress and coping in each Asian group. It is important to underscore that each Asian subgroup 

has a set of unique cultural values, so these groups are not homogeneous. Each group’s 

experience of the stressors and its coping styles used might likely be notably different (Yoo et 

al., 2014). 

Thus, this study proposed to first identify specific stressors encountered by AABCS, then 

examine the relationship between those stressors and the AABCS’ psychological well-being. 

Next, the relationship between the coping style used and the AABCS’ psychological well-being 

would be evaluated, and finally, the combined influence of the stressors and coping style used 

would be used to assess the AABCS’ psychological well-being.  

Study Significance  

 As noted, the Asian-American population in the US is rapidly growing, and there will be 

a major influx of Asians immigrating to the US in the upcoming decades. Concurrently, there 
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will be a gradual increase in the breast cancer incidence rate in the Asian-American community 

(Torre et al., 2016). Currently, less than 100 published studies (from the year 1966 to 2021) have 

focused on identifying and addressing the psychological responses and unique cultural needs of 

this population – needs that could be met with culturally synchronous strategies to improve the 

psychological well-being of breast cancer patients. Seeing the dearth of research on the influence 

of stress and coping on the psychological well-being of AABCS, this study was designed to 

contribute to the current literature by completing the following. 

First, of the less than 100 published studies, none specifically examined stress, coping, 

and psychological well-being of AABCS by using the Transactional Model of Stress and Coping 

(TMSC) (Lazarus & Folkman, 1984). In the literature review conducted for this dissertation, 

only two breast cancer studies (Jang & Kim, 2018; Kang et al., 2020) were found that 

investigated the psychological impact of breast cancer on Asian women by using the TMSC, and 

these studies were conducted with Korean women living in Korea. Furthermore, only one study 

was found that used the TMSC to examine the emotional adjustment at diagnosis and post-

surgery on Non-Hispanic White breast cancer survivors in Ireland (Groarke et al., 2013). Finally, 

only one study used the TMSC to examine the relationship of stress, coping, and changes in 

health behavior of an ethnically representative sample of cancer patients in the U.S. (Parelkar et 

al., 2013). From the literature review, a handful of studies showed that the TMSC in breast 

cancer studies was under-used, and non-existent in AABCS studies.  

The TMSC was judged useful for this study because it is comprehensive in examining the 

specific components of stress and coping (Mukwato et al., 2010; Shavaki et al., 2020; Thomsen 

et al., 2010; Zakowski et al. 2001). Moreover, the model has been used to examine women’s 

adjustment to breast cancer (Groarke et al., 2013; Jang & Kim, 2018), prostate cancer (Chien et 
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al., 2017), and other chronic diseases (Sanaeinasab et al., 2017; Tung et al., 2007). All studies 

cited in this and the last paragraph are discussed in more detail in chapter three.   

The TMSC was the model of choice for this dissertation because it assumed that stress 

resulted from the interaction between the person and the environment, and it also assumed that 

coping choices led to coping outcomes. This model was determined to be the most appropriate 

for this dissertation because it finely examined the influence of stress and coping on 

psychological well-being of Asian-American women. In this dissertation specific stressors were 

identified, then the choice of coping strategies was examined, and finally the influence of both 

stress and coping strategies on the psychological well-being (the coping outcome) was examined. 

Second, multidimensional stressors (physical, emotional, social, and financial) were 

examined to gain an understanding of their impact on the women’s psychological well-being. 

Previous research showed the importance in examining multiple dimensions of stressors because 

cancer survivors often encounter a variety of problems (i.e., pain, fatigue, and relationship issues 

with their families) at the same time (Manuel et al., 2007) (the multidimensional concept of 

stress is described further in chapter three and the operationalization of the multiple stressors is 

described in chapter four). Knowing and understanding the specific stressors that influenced the 

AABCS’ psychological well-being could enable researchers and practitioners to support the 

survivors more effectively by helping the AABCS to implement more culturally compatible 

coping strategies to alleviate stress, and potentially improve the survivors’ psychological well-

being. 

Third, this study compared and contrasted the influence of stress and coping strategies on 

the psychological well-being among three different Asian groups of women (Chinese, Japanese, 

and Vietnamese), instead of assuming homogeneity among Asian Americans in most studies 
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(Danhauer et al., 2009; Durá-Ferrandis et al., 2016; Link et al., 2005; McGinty et al., 2012; 

Merluzzi et al., 2019; Stanton et al., 2000). This dissertation aimed to reflect the unique Asian 

American subgroups differences rather than aggregating the subgroups as one. One purpose to 

disaggregate the groups was to advance the science in defining culture (Kagawa-Singer et al., 

2015) -- and that is to use science to identify cultural differences.  

Fulfilling the above three goals could contribute to and advance the current literature by 

identifying and addressing the psychological responses and potentially unique cultural needs of 

different ethnic groups of AABCS, thus helping in the development and implementation of more 

culturally-informed social-support programs to maintain or improve the psychological well-

being of AABCS (Lu et al., 2017). Also, this dissertation could provide insights into more 

culturally compatible ways to cope with cancer as well as discover more productive ways to 

support Asian-American patients and their families through the breast cancer experience. Lastly, 

this research could potentially benefit the psychotherapeutic community to learn how to provide 

individualized and/or group services that are sensitive to ethnic variations in cultural beliefs and 

practices. 

Aims, Research Questions, and Hypotheses  

 Using Lazarus & Folkman’s Transactional Model of Stress and Coping, the following 

factors were used to examine the relationship of the breast cancer experience and the survivors’ 

psychological well-being: (a) the stressors experienced (physical, emotional, social, and 

financial); (b) the coping strategies used (emotion- and problem-focused strategies); and (c) how 

both the stressors and coping styles impacted the women’s psychological well-being (self-

stigma, self-perceived burden, and posttraumatic growth). 
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Aim 1 

 To assess the stressors that influenced the psychological well-being of Chinese-, 

Japanese-, and Vietnamese-American breast cancer survivors.   

Research Question 1. Asian American breast cancer survivors experienced physical, 

emotional, social, and financial stressors. How did each stressor influence the breast cancer 

survivors’ self-stigma, self-perceived burden, and posttraumatic growth? 

H1) Asian American breast cancer survivors who experienced substantial physical pain would 

have more self-stigma and self-perceived burden, and would have less posttraumatic growth than 

did survivors who experienced no physical pain.  

H2) Asian American breast cancer survivors who worried a great deal about their cancer 

recurrence and its interference on their lives would have more self-stigma and self-perceived 

burden, and would have less posttraumatic growth than did survivors who did not worry about 

cancer recurrence and its interference on their lives. 

H3) Asian American breast cancer survivors who did not feel closer to people in their social 

network as a result of their breast cancer experience would have more self-stigma and self-

perceived burden, and would have less posttraumatic growth than did survivors who felt closer to 

people in their social network.  

H4) Asian American breast cancer survivors who experienced more financial stress would have 

more self-stigma and self-perceived burden, and would have less posttraumatic growth than did 

survivors who experienced less financial stress. 

H5) There would be no difference between the Chinese-, Japanese-, and Vietnamese-Americans 

in their experience of the above four stressors and their level of self-stigma, self-perceived 

burden, and posttraumatic growth. 
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Aim 2 

 To assess the relationship between coping and the psychological well-being of the 

Chinese-, Japanese-, and Vietnamese-American breast cancer survivors.  

Research Question 2. How did the coping strategies used influence the breast cancer 

survivors’ self-stigma, self-perceived burden, and posttraumatic growth?    

H1) An increase in emotion-focused coping strategies of positive valence would be associated 

with a decrease in self-stigma and self-perceived burden, and an increase in posttraumatic 

growth.  

H2) An increase in emotion-focused coping strategies of negative valence would be associated 

with an increase in self-stigma and self-perceived burden, and a decrease in posttraumatic 

growth.  

H3) An increase in problem-focused coping strategies would be associated with a decrease in 

self-stigma and self-perceived burden, and an increase in posttraumatic growth.    

H4) There would be no difference between the Chinese-, Japanese-, and Vietnamese-Americans 

in the use of all coping strategies and their levels of self-stigma, self-perceived burden, and 

posttraumatic growth.  

Aim 3 

 To examine both stress and coping on the psychological well-being of the Chinese-, 

Japanese-, and Vietnamese-American breast cancer survivors. 

Research Question 3. How did different ways of coping mediate the relationship 

between each stressor and the survivors’ self-stigma, self-perceived burden, and posttraumatic 

growth? 

H1) Emotion-focused coping strategies of positive (and negative) valence would mediate the 
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relationship of each stressor and self-stigma, self-perceived burden, and posttraumatic growth.   

H2) Problem-focused coping strategies would mediate the relationship of each stressor and self-

stigma, self-perceived burden, and posttraumatic growth.  

In order to gain a comprehensive understanding of the relationship among stress, coping, 

and psychological well-being in AABCS, this dissertation first provides a layout of the 

fundamental elements of the above dependent, independent, and mediating variables in chapter 

two. Chapter three describes the theoretical framework and conceptual model that guide and 

answer the above research aims and hypotheses. Chapter four introduces the research design and 

methodology of this dissertation, where operationalization and measurements of the dependent, 

independent, and mediating variables are explained. Chapter five describes and discusses the 

missing data issues; and the data analysis plan is presented. Chapter six presents the data analysis 

results. Chapter seven discusses the results and limitations of the above research aims and 

hypotheses. Finally, chapter eight provides the conclusion, implications, and the 

recommendation for future research. 

 

  



 

11 

Chapter 2 -  Literature Review 

Current Limitations of the Research  

 Asian American is the fastest growing immigrant group in the US (López et al., 2017), 

and breast cancer is the primary cancer diagnosis among Asian-American women (Gomez et al., 

2010). Research has shown that the incidence rate in the Asian-American population has been 

gradually increasing (DeSantis et al., 2017; Gomez et al., 2017; NCI, 2015). However, from the 

year 1966 to 2021, fewer than 100 breast cancer survivorship studies have examined the 

psychological well-being or quality of life of AABCS. This dissertation aimed to add to the 

literature in breast cancer survivorship by examining and gaining a better understanding of: (a) 

the specific stressors that influenced psychological well-being; (b) the coping strategies that were 

associated with psychological well-being; and (c) the influence of the combination of stress and 

coping on psychological well-being.  

 It was important to assess specific stressors and coping among AABCS for two reasons. 

First, how stress is experienced is not universal (De Faye et al., 2006). For example, Asian-

American women experience unique cultural stressors that are brought on by the women’s 

immigrant status such as acculturation stress, language barrier (Dhooper, 2003), and financial 

difficulties (Lee et al., 2013). Second, coping preferences are influenced by cultural beliefs and 

culture-specific ways of coping and help-seeking (Gonzalez et al., 2016). Knowing that stress 

and coping preference could be culturally influenced, this dissertation also compared the 

influences of stress and coping on the psychological well-being across three groups of Asian-

American women (Chinese, Japanese, and Vietnamese). Past breast cancer survivorship studies 

have tended to focus on the comparison between NHWs and AABCS, while neglecting the 

potential cultural value differences among Asian subgroups that could contribute to their coping 
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preference and psychological well-being.  

 Before this dissertation introduces the fundamentals of stress and coping from the 

Western literature, it is essential to first examine the Asian cultural value system and then 

understand the differences in value systems among the three Asian-American groups.  

Description of the Asian Cultural Value System 

 In Western societies, such as the United States and United Kingdom, the individual is 

independent and self-reliant, and is the key to one’s worldview and social functioning (Chu, 

1985; Markus & Kitayama, 1991). The individual is also seen as independent from authority 

(Devos, 1985), and in charge of her self-esteem and future (Hsu, 1985). Parents and siblings are 

considered to play a major role in one’s life until one reaches the legal age of 18, when the goal 

of independence is socially recognized to commence. The relationship between immediate 

family members then becomes voluntary with few formal obligations (Adams & Plaut, 2003), 

and the individual’s social networks outside of the immediate and extended family often take on 

a higher level of importance (Hsu, 1985).  

 Compared to the individualistic self in western societies, Asian societies view the 

individual as part of a collectivistic system (Markus & Kitayama, 1991). Interdependence 

between members is highly valued, and the collective/group success, and particularly the family, 

is the ultimate goal (Kitayama et al., 2000). Within an individual’s varied social networks, the 

individual is expected to put her individual needs below those of the group members and 

cooperate, accommodate, and collaborate with others to maintain in-group stability and harmony 

(Ino & Glicken, 2002; Kitayama et al., 2000; Markus & Kitayama, 1991). Although the above 

social expectations might be changing, these traditional values continue to guide the age group of 

women most represented in the breast cancer population of this dissertation.  
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 The Eastern perspective views the self as integral to a collective identity. The individual 

is composed of (and realized from) one’s social role and behavioral expectations in one’s 

interpersonal relationships, which begin within one’s family (Chu, 1985). Furthermore, the 

collective individual is composed of the types of social obligations and expectations of one’s 

family social position, gender, and age in the family (Ino & Glicken, 2002). In an Asian nuclear 

family, the father is the main breadwinner and the head of the household, but he is also an 

integral part of his extended family, and loyalty and respect are still paid to his (and his wife’s) 

siblings, parents, and elders (Ino & Glicken, 2002). The mother plays the role of nurturer for her 

nuclear family as well as her husband’s extended families, and her own maternal family. The 

mother’s main role is to take care of her husband and her children, and to facilitate 

communication between the two (Ino & Glicken, 2002). Both the father and mother establish a 

new collective self when they marry each other (notably by integrating their lives with each 

other’s extended families) (Ino & Glicken, 2002). In contrast, in western societies, the new 

family tends to be viewed more as an independent unit, except in times of crisis.  

 The above brief overview highlights the fundamental cultural value differences of the self 

between Asian and NHW women. Below, this dissertation describes the cultural value and belief 

differences among the three Asian groups. Asian groups differ in culture, language, historical 

experiences, and immigration pattern (Srinivasan & Guillermo, 2000), so their stress experience, 

coping preference, and psychological well-being could be different.  

Chinese 

 The Chinese value and belief system is based on the Confucianist, Taoist, and Buddhist 

philosophies (Kupperman, 1999) that emphasize virtues such as loyalty, filial piety, chastity, 

integrity, dignity, endurance, courage, and submission to authority (Chu, 1985). In Chinese 
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culture, women are tied to their parents and close relatives (Hsu, 1985). Traditionally, women 

follow their fathers before marriage, after marriage they follow their husbands, and after the 

death of their husbands they follow their sons (Chu, 1985). Chinese women are expected to be “a 

good wife and loving mother” by maintaining harmony within and outside of the family in order 

to promote health in the family (Simpson, 2005). Relationships outside of the family network are 

less important (Hsu, 1985), and seeking social support from family and friends might lead the 

women to “lose face” thus inviting criticism from family members (Chang, 2015).  

 Given the close familial ties, along with the Chinese belief that a person’s existence is a 

reflection of her family, the belief that her body, hair, and skin belong to the parents, so the 

removal or alteration to any body parts without parental permission is considered disrespectful 

(Chu, 1985). Therefore, it is understandable that a woman’s breast cancer journey could be a 

collective experience where family members partake in treatment decisions (Li & Lambert, 

2007; Lee et al., 2013). The health beliefs of the Chinese are rooted in Confucianist, Taoist, and 

Buddhist philosophies where health is the: (a) harmony between the body and mind, and (b) 

harmony between the individual and nature (Fu et al., 2008). An example of a disturbance to the 

body and mind is expressing strong emotions such as anger, which is considered as a weakness 

that could be a cause of illness (Wu & Tseng, 1985). If there were disturbances to the harmonies, 

then the harmonies must be restored in order for the individual to regain health.  

Vietnamese 

 According to Nguyen (1985), similar to Chinese culture, Buddhism, Confucianism, and 

Taoism play a significant role in shaping Vietnamese cultural values and beliefs. As with the 

Chinese, family is considered to be the primary social unit, and there is a familial and social 

hierarchy where the elders, parents, physicians, and teachers are respected and the ancestors are 
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worshipped. Vietnamese believe that behaviors reflect the self and the family, so people should 

behave in modest ways (i.e., acting shy and passive to facilitate group harmony). Strong 

emotions, physical affection, and hostility should not be expressed; rather those emotions should 

be kept to oneself.  

 Based on the above-described cultural values, it is reasonable to assume that Vietnamese 

might cope differently than do other Asians. For the Vietnamese negative events in life are seen 

as destinies, and often avoidance is used to cope with stressors, because displaying strong 

emotions is considered as a weakness and an obstacle to self-control. Moreover, one should 

appear content and without complaints. When enduring life-changing events such as death, 

fatalism is practiced. Vietnamese women also have their own set of health beliefs. For example, 

they prefer self-medication but not surgical procedures. Surgical operations are seen as hospital 

admission, and hospital admission is often associated with death. Therefore, patients tend to 

avoid surgical operations. Healthcare decisions often heavily depend on family, because (as 

noted) family welfare plays a central role in the women’s lives. Notably, a breast cancer 

diagnosis is considered a cultural shame, so some women are reluctant to share their diagnosis 

with other people (i.e., extended family and friends) (Yoo et al., 2017).  

Japanese 

 The Japanese value and belief system is based on the Confucianist and Buddhist 

philosophies (Matsumoto et al., 1995). The Japanese cultural value system is similar to the 

Chinese and Vietnamese, but it also has certain distinct characteristics. The cultural interpersonal 

dynamics that make the Japanese Americans different from the Chinese and Vietnamese are that 

Japanese are more accepting of those who are unrelated to them by kinship or marriage, so they 

may have larger social networks than do the Chinese, but significantly less so than the NHWs 
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(Hsu, 1985). The larger social network may indicate more social resources during a time of 

emotional and functional need (e.g., during breast cancer treatments). Japanese tend to attribute 

fate, luck, or predetermined destiny to negative events (Matsumoto et al., 1988). One of the 

Japanese health practices is that doctors and families are reluctant to tell the patients of the 

severity of their diagnosis, in hope to protect the patients emotionally (Takahashi & Kai, 2005). 

Physicians are highly respected in Japanese culture, so patients tend to comply with the 

physicians’ treatment recommendations regardless of their preferences (Matsumoto et al., 1995).  

 Identifying the fundamental differences in cultural values and health beliefs among the 

Chinese, Japanese and Vietnamese Americans have provided a more grounded basis to view the 

potential similarities and differences between the three groups of Asian Americans in stress, 

coping, and psychological well-being.  

What is Stress 

 “Psychological stress is defined as a particular relationship between the person and the 

environment that is appraised by the person as taxing or exceeding his or her resources and 

endangering his or her well-being” (Lazarus and Folkman, 1984, p.19). The process of appraisal 

helps the individual to determine whether a particular stimulus is a stressor. Lazarus and 

Folkman hypothesize two types of appraisals: primary and secondary. Primary appraisal is a 

process where the individual decides whether an event is indeed a stressor. There are three types 

of primary appraisals: (a) irrelevant; (b) benign-positive; and (c) stressful. If an event was 

categorized as irrelevant, then it would not negatively impact the individual’s well-being. If an 

event was seen as benign-positive, the event would be viewed as beneficial to the individual’s 

well-being. However, if an event was labeled stressful, then it would negatively impact the 

individual’s well-being. Once the primary appraisal is completed, secondary appraisal will take 
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place where the individual explores the options in resolving the stressor.  

Stress Experienced by Asian American Breast Cancer Survivors  

Asian American breast cancer survivors experience a set of unique stressors, and new 

types of stressors arise and develop during different stages of the cancer experience (Ganz, 

2000). When Asian-American women were diagnosed with cancer, some were reluctant to seek 

early care or disclose their illness to their families, because they wanted to continue to support 

their families emotionally and physically, while avoid being a burden to their families (Ashing et 

al., 2003; Fu et al., 2008; Lee et al., 2013). Asian women who are mothers take on the role of the 

nurturer who is responsible for both her own and her husband’s extended families, as well as her 

own children (Ino and Glicken, 2002; Kagawa-Singer & Wellisch, 2003). Despite the women’s 

disease stage, some felt that family expectations on their roles as wife, daughter-in-law, 

daughter, and/or mother persisted. Some survivors reported that they continued to perform daily 

chores (i.e., cooking and taking care of the children) during treatments, rather than receiving help 

from their family members (Ashing-Giwa et al., 2004).  

According to Ashing et al. (2003), during treatments some AABCS experienced the 

following problems that prevented them from receiving favorable quality of care: (1) their social, 

economic, and immigrant status; (2) language barriers that led to communication problems with 

the medical team; (3) monolingual experienced difficulties obtaining interpreters for their 

doctor’s visits and finding information that were offered in their native language; (4) insurance 

difficulties that limited their stay in the hospital; and (5) medical debt from a lack of financial 

support from the government.  

  In addition to the above set of cultural stressors brought on by treatments, the treatment 

side effects could also result in specific physical and emotional stressors that could linger for 
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more than 10 years post treatments (Pumo et al., 2012). Some physical stressors included hair 

loss, lingering pain, and lingering fatigue (Andrykowski et al., 2008; Lee et al., 2013). Some 

emotional stressors included fear of cancer recurrence, body image issues, irritability, and anger 

(Andrykowski et al., 2008; Ashing-Giwa et al., 2004; Landmark & Wahl, 2002; Landmark et al., 

2008; Manuel et al., 2007). The women’s sense of reduced self-worth and unhappiness were 

associated with their depressive symptoms (Ashing et al., 2003). Some women reported that the 

anxiety was worse than the physical pain that they experienced, and that anxiety usually peaked 

around the time of annual exams (Ashing-Giwa et al., 2004). In addition to physical and 

emotional stressors, some women also encountered social stressors where the cancer experience 

led to relationship and communication problems with their family and friends (Lauver et al., 

2007; Manuel et al., 2007).  

Financial and work stressors were also a source of distress where some women had to 

quit their jobs after diagnosis or they were viewed as incompetent because of their cancer status 

(Lauver et al., 2007; Lee et al., 2013). Asian American breast cancer survivors of low 

socioeconomic status might also encounter stress such as needing to work full time to pay for 

living expenses and having no medical insurance (Ashing et al., 2003).  

Given the above literature review on the variety and complexity of stress that AABCS 

experienced, this dissertation used the multidimensional of concept of stress (Andrykowski et al., 

2008; De Faye et al., 2006; Landmark et al., 2008; Lee et al., 2013; Trail et al., 2004) to assess 

the physical, emotional, social, and financial stressors that the women encountered. These 

stressors are described in detail and operationalized in chapters three and four.  

What is Coping 

Coping is defined as “constantly changing cognitive and behavioral efforts to manage 
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specific external and/or internal demands that are appraised as taxing or exceeding the resources 

of the person” (Lazarus and Folkman, 1984, p. 141), and the term “coping function” is to 

describe the specific coping strategies that are adopted by people to resolve stressful situations 

(Lazarus and Folkman, 1984). Two broad categories of coping styles are generally used: 

problem-focused and emotion-focused coping. Successful coping could bring emotional relief 

and/or positive emotions.  

Problem-focused coping is planned actions that are used to remove the stressor (threat) in 

order to resolve the stressful event. Some of the problem-focused coping strategies include: (a) 

direct problem solving (e.g., did something to solve the problem); (b) problem-focused support 

(e.g., figured out what I could do by talking to my family); and (c) cognitive decision-making 

(e.g., thought about what I need to know to solve the problem) (Leung, 2010). A breast cancer 

patient might employ problem-focused coping by adhering to the strict regimen of the adjuvant 

therapy after surgery in the hope of recovery from the disease. In some instances the stressor 

could not be eliminated, then the distressed patient might use emotion-focused coping to 

decrease (or eliminate) her negative emotions. Some of the emotion-focused coping strategies 

include: (a) expressing feelings (e.g., cried to myself); (b) religious coping (e.g., sought God's 

help); and (c) distracting actions (e.g., watched TV and/or listened to music) (Leung, 2010).  

Coping function could also be categorized as approach-oriented coping and avoidance-

oriented coping. Approach-oriented coping refers to strategies that are problem-focused, and 

avoidance-oriented coping involves strategies that the individual employed to avoid dealing with 

the stressors (Carver and Vargas, 2011). Despite the variety of coping taxonomies, this 

dissertation chose the taxonomy established by Lazarus and Folkman (1984) because this study 

used Lazarus and Folkman’s TMSC to guide and answer the research questions and hypotheses 
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(more about the decision in using the TMSC are described in chapter three).  

Coping and Chronic Illness 

Although the above categorization of coping strategies by Lazarus and Folkman (1984) 

and Carver and Vargas (2011) are applicable to most populations in the majority of stressful 

situations, Shontz (1975) proposed a coping process in chronically ill patients that needs to be 

mentioned in this literature review (please see below), because it could provide insights into the 

process and outcome of coping for AABCS.    

Shontz (1975) postulated that chronically ill patients (such as breast cancer patients) go 

through four stages of coping. First, the patient is shocked at the diagnosis, at this point some 

patients will withdraw emotionally, while others will engage with efficiency (e.g., following the 

doctor’s instructions). Second, the patient goes through the encounter phase where she 

experiences negative emotions such as helplessness, anxiety, and disorganization. Third, the 

patient is at the stage of retreat where she will engage in denial and be emotionally indifferent. 

Fourth, the patient engages in reality testing. According to Shontz, a patient has to go through all 

of the above stages in order to achieve positive psychological well-being, where the individual 

experiences more positive emotions and less negative emotions.  

Coping as a Moderator or Mediator 

 Based on Shontz’s coping model, coping strategies can be used as both mediators and 

moderators in examining the relationship between stress and psychological well-being. Coping 

strategies are viewed as moderators when they lessen the negative emotions brought on by a 

traumatizing event, on the other hand coping strategies are viewed as mediators when they 

change the nature of the stressful event and psychological well-being relationship by bringing on 

positive emotions.  
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Regardless of whether coping is acting as a mediator or moderator, it plays a significant 

role in shaping an individual’s well-being. Bellizzi and Blank (2006) found that coping 

contributed to 12% to 21% of the variance in psychological growth. In order to thoroughly assess 

the influence of coping on psychological well-being, this dissertation tried to examine coping as 

a mediator between the relationship of stressors and psychological well-being. The two coping 

scales this study chose to use were the Emotion Regulation Questionnaire (ERQ) (Gross & John, 

2003) and the Brief COPE Inventory (BCOPE) (Carver, 1997). The format and psychometric 

properties of the two standardized measures are introduced in chapter four. Below, this 

dissertation introduces how the ERQ and BCOPE have been used as moderators and mediators 

when assessing the psychological well-being of cancer survivors. 

Emotion Regulation Questionnaire and Brief COPE Inventory as Moderators and 

Mediators  

The ERQ has two subscales: cognitive reappraisal and expressive suppression (Gross & 

John, 2003). Cognitive reappraisal is where the individual reinterprets the stressor as benign or 

harmless, and this coping strategy is considered as adaptive (Gross, 2015). Cognitive reappraisal 

is associated with positive affect, positive well-being, and lower depressive symptoms (Gross & 

John, 2003). Expressive suppression is where the individual tries to ignore the emotion, while 

inhibiting expressive behavior or suppressing thoughts that are associated with an emotional 

response (Gross, 2002). Expressive suppression is considered as maladaptive (Gross, 2002) and 

is associated with decreased positive affect, and increased anxiety, pain, and chronic fatigue 

(Amstadter, 2008; Chalder & Hill, 2012; Koechlin et al., 2018).  

The BCOPE has 14 subscales (Carver, 1997), but this dissertation only focused on seven 

of those: active coping, denial, use of emotional support, use of instrumental support, positive 
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reframing, acceptance, and self-blame. The BCOPE strategies could be divided into two 

categories: engagement and disengagement (Roesch et al., 2005). Engagement coping strategies 

include active coping, positive reframing, and seeking support (Yang et al., 2008). The 

engagement coping strategies are associated with better quality of life (Ransom et al., 2005) and 

less psychological distress (Carver, 1993). Disengagement coping strategies includes denial, 

have been associated with poor quality of life (Ransom et al., 2005) and more psychological 

distress (Carver, 1993).  

When examining coping as a moderator or mediator on the psychological well-being of 

breast cancer survivors, the following studies revealed several significant findings. First, Carver 

(1993) used the COPE (which is similar to the BCOPE) and found that NHW breast cancer 

patients’ use of acceptance, denial, and behavioral disengagement mediated the relationship of 

optimism and distress. Second, Yang et al. (2008) used the BCOPE to examine stress and quality 

of life in mixed race breast cancer survivors and found that engagement coping moderated the 

effect of stress symptoms on psychological well-being, whereas disengagement coping mediated 

the effects of stress symptoms on psychological well-being. Disengagement coping could be 

effective except in the case of using denial or drinking as distraction. Third, in a mixed race (but 

predominantly NHW), mixed gender, and mixed cancer sites study, Merluzzi et al. (2019) used 

BCOPE to examine the relationship between stressful life events and quality of life of cancer 

survivors. Merluzzi et al. found that denial mediated the relationship between stressful life events 

and emotional quality of life.  

There are also studies that used coping as a moderator or mediator to examine the 

psychological well-being of Asian-American population. Braje and Hall (2016) used the BCOPE 

to examine the relationship between losing face and depression and social anxiety. Braje and 
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Hall reported that the relationship between losing face and depression was mediated by indirect 

coping strategies (i.e., denial and self-blame) but not direct coping strategies (i.e., active coping, 

use of emotional support, use of instrumental support, positive reframing, and acceptance). 

Furthermore, the relationship between losing face and social anxiety was mediated by both 

indirect and direct coping strategies. Lu et al. (2018) used the ERQ to examine expressive 

suppression in Chinese American breast cancer survivors, and found that cognitive reappraisal 

moderated the relationship between expressive suppression and quality of life.  

The above overview on stress and coping has provided a fundamental understanding of 

the topic. Before this dissertation examines coping in AABCS, it is important to first discuss 

coping in NHW breast cancer survivors in order to highlight the ethnic comparison in coping 

preference and its influence on the women’s psychological well-being.  

Coping with Breast Cancer in Non-Hispanic White Survivors 

 People from individualistic societies tend to focus on coping strategies that match their 

coping goals of promoting autonomy, self-fulfillment, and removing the stressors that invade the 

individual’s well-being. It is hypothesized that people who hold individualistic values tend to use 

approach-oriented strategies such as direct problem solving and positive cognitive restructuring. 

The research on NHW breast cancer survivors showed that women preferred to cope with breast 

cancer by using humor (Culver et al., 2002), seeking information (Landmark et al., 2008; Lauver 

et al., 2007), seeking social support (Danhauer et al., 2009; Landmark et al., 2008; Manuel et al., 

2007; Williams & Jeanetta, 2015), using positive cognitive restructuring (Danhauer et al., 2009), 

engaging in wishful thinking (Manuel et al., 2007), making changes (Manuel et al., 2007), 

engaging in planful problem solving (Wonghongkul et al., 2000), and journaling (Williams & 

Jeanetta, 2015). Lauver et al. (2007) found that NHW breast cancer survivors tended to use 
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acceptance, religion, emotional support, active coping, and distraction, but these women did not 

engage in self-blame, denial, or substance use. Drageset et al. (2009) discovered that women who 

were between diagnosis and surgery preferred to use the following strategies: avoidance, 

distraction, preparing for the worst, positive reframing, dealing with emotions, optimism, and 

hopefulness.  

Coping and Psychological Health in Non-Hispanic White Breast Cancer Survivors 

 The breast cancer survivors’ choice of coping strategies was related to their psychological 

well-being (Heim et al., 1997). Heim et al. described that poor coping (strategies that are 

negative and emotional i.e., resignation-fatalism, passive-avoiding attitudes, and self-blame) 

influenced negatively on psychological adjustment. People who engaged in avoidance coping 

tended to have more psychological distress (Charlton & Thompson, 1996). On the contrary, good 

coping (i.e., acceptance of illness, self-control, seeking and perceiving social and emotional 

support) influenced positively on psychosocial adaptation. Moreover, approach (versus 

avoidance)-oriented coping strategies were associated with a better quality of life (Avis et al., 

2005).  

 In an early literature, Friedman et al. (1989) reported that active coping strategies (i.e., 

reappraised the situation and then took actions) were positively associated with adjustment to 

breast cancer, while avoidant coping strategies (i.e., avoided direct confrontation or increased in 

food and tobacco consumption) were negatively associated with adjustment to breast cancer. In 

another early research by Stanton and Snider (1993), the researchers found that cognitive 

avoidance (i.e., wishful thinking) was associated with higher levels of distress in women coping 

with a breast cancer diagnosis. Adding to the early research, Classen et al. (1996) found that 

having a fighting spirit and being emotionally expressive were associated with good 
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psychological adjustment.  

 Echoing the above early research, Wonghongkul et al. (2000) and Stanton et al. (2000) 

found that positive cognitive restructuring was associated with better psychological adjustments. 

The following studies added to the field of coping and breast cancer in NHWs. First, Boyers 

(2001) reported that NHW early stage breast cancer survivors who engaged in active coping, 

positive reframing, planning, and seeking social support from friends had significantly higher 

levels of positive growth, compared to women who used less of these coping strategies. Second, 

Stanton et al. (2002) found that acceptance at the time of diagnosis predicted positive adjustment 

across time, while avoidance-oriented coping predicted greater fear of cancer recurrence. Third, 

Holland and Holahan (2003) found that positive reappraisal, planful problem-solving, and 

seeking social support were associated with positive psychological well-being in NHW breast 

cancer survivors. On the contrary, the use of distancing, self-control, escape-avoidance, and 

accepting responsibility were associated with negative psychological well-being in this NHW 

population (Holland & Holahan, 2003).  

 During recent years, Durá-Ferrandis et al. (2017) reported that disengagement and self-

distraction strategies that did not focus on resolving the stressors were associated with poor 

emotional functioning. The result from Durá-Ferrandis et al. was similar to the findings from the 

above researchers. All of the above studies showed that the preferred coping choice of NHWs 

was associated with their psychological health. When comparing the relationship of coping 

preference and psychological health between NHWs and other ethnic groups, this dissertation 

found the following.  

 In a study by Reynolds et al. (2000), researchers found that when compared the breast 

cancer survival of NHWs and Blacks in the US, NHWs were more likely than Blacks to cope 
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with their breast cancer experience by using higher levels of expressing emotions, problem 

solving, and escapism. Furthermore, expressing emotions was associated with better survival. 

Adding to the ethnic comparison, Patel-Kerai et al. (2017) found that compared to NHW women, 

South-Asian women reported higher levels of anxiety, depression, and fatalistic beliefs about 

breast cancer. Moreover, compared to NHW women, South-Asian women were more likely to 

cope using religion and had poorer quality of life. Patel-Kerai et al. also found that compared to 

NHW women, South-Asian and Black women reported poorer body image and held a greater 

belief that God was in control of their breast cancer.  

 The overview above has described the coping preference of NHW breast cancer 

survivors, and how their choice of coping strategies could influence their psychological well-

being. Furthermore, the overview has introduced the ethnic differences in coping. Below, this 

dissertation explores the coping preference of AABCS and their psychological well-being, and 

examines the coping preference between NHWs and Asian Americans.  

Coping with Breast Cancer in Asian American Survivors 

 Culture could potentially influence an individual’s coping preferences (Lam & Zane, 

2004). Unlike people from individualistic societies, those from collectivistic societies might 

focus on strategies that match their coping goals of promoting interdependence to remove the 

stressors that are threatening the well-being of the group (i.e., changing their feelings and 

thoughts to adjust to the environment) (Lam & Zane, 2004). Yeh et al. (2006) constructed a 

theoretical model hypothesizing that people from collectivistic cultures cope with stressors by 

focusing on the following dimensions: (a) family support; (b) respect for authority; (c) 

intracultural coping; (d) relational universality; (e) forbearance; (f) social activity; and (g) 

fatalism. The model by Yeh et al. (2006) provided an introduction of the potential cultural 
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differences of the coping goals and preference between NHW and AABCS. Below, this 

dissertation provides an overview of the preferred coping strategies used by AABCS. It is worthy 

to note that Asian women living in Asia versus Asian-American women might cope differently, 

so the coping preference of Asian women living in Asia is examined first.  

Coping in Asian Breast Cancer Survivors Living in Asia 

 Li and Lambert (2007) showed that Chinese women living in China frequently used 

planning, positive reframing, and self-distraction. Moreover, Chinese women diagnosed with 

early stage breast cancer tended to use optimism, confrontation, and social support (Zhang et al., 

2001). The Chinese women who had a mastectomy reported frequent usage of the following 

coping strategies: problem-focused, accepting reality, confronting problems objectively, and 

other different methods to solve problems (Lu, 2005).  

 Fu et al. (2008) reported that Chinese women in China coped with their breast cancer by 

facing the reality of the diagnosis, taking an active part in the cancer treatment, being optimistic, 

maintaining physical health, and lessening the impact of cancer on others by not being a burden. 

Fu et al. compared the coping strategies used by NHW breast cancer survivors and found that 

their coping choice was the same as the Asians (living in Asia) on the following strategies: 

keeping thoughts and feelings to themselves, seeking information, seeking and using social 

support, engaging in physical activities, avoiding negative people, using medication, and 

distracting or redirecting attention. Although there were similarities between the two ethnic 

groups, Chinese women (living in China) kept their cancer diagnosis from others. Moreover, 

Chinese women living in China preferred to use avoidance coping strategies such as self-

distraction, illusion, and escape (Li & Lambert, 2007; Zhao et al., 2001).  
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Coping and Psychological Health in Asian Breast Cancer Survivors Living in Asia  

From the literature review above this dissertation showed the connection between coping 

preference and psychological health in NHW breast cancer survivors. Below, this dissertation 

examines the coping and psychological health relationship in Asian breast cancer survivors 

living in Asia.  

Li and Lambert (2007) found that self-blame was a negative predictor of general well-

being in Chinese women with breast cancer. However, avoidance/distancing coping was 

negatively associated with distress in other Chinese breast cancer survivors (Chen et al., 2002; 

Chen et al., 2003). Another study found that acceptance and positive reappraisal were associated 

with a reduction in depressive symptoms (Lee et al., 2017). Also, Akechi et al. (2001) reported 

that helplessness and hopelessness were related to women’s poor psychological functioning in 

Japanese women.   

Coping in Asian American Breast Cancer Survivors  

 The research on AABCS showed that most women preferred to cope with breast cancer 

by seeking support from family and friends (Ashing et al., 2003; Lee et al., 2013; Paek & Lim, 

2016; So et al., 2013). Some AABCS preferred to seek social support outside of their families 

(Yoo et al., 2017). Tsai et al. (2011) reported that more acculturated Chinese women (versus low 

acculturated Chinese women) tended to receive more social support.   

 Religion was a preferred coping mechanism (Lee et al., 2013), especially for Asian-

American women who were less acculturated (Ashing et al., 2003). Women who were more 

acculturated tried to avoid isolation, not dwelling on the illness, and maintaining a positive 

attitude (Ashing-Giwa et al., 2004). Adding to the literature, Lee et al. (2013) reported that 

Chinese and Korean American breast cancer survivors felt lonely, and they felt a lack of social 
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support and culturally relevant resources to help them to cope with their stress. These women 

rarely discussed their stress with their family and friends (Lee et al.). Furthermore, Gonzalez et 

al. (2016) found that Chinese American breast cancer survivors reported their most used coping 

strategy was benefit finding, while Korean American breast cancer survivors reported using 

religion and spiritual coping methods. Although coping strategies such as denial and self-

distraction were used the least, Lu et al. (2018) found that Chinese American breast cancer 

survivors preferred to use expressive suppression (where women actively suppressed their 

feelings rather than freely expressed them). Some AABCS reported that the use of emotion-

focused coping strategies (such as expressive suppression that was described above) helped them 

to manage their emotions so other people would not feel burdened by their diagnosis (Yoo et al., 

2017).  

 When examining the usage of coping strategies, the stage of breast cancer should also be 

considered. Yoo et al. (2017) found that young AABCS coped with breast cancer by making the 

following three transitions: (a) moving from managing the emotions of others to expressing 

emotional vulnerability; (b) moving from work and productivity to work-life balance; and (c) 

moving beyond the family and reaching out to other breast cancer survivors for support. At 

diagnosis, this group of women coped with the illness by continuing to work and to care for their 

families, and by the end of treatment they managed their emotions by reaching out to other 

people.  

 Notably, although Asian Americans are often categorized and analyzed as one group in 

health research, not surprisingly, some studies showed within-Asian group differences in coping 

and managing the breast cancer experience. From a systematic review of the breast cancer 

experience and survivorship among Asian Americans, Wen et al. (2014) reported that Chinese 
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women needed less advice and they received social support from their families. The same study 

found that Japanese women needed less positive feedback, had smaller social network size, and 

they were more likely to get social support from coworkers and friends, rather than their families 

(Wen et al., 2014). Knowing the coping preference of AABCS, below, this dissertation shows 

the literature review of the relationship between coping and psychological health of this group.  

Coping and Psychological Health in Asian American Breast Cancer Survivors 

 The use of religion provided some Asian-American women with a sense of strength, 

confidence, and peace that decreased the negative emotional influences such as fear. The patients 

believed that their illness was in God’s healing hands and God had the ultimate control over their 

recovery (Ashing et al., 2003; Gonzalez et al., 2016). Approach-oriented coping strategies (i.e., 

keeping oneself busy through housework, and educating oneself, actively changing one’s 

lifestyle through dieting and seeking information) provided the patients a sense of control 

(Ashing et al., 2003). In Chinese and Korean American women, the use of reframing predicted 

good quality of life (Lim, 2014). Another study showed that social support was negatively 

associated with depressive symptoms (Hoang et al., 2020). In addition to identifying effective 

strategies for AABCS, Lee et al. discovered ineffective strategies for the Chinese American 

women: watching TV, sleeping, praying, taking a walk, and talking to others. It is important to 

point out that although coping strategies such as expressive suppression is considered as harmful 

for the psychological well-being of NHWs, this strategy was found to be less harmful for the 

psychological well-being of Chinese American breast cancer survivors (Lu et al., 2018).  

 This chapter has provided an overview of the research thus far on stress and coping for 

Asian and Asian-American breast cancer survivors. The preferred choice of coping strategies for 

the NHWs was introduced, and the relationship between coping choice and psychological well-
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being was examined. The differences in coping choices between Asians and NHWs were largely 

due to different sets of cultural values that are not often acknowledged in studies of diverse 

populations. Thus, this dissertation has been designed to identify potential cultural differences in 

stress, coping choice, and how those could impact the psychological well-being of AABCS. This 

dissertation selected three constructs (self-stigma, self-perceived, and posttraumatic growth) to 

assess psychological well-being. Below is an overview of each of the three constructs (please 

note the operationalization and measurement of the three constructs are discussed in chapter 4).  

Self-Stigma in Asian American Breast Cancer Survivors 

 Self-stigma is “the internalized stigma that individuals may have toward themselves as a 

result of their minority status” (Mak & Cheung, 2010). Stigma is also defined as the devaluation 

of social identity because of the possession of a certain attribute or feature (such as the diagnosis 

of breast cancer or the breast cancer status) in a given social context (Crocker et al., 1998). Self-

stigma is derived from the individuals agreeing with the social prejudice and stereotypes about 

people in their situations (Corrigan & Watson, 2002), and stigma is identified with the following 

three conditions: (a) stigma shows the difference between the individual and others; (b) the 

difference is typically linked with negative implications in the particular society; and (c) 

stigmatized individuals are refused access to, and separated from, the mainstream population 

(Jones et al., 1984).   

  In this study the AABCS’s perception of their breast cancer status is examined. Studying 

self-stigma of the AABCS could help us gain an understanding of the survivors’ perception of 

their breast cancer status and inform us of their psychological well-being. Below is an overview 

of the studies on self-stigma.  

 In Asian cultures, stigma is believed to threaten the moral experience of the individuals 
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or group (Yang et al., 2007). Having breast cancer is seen to be associated with karma (e.g., a 

woman must have committed an immoral act in her past life so now a breast cancer diagnosis is 

the punishment in this life) (Chiang & Lu, 1996; Tsai et al., 2011). A woman’s character is 

judged based on her disease state, and in Asian cultures, one’s character directly reflects on her 

family (Yang & Pearson, 2002). Therefore, the experience of stigma can be a collective 

experience (Tang et al., 2015; Tien & Hsu, 2007; Tsai et al., 2011). Tang et al. (2015) explored 

the experience of cancer stigma in female cancer patients in Taiwan. The researchers found the 

following themes surrounding the diagnosis and treatment of cancer: (a) cancer equals death; (b) 

cancer equals menace to social life; and (c) cancer equals a cancer-ridden life. Thus, the stigma 

surrounding cancer in Taiwan provided some insights into the fear of or experience of stigma in 

AABCS.  

 Examining the cancer experience in AABCS, Ashing et al. (2003) and Ashing-Giwa et al. 

(2004) found that among the less acculturated, less educated, and older generation, cancer was 

seen as a death sentence. Moreover, cancer was believed to be contagious, and it might lead to 

the loss of their body parts, and ultimately result in death. Thus, some Asian survivors reported 

feeling shameful about their breast cancer status, and that their friends avoided them because 

they were afraid of catching the disease (Warmoth et al., 2017). With the perception of breast 

cancer in the Asian community, negative psychological well-being is associated with the social 

and internalized stigma. Tsai & Lu (2018) showed that self-stigma was a significant predictor of 

depressive symptoms among Chinese breast cancer survivors. Moreover, Yeung et al. (2019) 

showed that self-stigma was associated with poorer physical and emotional quality of life in 

Chinese American breast cancer survivors.  

 Most of the current literature (as shown above) on the self-stigma of AABCS tends to 
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focus on Chinese-American women. Although the Chinese-American population is the largest 

among the Asian-American groups, solely focusing on one group will neglect the psychological 

and cultural needs of the multitude of other Asian-American groups, and Chinese is not the 

representative group of the Asian-American population. Filling the gaps of the current literature, 

this study included Vietnamese and Japanese Americans, as well as Chinese Americans. 

Moreover, little is known of how coping strategies could influence (mediate or moderate) the 

relationship between the stressful cancer experience and self-stigma, so this study examines the 

combined effect of stress and specific coping strategies on self-stigma in each of the three Asian-

American groups.    

Self-Perceived Burden in Asian American Breast Cancer Survivors  

 Self-perceived burden is defined as care recipients’ empathic concern regarding their 

impact on others due to their illness and care needs, plus the resulting feelings of guilt, distress, 

responsibility, and a diminished sense of self (Cousineau et al., 2003; Oeki et al., 2012; Yeung et 

al., 2019). Self-perceived burden is an understudied construct in the field of AABCS research. 

Currently there are only a few studies that examined self-perceived burden in Asian and Asian 

Americans (Oeki et al., 2012; Tang et al., 2016; Yeung et al., 2019). This dissertation adds to the 

current limited literature of self-perceived burden in AABCS. More importantly, examining self-

perceived burden could help researchers and clinicians to better understand the survivors’ 

perception of the care they received and their perception on their relationship with the caregivers 

(in Asian communities these are usually immediate family members). Below is an overview of 

the studies on self-perceived burden.      

 Simmons (2007) conducted the first quantitative study that measured the self-perceived 

burden in the NHW, African American, and Latino cancer populations in the US. Simmons 
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discovered that cancer patients who experienced a greater sense of burden, had poorer physical, 

emotional, and functional well-being. Moreover, the cancer patients experienced more 

depressive symptoms and more financial stress.  

 The second quantitative study that examined the self-perceived burden on the cancer 

population was conducted by Oeki et al. (2012). Oeki et al.’s study was conducted in Japan, and 

it was the first that focused on the Asian cancer population. The authors developed a Japanese 

version of the Self-Perceived Burden Scale, and found that as the sense of burden increases the 

need for care also increases. Also, the results showed a higher level of self-perceived burden in 

the patients with disease duration of less than one year. The most important finding in this study 

was that living arrangements were examined, and the authors discovered that self-perceived 

burden was significantly higher when patients lived only with their spouses (versus when 

children were also living at home). Furthermore, patients’ self-perceived burden scores were 

lower when their main caregivers were their children (versus their spouses). This is the first 

study that examined living arrangements, so it could not be concluded whether the living 

arrangement influence only applied to Asian cultures. Oeki et al. suggested that the living 

arrangement influence could be due to the Asian cultural practice of adult children living with 

their parents, and that children are expected to take care of the elders in the family.  

 Adding to the literature in examining self-perceived burden in the Asian cancer 

population, Tang et al. (2016) examined the relationship of depressive symptoms and self-

perceived burden in a group of terminally ill cancer patients in Taiwan. The results showed that 

severe depressive symptoms were significantly greater in patients who had higher levels of 

distress and functional dependency, received more tangible support, and reported higher self-

perceived burden.  
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 One of the first studies that examined self-perceived burden in AABCS was conducted by 

Yeung et al. (2019). The authors translated the scale items from English to Chinese, and 

administered only four out of the ten items (‘I am concerned that I am too much trouble to my 

caregiver,’ ‘I worry that my caregiver is overextending himself/herself in helping me,’ ‘I feel 

guilty about the demands that I make on my caregiver,’ and ‘I feel that I am a burden to my 

caregiver.’) The study showed that in Chinese American, self-perceived burden mediated the 

effect between self-stigma and quality of life.  

 Given the scarcity of self-perceived burden research in the Asian, and particularly the 

Asian American cancer community, this dissertation adds to the current literature by focusing on 

the self-perceived burden of the Chinese, Vietnamese, and Japanese American breast cancer 

survivors. Understanding the women’s self-perceived burden of their breast cancer status and 

how that affected their relationship with others could help researchers to develop social support 

programs that address to those cultural aspects.  

Posttraumatic Growth in Asians and Asian American Breast Cancer Survivors 

 The experience of cancer is a psychosocial transition, where people might reshape both 

their perspectives in viewing their worlds and their ways to live in it (Andrykowski et al., 1993, 

1996; Cordova et al., 2001; Parkes, 1971). Posttraumatic growth is the desired outcome of those 

transitions. Posttraumatic growth, the term was coined by Tedeschi and Calhoun (1996), is used 

to describe a positive change in an individual’s functioning after experiencing a life-changing 

event (i.e., breast cancer).  

 The past decade of research on posttraumatic growth in breast cancer patients has been 

predominantly focused on the NHW population. Although posttraumatic growth studies have 

been conducted on Asian cancer survivors, this area of research is still in its infancy. With the 
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growing number of Asian immigrants expected in the next couple of decades in the US, and with 

the breast cancer incidence rate on the rise in this population, it is important to advance the 

research in posttraumatic growth in order to support the psychological well-being of AABCS. 

Below is an overview of the studies on posttraumatic growth.  

 One of the first studies was conducted by Ho et al. (2004), where the authors explored the 

posttraumatic growth in Chinese (living in Asia) cancer survivors by using the Chinese version 

of the Posttraumatic Growth Inventory. The authors found a different factor structure between 

the Chinese and original English version. In the original version (Tedeschi & Calhoun, 1996; Ho 

et al., 2004), five factors were identified: (i) relating to others (7 items); (ii) new possibilities (5 

items); (iii) personal strength (4 items); (iv) spiritual change (2 items); and (v) appreciation of 

life (3 items). In the Chinese version by Ho et al. only four dimensions were identified: (i) self 

(i.e., improved self-confidence, better ability to accept and express emotions, better appreciation 

to life, and development of new interests); (ii) interpersonal (i.e., feelings of closeness to and 

compassion for others); (iii) spiritual (i.e., stronger faith, better understanding of spiritual 

matters, and a feeling of self-reliance); and (iv) life orientation (i.e., a change in life priorities). 

The research further showed that there was not a dimension for emotional change for the Chinese 

population (i.e., people feeling more relaxed, being more aware of their own feelings, and having 

more compassion for other people’s pain). The authors also identified an interpersonal and an 

intrapersonal dimension for the Chinese population in this study.  

 Schroevers and Teo (2008) also conducted a study on Asian cancer survivors. The 

authors used the original English version of the Posttraumatic Growth Inventory to examine the 

relationship between coping and posttraumatic growth in a group of Malaysian cancer patients. 

This study did not examine the factor structure, but found that coping strategies such as positive 
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reframing, humor, and getting help from others were positively associated with posttraumatic 

growth, specifically, the domain of appreciation of life. Furthermore, the authors found that 

avoidant coping strategies (i.e., denial, not wanting to resolve the issue, and self-blame) were not 

related to posttraumatic growth. 

 Similar studies were also conducted with Asian breast cancer patients. Liu et al. (2014) 

developed a simplified Chinese version of the Posttraumatic Growth Inventory and administered 

it to a group of Chinese early-stage breast cancer survivors in China at three, six, and nine 

months after diagnosis. The study found that at three months, the survivors had an increase in 

positive strength, felt closer to others, and appreciated their lives more. Significant posttraumatic 

growth was also reported between three and six months, and also between six to nine months. 

Spirituality did not change. Following Liu et al., Wang et al. (2014) administered the simplified 

Chinese version of the Posttraumatic Growth Inventory to breast cancer survivors in China. The 

results showed that spirituality did not increase; rather survivors had an increase in personal 

strength, felt closer to others, appreciated their lives more, and found new possibilities. Both of 

the above studies administered the simplified Chinese version and found that spirituality was not 

a growth factor.  

 Posttraumatic growth was also observed in a group of breast cancer survivors living in 

Japan. Tomita et al. (2016) administered the Japanese version of the Posttraumatic Growth 

Inventory (Taku et al., 2007), which consisted of four subscales: (i) relating to others; (ii) new 

possibilities; (iii) personal strength; and (iv) spiritual change and appreciation of life. The study 

showed that approach-oriented coping and coping by depending on others were associated with 

posttraumatic growth, and having a religion was related to spiritual change and appreciation of 

life. The authors proposed that the results of the study could be different, if the inventory was 
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directly translated from the English version, as opposed to a new construction of the inventory. 

The above studies were conducted on Asians living in Asia.  

 The following studies were focused on AABCS, and one of the first studies to examine 

posttraumatic growth in AABCS was conducted by Lu et al. (2012). The authors examined the 

effectiveness of using expressive writing as a coping method on posttraumatic growth. The 

results showed that expressive writing indeed improved posttraumatic growth. A similar study 

was conducted by Gallagher et al. (2018) where Chinese American breast cancer survivors were 

randomly assigned to one of the three expressive writing conditions for over three weeks: (i) 

cancer experience facts condition; (ii) emotional disclosure condition; and (iii) self-regulation 

condition. Posttraumatic growth was assessed at baseline, one, three, and six months after 

writing session. The result showed that the cancer facts condition group (compared to the 

emotional disclosure and self regulation condition) had the greatest increase in posttraumatic 

growth.  

 In another study conducted by Warmoth et al. (2019) on the effectiveness of psychosocial 

intervention on the posttraumatic growth for Chinese American breast cancer survivors, the 

study found that the overall posttraumatic growth and its relationship to other subscales 

increased. The above three studies focused on the effectiveness of expressive writing and 

psychosocial intervention as a source of coping for the Chinese American breast cancer 

survivors. Focusing on other coping strategies and posttraumatic growth, Yeung and Lu (2018) 

examined the role of social support on posttraumatic growth in the Chinese American population 

by using the Chinese version of the Posttraumatic Growth Inventory (Ho et al., 2004). The 

researchers found that social support was positively associated with posttraumatic growth 

(specifically relating to others).  
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 All of above studies provided consistent evidence that stress and coping have an 

important role in developing posttraumatic growth. However, the above studies mainly focused 

on the Chinese population in China and the US, and neglected other Asian-American 

populations. Moreover, there is currently limited evidence on the association between stress, 

coping and posttraumatic growth in the AABCS population. Addressing the current research 

limitation, this dissertation examines the influence of stress and coping on posttraumatic growth 

in the Chinese, Japanese, and Vietnamese Americans.  

 This chapter provided a literature review of the major variables and the evidence of the 

relationships between the major variables in the Asian, Asian-American, and NHW populations. 

In the next chapter, this dissertation introduces the theoretical framework and conceptual model 

that guides the examination of stress, coping, and psychological well-being. 
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Chapter 3 –  Theoretical framework and Conceptual Model 

Theoretical Framework 

  This dissertation applied Lazarus and Folkman’s Transactional Model of Stress and 

Coping (TMSC) to examine the impact of stress and coping on the psychological well-being of 

AABCS. The TMSC assumes that stress is the result of a subjective experience that results from 

the interaction between the person and her environment (Mukwato et al., 2010; Parelkar et al., 

2013; Zakowski et al., 2001). Specifically, when the individual views a particular stimulus 

(stressor) can potentially affect her well-being and at the same time feeling as though she may 

not have the emotional or physical resources to resolve the stimulus.  

 The TMSC is a comprehensive model that contains the following components to examine 

stress and coping: primary appraisal, secondary appraisal, coping strategies, and coping 

outcomes (Mukwato et al., 2010; Shavaki et al., 2020; Thomsen et al., 2010; Zakowski et al. 

2001). Primary appraisal happens when the individual evaluates the level of threat and losses 

from a particular situation (Jang & Kim, 2018; Shavaki et al., 2020). Secondary appraisal is 

when the individual identifies the situation as a stressor and chooses coping strategies to resolve 

the stressor (Jang & Kim, 2018; Zakowski et al., 2001). Coping strategies are divided into 

problem-focused (e.g., problem-solving) and emotion-focused (e.g., social support) coping 

(Sanaeinasab et al., 2017). Coping outcomes are the result (success or failure) of using a 

particular coping strategy to resolve the stressor (Shavaki et al., 2020).  

 Although the TMSC is a useful framework in examining the relationships between stress, 

coping and health outcomes, the framework has not been used to guide breast cancer research in 

the Asian-American population (as noted in the TMSC and Breast Cancer Research section 

below). The TMSC, however, has been used in examining stress and coping in: patients of other 
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ethnicities with cancer, patients (e.g., NHWs and Asians living in Asia) with breast cancer, and 

patients with other chronic diseases.  

TMSC and Cancer Research  

 Many published studies have referenced the TMSC but lack an apparent explanation of 

how the model was used to guide the research and which components of the model were used. 

This dissertation only drew on studies that used the TMSC as the theoretical framework. The 

literature search of applications of the TMSC only uncovered seven cancer studies. The seven 

studies including the evidence of how each study selected and examined different components of 

the TMSC are summarized below.  

 The first study that used the TMSC to investigate stress and coping of cancer patients was 

by Halstead and Fernsler (1994). Specifically, Halstead and Fernsler examined the use of coping 

strategies in long-term cancer survivors. The sample (N=59) included both men and women who 

had one of the following cancers: breast, melanoma, Hodgkin’s lymphoma, colon, testicular, 

lymphoma, uterine, leukemia, brain, cervical, lung, and other cancers. The ethnicity of the 

participants was not mentioned. The study found that almost half of the survivors reported 

physical, emotional, and social problems. Also, the results showed that survivors tended to use 

optimistic, supportive, and confrontive strategies to reduce stress.   

 Two shortcomings were found in the application of the TMSC in this study. First, the 

authors mentioned that the TMSC was used, but the main focus was on identifying the coping 

strategies used by the survivors, and not the relationship between stress and coping. Second, the 

data analysis plan was not mentioned, and there was no table containing the statistically 

significant results of the coping strategies, so it was difficult for the readers to assess and 

compare the influence among various coping strategies.  
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 The second study was by Kim et al. (2002). The authors conducted a study (N=257) to 

examine how stress influenced coping in both male and female patients with gastrointestinal, 

respiratory, reproductive, and other cancers in Korea. This study found that stress was negatively 

correlated with both problem-and-emotion-focused coping. Also, Korean patients were reported 

to use emotion-focused coping more than problem-focused coping strategies. Kim et al. focused 

on the two components of the TMSC: stress and coping. The authors did not focus on the 

possible health outcomes that coping could produce. This study showed that the authors only 

selected and examined two main components of the TMSC, but it is one of the earlier studies that 

examined coping in Asian cancer survivors.  

 The third study (N=44) was by Link et al. (2005). The authors developed a five-stage 

process that mirrored the combination of the TMSC and the Theory of Planned Behavior. The 

new model was used as a guide to conduct in-person interviews to identify stressors and coping 

preference in breast, lung, and other cancer patients. The study participants were men and 

women of the following ethnicities: NHWs, African Americans, Asian Americans, and 

Hispanics. The majority of the participants were NHWs. The five-stage process successfully 

identified how personal research, previous experiences, personal belief system, personal goals, 

and perceptions of illness could shape coping preference. Link et al.’s methodology was 

innovative, and through the use of qualitative methods the authors identified salient variables that 

influenced coping choice. A shortcoming of the study was that it did not investigate ethnic 

differences in the relationships of the above list of salient variables and coping preference. 

Having knowledge of the ethnic differences in coping could have helped social support 

professionals to develop relevant and effective ethnic-specific programs to improve the cancer 

patients’ psychological well-being.    
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 The fourth study was by Thomsen et al. (2010). The authors conducted a systematic 

review of peer-reviewed articles related to different ways of coping in patients with advanced or 

incurable cancer. The study was conducted in Europe, and the patients’ ethnicity was not 

specified. The authors used the TMSC as a guide to extract, analyze, and synthesize relevant 

information from the articles. Thomsen et al. identified seven factors that were related to coping, 

and that emotion-focused (vs problem-focused) coping strategies were often favored by patients 

with advanced cancer. Although the TMSC has many components (as stated in the beginning of 

this chapter), the authors of this study only focused on the survivors’ frequency in utilizing 

certain coping strategies. No psychological or physical health outcomes were mentioned.  

 Two shortcomings of this study were noted. First, the authors extracted relevant 

information from peer-reviewed articles using the TMSC, but that did not signify that the authors 

used sufficient components of the theoretical model to guide the study. Second, the authors did 

not mention the specific analysis and method of synthesis that were used to produce the seven 

factors that were related to coping, which would create challenges for future researchers to 

reproduce the results reliably and validly.  

 The fifth study (N=2,888) was conducted by Parelkar et al. (2013). The authors applied 

the TMSC to the American Cancer Society’s Study of Cancer Survivors-II to examine the stress, 

coping, and adoption of health behaviors in prostate, female breast, colorectal, bladder, skin 

melanoma, and uterine cancer patients. The main categories of ethnicity in this study were 

White, Black, Hispanic, and “others.” The study found that active control of stress was 

associated with an increase in physical, psychosocial, and preventive health behaviors. A 

strength of this study was that Parelkar et al. used the majority of the components in the TMSC 

to examine the relationship between stress, coping, and behavior outcomes, and this allowed the 
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authors to fully follow and test the utility of the framework. A shortcoming of this study was that 

the authors did not use the questionnaire that contained coping strategies that were aligned with 

the taxonomy of coping developed by Lazarus and Folkman; as a result, this would create 

validity issues when compared with other cancer studies that used the TMSC.  

 The sixth study (N=160) was conducted by Hulbert-Williams et al. (2013). The authors 

examined how appraisals influenced the emotions of patients after cancer diagnosis. The study 

participants were NHW men and women living in England, who had one of the following cancer 

types: non-metastatic breast, colorectal, lung, or prostate. This study was a repeated-measures 

design (soon after diagnosis, three- and six-month follow-up). The authors found little change of 

appraisal or emotion over time.  

 Two shortcomings appeared in this study. First, only appraisals, coping, and emotions 

were examined, but there was no psychological or physical health outcome. The lack of 

psychological or physical health outcome findings undermined the potential benefits of the 

appraisal, coping, and emotional relationship. Second, because of the lack of psychological or 

physical health outcome, the method of this study could not be applied to a sample of a variety of 

ethnicities. The reason being (as noted in the literature review in chapter two) that while NHWs 

and Asian Americans could have the same psychological well-being, their ways of appraisal, 

coping with adversity, and emotions could be very different due to varying cultural values.  

 The seventh study (N=115) was conducted by Chien et al. (2017). The authors examined 

the predictors and mediators associated with the psychological well-being of Taiwanese prostate 

cancer patients in Taiwan. The authors found that patients’ appraisal of their disease as a threat 

and affective-oriented coping strategies mediated the relationship between symptoms and 

psychological well-being (anxiety and depression). Unlike other studies mentioned in the 
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previous paragraphs, this study explored the influence of mediation variables on the relationship 

between stress and psychological well-being. A strength of this study was that the authors used 

and examined the majority of the components of the TMSC, which allowed them to fully test the 

utility of the framework. Another strength of this study was that it provided information on 

coping in Asian cancer survivors.  

TMSC and Breast Cancer Research 

 The literature review uncovered only four breast cancer studies that have used the TMSC 

to examine the relationship between stress, coping, and psychological well-being in breast cancer 

survivors. The first breast cancer study (N=65) was conducted by Bigatti et al. (2012). The 

authors applied the TMSC to examine the relationship among cognitive appraisals, coping, and 

depressive symptoms of women with mostly advanced-stage breast cancer. The majority of the 

participants were NHWs, but the authors did not specify other ethnic categories. The authors 

found that higher appraisals of harm/loss and greater use of escape-avoidance coping predicted 

higher depressive symptoms. Two strengths in this study were identified. First, the researchers 

used all the components of the TMSC to guide their study, so it showed a complete picture of the 

full model at work. Second, the researchers assessed the use of different categories of appraisals 

(challenge, harm/loss, threat and benign) and varying coping strategies, and further examined 

those associations with the level of depressive symptoms, thus providing a more informed 

picture of the relationships among stress, coping, and psychological well-being.  

 The second breast cancer study (N=241) was conducted by Groarke et al. (2013) in 

Ireland. The ethnicity of the participants was not mentioned. The authors examined how global 

stress predicted both positive and negative emotional adjustment at diagnosis and post-surgery. 

Groarke et al. found that stress appraisal (vs coping strategies) was a strong predictor of both 
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positive and negative emotional adjustment. A strength of the study was that the authors used the 

majority of the components of the TMSC, so they were able to fully test the utility of the 

framework. A weakness of the study was that the authors did not use the questionnaire that 

contained coping strategies that were aligned with the coping taxonomy developed by Lazarus 

and Folkman, and as a result this method would create validity issues when compared with other 

cancer studies that applied the TMSC.  

 The third breast cancer study (N=600) that used the TMSC was conducted in Korea (Jang 

& Kim, 2018). The authors examined stress, coping, and psychosocial adjustment by stages of 

survivorship in Korean women with breast cancer. The authors found social support to be 

positively associated with psychosocial adjustment in the acute and extended survival stages. 

Also, stress was negatively associated with psychosocial adjustment in the lasting survival stage. 

Furthermore, the authors discovered that the relationship among stress, coping, and psychosocial 

adjustment differed by survival stage. A strength of the study was that the authors used all 

components of the TMSC, so they were able to fully test the utility of the framework. Another 

strength of this study was that the results of this study informed future researchers and clinicians 

that varying coping strategies might be used at different stages of survivorship to promote 

psychological well-being.  

 The fourth breast cancer study (N=158) that used the TMSC was also conducted in Korea 

(Kang et al., 2020). Kang et al. examined the relationship among cancer stigma, social support, 

coping strategies and psychosocial adjustment in Korean breast cancer survivors. The authors 

found that cancer stigma, social support, and coping strategies had an association with 

psychosocial adjustment. A major strength of the study was that the authors examined the main 

components of the framework, so the utility of the framework was fully tested. A shortcoming of 
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the study was that the authors (same as Groarke et al. mentioned above) did not use the 

questionnaire that contained coping strategies that were aligned with the coping taxonomy 

developed by Lazarus and Folkman, and as a result this oversight would create validity issues 

when compared with other cancer studies that applied the TMSC.  

  The above four studies maximized the use of the TMSC by testing the association 

between the major components (stress, coping, and health outcomes) of the model. The TMSC 

guided the authors’ research, and their findings supported the goal of the framework, which was 

that the use of appropriate coping strategies would decrease stress and improve health outcomes.  

TMSC and Current Study 

 From the summaries and discussions of the above eleven cancer studies, it is clear that 

the authors of each study used the TMSC differently. While some focused solely on the 

frequency of coping strategies used, others covered the majority of the items of the framework 

by examining the intricate relationship among stress, coping, and health outcomes. Despite the 

model’s apparent utility, it appears to be under-used in cancer and breast cancer research. 

Furthermore, despite its robust use and informative findings, it is under-acknowledged in 

AABCS research.  

 Given the limited but promising success of the theory in the above reviewed breast cancer 

studies, and the proposal by Groarke et al. that the TMSC is a comprehensive model that is 

useful to examine women’s adjustment to breast cancer, this study sought to advance breast 

cancer research in AABCS by using the TMSC. The benefit of using the TMSC for this 

dissertation is that the model appears to be cross-culturally appropriate when examining stress, 

coping, and psychological health. The reviewed studies provided evidence that the process of 

stress development, the act of applying coping strategies, and behavior outcomes is universal. 
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However, one’s coping preference is shaped by cultural context (Kim et al., 2002), specifically 

previous life experience and belief systems (Link et al., 2005). This dissertation postulated that 

the value and belief systems of AABCS shape their coping preference and in turn influence their 

psychological well-being. In order to test the above postulation and the research hypotheses 

outlined in chapter one, this dissertation developed a conceptual model based upon the TMSC 

framework.  

Conceptual Model for Current Study  

 Drawing from the strengths of the past studies noted above, this dissertation developed a 

conceptual model (please see Figure 3.1) using the TMSC framework to examine: 1) the 

relationship between different types of stressors and psychological well-being; 2) the relationship 

between coping and psychological well-being; and 3) how different types of problem-and-

emotion-focused coping strategies might mediate the relationship between varying stressors and 

psychological well-being. One of the premises of the TMSC is that via the use of coping 

strategies, the stressors will be alleviated or ameliorated, and the coping outcome (psychological 

well-being in this case) will be positive.   

  Figure 3.1 indicates that this dissertation proposes to examine the three major 

components of the TMSC framework: stress, coping, and coping outcome (psychological well-

being). This dissertation selected stressors (physical, emotional, and social) that are known to be 

salient to breast cancer survivors (De Faye et al., 2006; Halstead & Fernsler, 1994), and added 

financial stress as a critical element to be examined because the majority of participants were 

working-class immigrants, so it was important to know the levels of financial stress that 

influenced the participants’ psychological well-being.  

 Coping strategies were divided into three categories: emotion-focused of positive 
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valence, emotion-focused of negative valence, and problem-focused. Although Lazarus and 

Folkman only divided coping strategies into two broad categories (problem- vs emotion-

focused), this dissertation went a step further and divided the emotion-focused strategies into 

positive and negative valence. The reason for this specificity was to point out that not all 

emotion-focused strategies were the same; while some strategies were useful (e.g., acceptance, 

seeking emotional support), others were unproductive (e.g., denial).  

 Figure 3.1 shows the coping outcome, which is psychological well-being (self-stigma, 

self-perceived burden, and posttraumatic growth). The self-stigma reflects the negative feelings 

the survivors have regarding their breast cancer status. The self-perceived burden reflects the 

negative feelings the survivors have regarding themselves being a burden to their caregivers. The 

posttraumatic growth reflects the interpersonal and intrapersonal positive changes brought on by 

the breast cancer experience. This dissertation describes the operationalization and measurement 

of the above stress, coping, and psychological well-being variables in detail in chapter four.  

Figure 3.1 - Conceptual Model of the Transactional Model of Stress and Coping. Examine 

the Influence of Stress and Coping on the Psychological Well-Being of Asian American 

Breast Cancer Survivors. 
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Chapter 4 -  Research Design and Methods 

Data Source – Parent Study  

 This dissertation’s dataset was from the National Cancer Institute funded study titled 

Culture, Support & Quality of Life: Asian American Breast Cancer Survivors (Kagawa-Singer, 

Lu, & Valdez-Dadia, 2011-2016). The purpose of the parent study was to compare the cross-

cultural differences found in quality of life research among three groups of Asian-American 

(Chinese, Japanese, and Vietnamese) and NHW. The primary goals were to examine the 

similarities and differences in how women in each of the three Asian-American groups viewed 

their cancer experience. Moreover, the parent study aimed to discover whether the participants 

received social support, who provided the support to them, and how the support was provided. 

The purpose of the above goals was to assess how social support contributed to the maintenance 

of the women’s well-being in their breast cancer journey.  

 Current research on coping with cancer and cancer survivorship uses a Western-European 

value system of individualism and autonomy, which might not address the Eastern collectivistic 

concept of self-hood: interpersonal relationships, and related appropriate emotional and social 

ways of coping. This potential disconnect may be seen in very low utilization for all women of 

color in mainstream breast cancer survivors support groups.  

 Several studies showed that some AABCS (including those who are English proficient) 

might attend mainstream social support services one or two times, but soon dropout because of 

the incompatible communication styles (Valdez-Dadia et al., unpublished). Moreover, survivors 

mentioned that they felt uncomfortable in the mainstream support groups because the discussions 

did not address topics that were culturally relevant. Thus, the parent study tried to identify 

cultural differences and identify more effective support services for AABCS. Preliminary 
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findings from the parent study could lead to beneficial implications such as applying a more 

accurate concept of culture to be more scientifically operationalized in future studies (Kagawa-

Singer et al., 2015). Such an approach could enable researchers to identify clearer 

conceptualizations of Asian-American goals and styles of managing the cancer experience, and 

in turn more effectively improve the women’s quality of life. Moreover, operationalizing culture 

could allow researchers to understand and resolve the factors that both create and maintain health 

disparities.  

Data Source – Parent Study Methodology  

 The parent study utilized a mixed-method design (quantitative and qualitative methods) 

to investigate five aims: (i) to explore how perceptions of quality of life may differ by women in 

each of the four ethnic groups; (ii) to identify if and how ethnic specific support services address 

the needs of AABCS; (iii) to examine how culturally informed expectations of self-integrity and 

well-being may differ between the broader Asian-American group and NHW women; (iv) to 

explore if cultural differences exist in how partners and adult children of AABCS (compared to 

NHW partners and adult children) provide support; and (v) to identify the impact of the cancer 

experience on the survivors’ quality of life.  

 For the quantitative portion, the breast cancer survivors completed 15 standardized 

questionnaires related to quality of life, psychological well-being, coping, social support, and the 

quality of interpersonal relationships. The women also completed a non-standardized 

questionnaire that focused specifically (through an Asian cultural lens) on how the breast cancer 

experience affected their physical and emotional experience before and after the illness (e.g., 

current physical symptoms that are bothersome). The parent study also asked questions regarding 

the participants’ demographics (i.e., age, financial status, and education level), which aimed to 
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differentiate the Asian subgroups within a socio-cultural context.   

 For the qualitative portion, the survivors participated in open-ended interviews conducted 

by trained bilingual interviewers regarding their breast cancer experience and if (and how) they 

received support from family, friends and community services. Similar questions were asked in 

interviews with key community leaders in breast cancer survivorship and family members (or 

friends) identified by the survivors as supporters through the breast cancer experience. All the 

survivor interviewees were recruited from local community centers and appropriate state Tumor 

Registries.  

 A total of 403 breast cancer survivors, 57 family members, and 36 key informants 

participated. The sample was comprised of four different ethnic groups of breast cancer survivors 

(Non-Hispanic Whites=23%, Chinese=36%, Japanese=24%, Vietnamese=17%). Participants 

were recruited from four different geographic regions: Greater San Francisco Bay Area, Los 

Angeles County, and Orange County (all in California), and Houston (in Texas).  

Current Study Data Source  

 The parent dataset had 403 participants, but this dissertation focused on the breast cancer 

experience of Asian-American women, so the portion of NHW participants were eliminated from 

data analysis. Several adjustments were made to the ethnicity variable. Women who answered 

“yes” to two ethnicities were recoded according to the language that they conducted the 

interview and completed the questionnaire, because the assumption was to represent the 

language that the interviewees felt most identified with. Ethnicity was missing for four 

participants so those women were assigned to the ethnic group based on the language of their 

interviews. After all the adjustments, the new dataset had 307 participants (Chinese=46%, 

Japanese=32%, Vietnamese=22%). 
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 Data from both the standardized and non-standardized questionnaires were used to 

examine the three research questions for this study: (a) how did the four types of stressors 

contribute to the women’s psychological well-being; (b) how did coping strategies impact the 

women’s psychological well-being; and (c) how did the combination of stress and coping 

influence the women’s psychological well-being. 

Operationalization and Measurement of Constructs 

Dependent Variables 

 Three scales were selected to reflect the breast cancer survivors’ psychological well-

being: self-stigma, self-perceived burden, and post-traumatic stress growth.  

Self-Stigma Scale. The Self-Stigma Scale (Mak & Cheung, 2010) was administered to 

Chinese immigrant women living in Asia. It consisted of nine items and the participants rated 

each item on a scale from 1 through 4 (1=strongly disagree, 2=disagree, 3=agree, 4=strongly 

agree). The nine statements were: (a) “I feel that others would know that I am a breast cancer 

survivor;” (b) “My identity as a breast cancer survivor incurs inconvenience in my daily life;” (c) 

“I dare not to make new friends lest they find out that I am a breast cancer survivor;” (d) “I feel 

uncomfortable because I am a breast cancer survivor;” (e) “My identity as a breast cancer 

survivor is a burden to me;” (f) “I estrange myself from others because I am a breast cancer 

survivor;” (g) “I feel like I cannot do anything about my breast cancer survivor status;” (h) “The 

identity of being a breast cancer survivor taints my life;” and (i) “I avoid interacting with others 

because I am a breast cancer survivor.” This scale was calculated by obtaining the mean rating of 

the nine items (Cheng et al., 2019). Low self-stigma indicated good psychological well-being. 

The self-stigma score ranged from 1 through 4. A score of 1 and 2 indicated low self-stigma, and 
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a score of 3 and 4 indicated high self-stigma. The Cronbach’s alpha of this scale for this study 

was 0.94, compared to 0.84 for the study conducted by Mak & Cheung (2010). 

Self-Perceived Burden Scale. The Self-Perceived Burden Scale (Cousineau et al., 2003) 

consisted of seven items and the participants rated each item on a scale from 1 through 5 

(1=none of the time, 2=a little of the time, 3=some of the time, 4=most of the time, 5=all of the 

time). The seven statements included: (a) “I worry about my caregiver because they have to take 

on too much responsibility for me;” (b) “I feel guilty that my caregiver has to change their plans 

in order to help me;” (c) “I am concerned that if I ask for help it will put too much pressure on 

my caregiver;” (d) “I am concerned that because of all they do for me, the person caring for me 

may not be able to do so much longer;” (e) “I find it easier to ask my caregiver for help when I 

feel that I can give something in return;” (f) “I am concerned that I am too much “trouble” to my 

caregiver;” and (g) “I feel that I am a burden to my caregiver.” This scale was calculated by 

obtaining the mean rating of the seven items (Yeung et al., 2019). Low self-perceived burden 

indicated good psychological well-being. The self-perceived burden score ranged from 1 through 

5. A score of 1 and 2 indicated low self-perceived burden, and a score of 4 and 5 indicated high 

self-perceived burden. The Cronbach’s alpha of this scale for the study was 0.93, compared to 

0.88 for the study conducted by Yeung et al. (2019).   

Posttraumatic Growth Inventory. The Posttraumatic Growth Inventory (Tedeschi & 

Calhoun, 1996) consisted of 21 items. The participants rated each item on a scale from 0 through 

5 (0=not at all, 1=a very small degree, 2=a small degree, 3=a moderate degree, 4=a great degree, 

5=a very great degree) on the following statements: (a) “I changed my priorities about what is 

important in life;” (b) “I have a greater appreciation for the value of my own life;” (c) “I 

developed new interests;” (d) “I have a greater feeling of self-reliance;” (e) “I have a better 
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understanding of spiritual matters;” (f) “I more clearly see that I can count on people in times of 

trouble;” (g) “I established a new path for my life;” (h) “I have a greater sense of closeness with 

others;” (i) “I am more willing to express my emotions;” (j) “I know better than I can handle 

difficulties;” (k) “I am able to do better things with my life;” (l) “I am better able to accept the 

way things work out;” (m) “I can better appreciate each day;” (n) “New opportunities are 

available which wouldn’t have been otherwise;” (o) “I have more compassion for others;” (p) “I 

put more effort into my relationships;” (q) “I am more likely to try to change things which need 

changing;” (r) “I have a stronger religious faith;” (s) “I discovered that I’m stronger than I 

thought I was;” (t) “I learned a great deal about how wonderful people are;” and (u) “I better 

accept needing others.” This scale was calculated by obtaining the mean rating of the 21 items. 

High posttraumatic growth indicated good psychological well-being. The posttraumatic growth 

score ranged from 0 through 5. A score 1 and 2 indicated low posttraumatic growth, and a score 

of 4 and 5 indicated high posttraumatic growth. The Cronbach’s alpha of this inventory for this 

study was 0.95, compared to 0.96 in Cordova et al. (2001) and 0.93 in Warmoth et al. (2019).  

Independent Variables 

Stress. Independent variables that represented the physical, emotional, social, and 

financial stressors were created from the non-standardized questionnaire. One of the 

methodological goals of this study was to create psychometric indices from questions in the non-

standardized questionnaire to be used as independent variables. However, the participants 

omitted clusters of individual questions and certain items within a question. The missingness 

ranged from 3% - 80% between the three ethnic groups. The large percentage of missingness in 

each of the individual questions (in each ethnic group) made it impossible to create psychometric 

indices because a validated index assumed no missingness. As a result, measures such as 
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Cronbach’s alpha were not applicable to the independent variables in this study. Given the 

methodological limitations due to large missingness, this study examined individual questions 

and their association with the dependent and mediating variables.   

Physical Stressor. Physical stressor was captured by asking participants to rate (0=not at 

all; 1=a little; 2=moderately; 3=a lot) the extent they had the following symptoms one year after 

breast cancer surgery: (a) soreness in area of affected breast; (b) swollen arm; (c) fatigue; (d) 

limited arm movement; (e) flu-like symptoms; (f) hot flashes; (g) tightness in chest; (h) 

confusion or forgetfulness; and (i) skin sensitivity. The scores were totaled. The univariate 

analysis was conducted to examine the frequency distribution of the scores, and this study 

decided to recode the ratings from 0 through 2 (0 was kept the same, while 1 and 2 were recoded 

as 1, and 3 was recoded as 2). The new range of score was from 0 to 18. Based on the 

participants’ scores, they were put into one of the following categories: (i) no pain (0 point); (ii) 

some pain (1-8 points); and (iii) a lot of pain (9-18 points). 

Emotional Stressor. Emotional stressor was captured from the response of two 

questions: “Do you worry about the cancer coming back?” and “Does your worry interfere with 

your enjoyment of life?” Participants provided ratings (0=not at all; 1=a little; 2=moderately; 3=a 

lot) to the above two questions. The scores were totaled. A univariate analysis was conducted to 

examine the frequency distribution of the scores.  This study recoded the ratings from 0 through 

2 (0 was kept the same, 1 and 2 were recoded as 1, and 3 was recoded as 2). The new range of 

score was from 0 to 4. Based on the participants’ scores, they were put into one of the following 

categories: (i) not worry at all (0 point); (ii) worry a little (1-2 points); and (iii) worry a lot (3-4 

points). 



 

57 

Social Stressor. Social stressor was captured by asking participants to rate (0=much less 

close; 1=less close; 2=same; 3=closer; 4=much closer) the extent to which their relationship with 

the following people might have changed as a result of their breast cancer: (a) family (e.g., 

siblings); (b) friends; and (c) doctor. The scores were totaled. The univariate analysis was 

conducted to examine the frequency distribution of the scores. This study recoded the ratings 

from 0 through 2 (0 and 1 were recoded to 0, 2 was recoded to 1, and 3 and 4 were recoded as 2). 

The new range of score was from 0 to 6. Based on the score, the women were put into one of the 

two categories: (i) felt closer (4-6 points); and (ii) felt less close (0-3 points). 

Financial Stressor. Financial stressor was captured with a single question that asked 

“How do you see your financial situation at this time?” Participants chose from one of the 

following categories: (a) very comfortable (5 points); (b) comfortable (4 points); (c) can get by 

with some help (3 points); (d) have just enough to get by (2 points); and (e) cannot make ends 

meet (1 point).  

Mediating Variables  

 Coping strategies were assessed using the Emotion Regulation Questionnaire and the 

Brief COPE Inventory.  

Emotion Regulation Questionnaire. The Emotion Regulation Questionnaire (Gross & 

John, 2003) was comprised of 10 items that assessed the frequency of the coping strategies used. 

The participants provided ratings on a 1 through 7 Likert scale on the following items: (1) 

“When I want to feel more positive emotion (such as joy or amusement), I change what I’m 

thinking about;” (2) “I keep my emotions to myself;” (3) “When I want to feel less negative 

emotion (such as sadness or anger), I change what I’m thinking about;” (4) “When I am feeling 

positive emotions, I am careful not to express them;” (5) “When I’m faced with a stressful 
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situation, I make myself think about it in a way that helps me stay calm;” (6) “I control my 

emotions by not expressing them;” (7) “When I want to feel more positive emotion, I change the 

way I'm thinking about the situation;” (8) “I control my emotions by changing the way I think 

about the situation I’m in;” (9) “When I am feeling negative emotions, I make sure not to express 

them;” and (10) “When I want to feel less negative emotion, I change the way I’m thinking about 

the situation.” 

 The above 10 items were separated into two subscales: Cognitive Reappraisal and 

Expressive Suppression (Gross & John, 2003). The Cognitive Reappraisal Subscale comprised of 

the above six statements: 1, 3, 5, 7, 8, and 10. The Expressive Suppression Subscale comprised 

of the other 4 statements: 2, 4, 6, and 9. Each subscale was calculated by obtaining the mean of 

the items (Guimond et al., 2019). The score ranged from 1 through 7. A score of 1 through 3 

indicated a particular coping strategy was not frequently used. A score of 5 through 7 indicated a 

particular coping strategy was frequently used. The Cronbach’s alpha for this study’s Cognitive 

Reappraisal Subscale was 0.79, compared to 0.90 in Lu et al. (2018). The Cronbach’s alpha for 

this study’s Expressive Suppression Subscale was 0.78, compared to 0.84 in Lu et al.  

Brief COPE Inventory. The Brief COPE Inventory (Carver, 1997) was a 14-item scale 

that assessed the frequency of the coping strategies used. The participants provided ratings 

(1=haven’t been doing this, 2=a little bit, 3=a medium amount, 4=a lot) on the following 

statements: (1) “I’ve been concentrating my efforts on doing something about the situation I’m 

in;” (2) “I’ve been saying to myself ‘this isn’t real’;” (3) “I’ve been getting emotional support 

from others;” (4) “I’ve been taking action to try to make the situation better;” (5) “I’ve been 

refusing to believe that it has happened;” (6) “I’ve been getting help and advice from other 

people;” (7) “I’ve been trying to see it in a different light, to make it seem more positive;” (8) 
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“I’ve been criticizing myself;” (9) “I’ve been getting comfort and understanding from someone;” 

(10) “I’ve been looking for something good in what is happening;” (11) “I’ve been accepting the 

reality of the fact that it has happened;” (12) “I’ve been trying to get advice or help from other 

people about what to do;” (13) “I’ve been learning to live with it;” and (14) “I’ve been blaming 

myself for things that happened.” 

 The 14 items were calculated into 7 subscales and the subscales along with their 

Cronbach’s alphas for this study were the followings: (a) Active Coping (items 1 and 4) = 0.68; 

(b) denial (items 2 and 5) = 0.74; (c) Use of Emotional Support (items 3 and 9) = 0.74; (d) Use of 

Instrumental Support (items 6 and 12) = 0.74; (e) Positive Reframing (items 7 and 10) = 0.70; (f) 

Acceptance (items 11 and 13) = 0.70; and (g) Self-Blame (items 8 and 14) = 0.75. The 

Cronbach’s alpha values for subscales active coping, denial, use of emotional support, positive 

reframing, were higher in this study than those in the study conducted by Yusoff et al. (2010). 

There was no total score for the Brief COPE Inventory, and each subscale score was generated 

by totaling the two items (Carver, 1997). Upon examining the frequency distribution of the 

scores, this study recoded the score of 1 to 0, a score of 2 or 3 into 1, and a score of 4 into 2. The 

new range of score was from 0 to 4. A score of 0 indicated no usage of a particular coping 

strategy. A score of 1 to 3 indicated a fair amount of usage and a score of 4 indicated frequent 

usage of a coping strategy.  

Control Variables 

 The demographic variables were controlled variables in data analysis. The following 

variables were continuous: year of diagnosis (Fu et al., 2008; Lu et al., 2018), age (Kagawa-

Singer & Wellisch, 2003; Li & Lambert, 2007), number of children (Yoo et al., 2017), and years 

in the US (Wen et al., 2014; Wang et al., 2019). The following variables were categorical: living 
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in US the entire life (yes, no) (Wen et al., 2014; Wang et al., 2019), marital status (single, living 

as married, married, divorced, separated, widowed, and other) (Patel-Kerai, 2017; Yoo et al., 

2017), education level (Li & Lambert, 2007; Lim, 2014) (no education, less than 8th grade, 8th 

to 11th grade, high school diploma, some college, college graduate, graduate or professional 

school, and trade school), cancer stage (1 through 4) (Lee et al., 2017; Li & Lambert, 2007; Lim, 

2014), and ethnicity (Chinese, Japanese, Vietnamese) (Yoo et al., 2017; Wang et al., 2019).  

 This chapter provided information of the primary data source and the operationalization 

and measurement of this dissertation’s constructs. Next, in chapter five this dissertation assesses 

and discusses the missing data of the current dataset. A data analysis plan is also presented.  
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Chapter 5 -  Missing Data and Data Analysis 

Missing Data  

 Missingness (the omission of questionnaire items) of the dataset was assessed in order to 

determine the number of participants who completed all of the questionnaires. This study 

conducted multivariate regression analysis using complete case analysis. The purpose to use 

complete case analysis was to maximize the sample size in each ethnic group. If there was a 

large percentage missing among variables in each ethnic group, the sample size in that particular 

ethnic group would be greatly reduced in the multivariate analysis. This study did not pursue 

imputation on the missing data because in some instances participants omitted all items on a 

questionnaire so there were no partial responses to impute or predict from. Below is the 

description of the missingness of the independent, dependent, mediating, and control variables. 

Dependent Variable 

 Table 5.1 showed the counts of missingness of the Self-Perceived Burden Scale by 

ethnicity. Chinese and Vietnamese women had missingness from 3% to 8% on each item, and 

the Japanese women had 30% missing on each item of the scale. Due to the large amount 

missing in the Japanese group, the Self-Perceived Burden Scale was eliminated from the study. 

Attempting to understand and assess the possibilities of the participants’ non-responsiveness on 

this scale, preliminary qualitative analysis was conducted on the interview content of the women. 

The result showed that the women avoided categorizing themselves as a burden to people around 

them. Furthermore, they wanted to feel capable and able in their lives. With the evidence of the 

preliminary qualitative analysis, this study speculated that the participants might have felt 

emotional discomfort when viewing the questionnaire statements. As a result, some women 

chose to omit a few statements while others chose to dismiss the entire questionnaire. 
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Table 5.1 Counts of Non-Response in the Self-Perceived Burden Scale by Ethnicity 

 Chinese (n=141) Japanese (n=99) Vietnamese (n= 67)  

Items Miss Nonmiss Total % Miss Miss Nonmiss Total % Miss Miss Nonmiss Total % Miss 

1 9 132 141 6.38 28 71 99 28.28 2 65 67 2.99 

2 9 132 141 6.38 29 70 99 29.29 2 65 67 2.99 

3 10 131 141 7.09 29 70 99 29.29 3 64 67 4.48 

4 10 131 141 7.09 30 69 99 30.30 3 64 67 4.48 

5 11 130 141 7.80 29 70 99 29.29 3 64 67 4.48 

6 10 131 141 7.09 29 70 99 29.29 4 63 67 5.97 

7 11 130 141 7.80 29 70 99 29.29 3 64 67 4.48 
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Independent Variables 

 This study aimed to create psychometric indices from questions in the non-standardized 

questionnaire to be used as independent variables (as mentioned in chapter 4). However, the 

participants omitted clusters of individual questions and certain items within a question. The 

missingness ranged from 3% - 80% between the three ethnic groups. The large percentage of 

missingness in each of the individual questions (in each ethnic group) made it impossible to 

create psychometric indices because a validated index assumed no missingness.  

 Trying to understand the clusters of individual questions that the participants avoided, 

this study discovered that the women did not complete questions that were related to their spouse 

and children. Also, they avoided questions that were related to their feminine physical attributes. 

The women’s reluctance to answer questions related to their family could be because of loyalty 

to the family. In Asian culture, people rarely share the specifics about their family members 

(whether good or bad) with acquaintances or strangers.  

Control Variables 

 Table 5.2 showed the counts of missingness of the following control variables: cancer 

stage, age at immigration, education level in US, and education level in home country. The 

variable cancer stage determined the participants’ cancer stage at diagnosis. The Vietnamese 

women had the most missingness (26.87%), followed by the Japanese (17.17%) and the Chinese 

(9.22%). Due to the large amount missing in each ethnic group, this variable was dropped from 

the study. This study hypothesized that the missingness of this variable could be explained by the 

possibility that not all oncologists provided the breast cancer patients with a stage rating at the 

time of diagnosis (or in a way they could understand the meaning of the numbers provided e.g., 

stage 3); therefore it would be impossible for the women to complete this question without 
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inquiring with their oncologists.  

 The variable age at immigration was dropped because a large proportion of Japanese 

women (75.76%) did not complete this item. The Chinese women had 6.38% of missing data, 

while the Vietnamese women had no missing data. This study speculated the explanation for the 

large proportion of missingness from the Japanese women on this variable was because 66.67% 

(Table 6.1) of Japanese women have lived in the US their entire life. As a result, when this 

subgroup of women completed the open-ended question on the non-standardized questionnaire 

that asked “If [you have not lived in US your entire life], what was your age of immigration?” 

they had omitted the question (assuming that the question was not applicable to them) instead of 

providing a numerical value of zero. In order to avoid or reduce missingness in future Asian 

American breast cancer studies, perhaps researchers could provide precise-written guidance in 

the questionnaire for the participants.  

 The two variables that captured the participants’ education level – education in the US 

and education in home country – were eliminated due to a large amount of missingness. For the 

variable education in the US, the Chinese women had the most missing (47.52%), followed by 

the Vietnamese women (23.88%) and the Japanese (3.03%). This study postulated that the high 

missingness from the Chinese and Vietnamese women on this variable could be because almost 

all women in these two ethnic groups were immigrants (Chinese=92.23%, Vietnamese=95.35%, 

Table 6.1); therefore they might have felt the question was not applicable to them and chose to 

omit the question instead of checking one of the following responses: a) no education; b) less 

than 8th grade; c) 8th to 11th grade; d) high school diploma; e) some college; f) college graduate; 

g) graduate or professional school; and h) trade school.  

 For the variable education in their home country, the Japanese women had the largest 
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amount of missingness (75.76%), while the Chinese (11.35%) and Vietnamese (7.46%) women 

had some missingness. The reasoning for the large proportion of missingness in the Japanese 

women for this variable would be the same as the age at immigration variable discussed above. 

In order to avoid similar situations in future Asian American breast cancer studies, when using 

the above two variables for assessment, researchers could provide precise-written guidance to 

indicate that participants “must select” one of the boxes provided. 
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Table 5.2 Counts of Missing Data of the Demographic Variables by Ethnicity 

 Chinese (n=141) Japanese (n=99) Vietnamese (n=67)  

Variable Miss Nonmiss Total % Miss Miss Nonmiss Total % Miss Miss Nonmiss Total % Miss 

Cancer stage 13 128 141 9.22 17 82 99 17.17 18 49 67 26.87 

Age at 
immigration 

9 132 141 6.38 75 23 99 75.76 0 67 67 0.00 

Education level  
in US 

67 74 141 47.52 3 96 99 3.03 16 51 67 23.88 

Education level  
in home country 

16 125 141 11.35 75 24 99 75.76 5 62 67 7.46 
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Complete Dataset vs Incomplete Dataset Characteristics By Ethnicity 

 Upon eliminating the dependent and control variables that had greater than 10% of 

missing data, a bivariate ethnic comparison was conducted between the participants with a 

complete dataset and the participants with an incomplete dataset. A complete dataset meant that 

the participant had provided a response to all of the questions that assess the variables of interest 

in this study.  

Dependent and Independent Variables 

 Table 5.3 revealed that 233 participants (Chinese=44.21%, Japanese=37.34%, 

Vietnamese=18.45%) had a complete dataset and 74 participants (Chinese=51.35%, 

Japanese=16.22%, Vietnamese=32.43%) had an incomplete dataset. Table 5.3 showed no ethnic 

significant difference between women with a complete dataset and women with an incomplete 

dataset on the dependent variables (self-stigma and posttraumatic growth), and independent 

variables (physical, emotional, and social stress).  

 The analysis in Table 5.3 showed a significant ethnic difference (p=0.02) on the financial 

stressor variable. Chinese women with complete dataset were in more favorable financial 

positions than Chinese women with incomplete dataset. For example, for those with complete 

dataset 5.83% reported living very comfortably and 19.42% living comfortably (versus 5.26% 

and 7.89%, respectively, of the Chinese women with incomplete dataset). Also, 59.22% of 

Chinese women with complete dataset have just enough to get by (without any help from other 

people), while 47.37% of Chinese women with incomplete dataset have just enough to get by. 

Furthermore, 39.47% of Chinese women with incomplete dataset could get by with some help 

from others, while 15.53% of Chinese women with complete dataset needed help from others. It 

is notable that none of the Chinese women could not make ends meet; however, Vietnamese 
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women with incomplete dataset were in less favorable financial positions than Vietnamese with 

complete dataset, but the results were not significant. There was no ethnic difference between 

Japanese women who had a complete dataset and Japanese women who had an incomplete 

dataset. 

Mediating Variables 

 Table 5.4 showed that there was no significant ethnic difference between women who 

had a complete and incomplete dataset on the mediating (coping) variables. 

Control Variables 

 Table 5.5 showed that the demographic variables age and number of children did not 

have significant ethnic differences between women who had a complete and incomplete dataset. 

However, for the demographic variable marital status, there were ethnic differences between 

Chinese women who had a complete dataset and Chinese women who had an incomplete dataset 

(p=0.02). For the Chinese women who had a complete dataset, 75.7% were married compared to 

52.63% of the Chinese women with an incomplete dataset were married. For the divorced 

category, there was a significant portion of Chinese women (23.68%) with incomplete dataset, 

compared to 6.8% of those with the complete dataset. For the separated and widowed category, 

10.53% of Chinese women with incomplete dataset reported being in this relationship status, 

compared to 3.88% of Chinese women with complete dataset were in this category. There was 

no ethnic difference on marital status for both Japanese and Vietnamese women with complete 

and incomplete dataset. 
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Table 5.3 Bivariate Ethnic Comparisons of the Dependent and Independent Variables Between Women with Complete and 

Incomplete Data (n=307) 

 Women with complete data (n=233) Women with incomplete data (n=74) p-value 

 Chinese 
n=103 

Japanese 
n=87 

Vietnamese 
n=43 

Chinese 
n= 38 

Japanese 
n= 12 

Vietnamese 
n=24 

Chinese 
in sample 

vs. not 

Japanese 
in sample 

vs. not 

Vietnamese 
in sample 

vs. not 

Dependent Variable Mean         

Self-Stigma (1-4) 2.00 1.24 1.85 2.03 1.34 1.85 0.834 0.373 0.976 

Posttraumatic Growth (0-5) 3.34 3.02 3.60 3.47 3.44 3.75 0.427 0.215 0.415 

              

Independent Variable Percentage         

Physical Stressor          

Amount of pain experienced (0-18)          

   A lot of pain (9-18) 28.16 9.20 32.56 15.79 0.00 33.33 0.170 0.544 0.991 

   Some pain (1-8) 68.93 77.01 58.14 76.32 83.33 58.33 0.170 0.544 0.991 

   No pain (0) 2.91 13.79 9.30 7.89 16.67 8.33 0.170 0.544 0.991 

Emotional Stressor          

   Worry about cancer return (0-4)          

   Worry a lot (3-4) 29.13 9.20 30.23 15.79 0.00 12.50 0.230 0.273 0.090 

   Worry a little (1-2) 64.08 79.31 67.44 78.95 75.00 75.00 0.230 0.273 0.090 

   Not worry at all (0) 6.80 11.49 2.33 5.26 25.00 12.50 0.230 0.273 0.090 

Social Stressor          

Feel closer to social network (0-6)          

   Felt less close (0-3) 39.81 44.83 30.23 50.00 25.00 50.00 0.277 0.193 0.109 

   Felt closer (4-6) 60.19 55.17 69.77 50.00 75.00 50.00 0.277 0.193 0.109 

Financial Stressor (1-5)          

   Cannot make ends meet (1) 0.00 0.00 11.63 0.00 0.00 16.67 0.017 0.146 0.063 

   Can get by with some help (2) 15.53 5.75 27.91 39.47 8.33 58.33 0.017 0.146 0.063 

   Have just enough to get by (3) 59.22 25.29 48.84 47.37 8.33 25.00 0.017 0.146 0.063 

   Comfortable (4) 19.42 51.72 6.98 7.89 83.33 0.00 0.017 0.146 0.063 

   Very comfortable (5) 5.83 17.24 4.65 5.26 0.00 0.00 0.017 0.146 0.063 
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 Table 5.4 Bivariate Ethnic Comparisons of the Mediating Variables Between Women with Complete and Incomplete 

Data (n=307) 

 Women with complete data 
(n=233) 

Women with incomplete data 
(n=74) 

p-value 

 Chinese 
n=103 

Japanese 
n=87 

Vietnamese 
n=43 

Chinese 
n= 38 

Japanese 
n= 12 

Vietnamese 
n=24 

Chinese in 
sample vs. 

not 

Japanese in 
sample vs. 

not 

Vietnamese in 
sample vs.  

not 

Mediating Variable Mean         

Emotion Regulation (1-7)          

   Cognitive reappraisal 5.10 4.96 5.35 5.16 4.99 5.80 0.745 0.913 0.130 

   Expressive suppression 3.84 3.42 4.42 3.91 3.52 4.98 0.795 0.807 0.122 

Brief Cope (0-4)          

   Acceptance 2.86 3.20 3.07 2.74 2.58 2.79 0.471 0.075 0.255 

   Emotional support 2.39 2.54 2.79 2.26 2.08 2.83 0.408 0.224 0.871 

   Positive reframing 2.44 1.77 2.65 2.53 2.08 2.71 0.588 0.436 0.823 

   Self-blame 1.28 0.53 1.16 1.29 0.83 0.96 0.964 0.217 0.425 

   Denial 1.14 0.36 1.49 0.87 0.33 1.50 0.157 0.924 0.971 

   Active coping 2.19 2.33 2.91 2.18 2.25 2.88 0.952 0.827 0.909 

   Instrumental support 2.45 2.05 2.72 2.13 2.00 2.75 0.054 0.906 0.911 



 

71 

 Table 5.5 Bivariate Ethnic Comparisons of the Demographic Variables Between Women with Complete and 

Incomplete Data (n=307) 

 Women with complete data 
(n=233) 

Women with incomplete data 
(n=74) 

p-value 

 Chinese 
(n=103) 

Japanese 
n=87 

Vietnamese 
n=43 

Chinese 
n= 38 

Japanese 
n= 12 

Vietnamese 
n=24 

Chinese in 
sample vs. 

not 

Japanese in 
sample vs. 

not 

Vietnamese in 
sample vs. 

not 

Demographic Variable Mean         

Age (20-80) 56.85 59.48 57.49 58.76 64.08 59.38 0.203 0.133 0.419 

Number of children (0-5) 1.51 1.26 1.98 1.58 1.00 1.79 0.737 0.458 0.608 

  
Percentage  

       

Marital status          

   Single 9.71 12.64 6.98 10.53 25.00 29.17 0.022 0.061 0.079 

   Cohabit 3.88 13.79 11.63 2.63 0.00 4.17 0.022 0.061 0.079 

   Married 75.73 59.77 58.14 52.63 33.33 37.50 0.022 0.061 0.079 

   Divorced 6.80 9.20 11.63 23.68 25.00 8.33 0.022 0.061 0.079 

   Separated/Widowed 3.88 4.60 11.63 10.53 16.67 20.83 0.022 0.061 0.079 
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Complete Dataset vs Incomplete Dataset Characteristics  

 This study proceeded to examine the bivariate comparison between women with 

complete dataset and women with incomplete dataset, eliminating ethnic differences.  

Dependent and Independent Variables 

 Table 5.6 showed a significant difference between women with complete dataset and 

women with incomplete dataset for the dependent variable posttraumatic growth (please note that 

as described in the above paragraphs the significance disappeared once ethnicity was assessed). 

Women with incomplete dataset (M=3.55) had higher posttraumatic growth than did women 

with complete dataset (M=3.27), p=0.02. Table 5.6 also showed that there was a significant 

difference (p<0.001) between women with complete dataset and incomplete dataset for the 

independent variable financial stressor. The analysis revealed that the majority (40.54%) of 

women with incomplete dataset got by with some help, and the majority (44.64%) of women 

with complete dataset had just enough to get by. Women with complete dataset tend to have a 

better financial standing than did the women with incomplete dataset. For example, 2.15% of 

women with complete data (vs 5.41% of women with incomplete dataset) reported could not 

make ends meet. Furthermore, 9.87% of women with complete data (vs 2.70% of women with 

incomplete dataset) reported living a very comfortable life. 
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Table 5.6 Bivariate Comparisons on the Dependent and Independent Variables between Women with 

Complete and Incomplete Dataset (n=307)  

 Women with Complete Dataset 
(n=233) 

Women with Incomplete Dataset 
(n=74) 

p-value 

Dependent Variables Mean   

Self-Stigma (1-4) 1.69 (SD=0.71) 1.86 (SD=0.76) 0.080 

Posttraumatic Growth (0-5) 3.27 (SD=1.02) 3.55 (SD=0.63) 0.024 

    

Independent Variables Percentage   

Physical Stressor    

Amount of pain experienced (0-18)    

   A lot of pain (9-18) 21.89 18.92 0.832 

   Some pain (1-8) 69.96 71.62  
   No pain (0)  8.15 9.46  
Emotional Stressor    

Worry about cancer return (0-4)    

   Worry a lot (3-4) 21.89 12.16 0.158 

   Worry a little (1-2) 70.39 77.03  
   Not worry at all (0) 7.73 10.81  
Social Stressor    

Feel closer to social network (0-6)    

   Felt less close (0-3) 39.91 45.95 0.359 
   Felt closer (4-6) 60.09 54.05  
Financial Stressor (1-5)    

   Cannot make ends meet (1) 2.15 5.41 <0.001 

   Can get by with some help (2) 14.16 40.54  

   Have just enough to get by (3) 44.64 33.78  

   Comfortable (4) 29.18 17.57  

   Very comfortable (5) 9.87 2.70  
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Mediating Variables 

 The bivariate comparison in Table 5.7 revealed a significant difference between the 

women with the complete and incomplete dataset on the mediating variables: expressive 

suppression and acceptance coping strategy. Women with incomplete dataset (M=4.19) used 

more expressive suppression than did women with complete dataset (M=3.79), p=0.03. Table 5.7 

also showed that women with complete dataset (M=3.03) used more acceptance coping strategy 

than did women with incomplete dataset (M=2.73), p=0.03. It is notable that when conducting 

the bivariate ethnic comparison (Table 5.4), there was no significant difference on expressive 

suppression and acceptance coping strategies between the two groups of women. 

Control Variables 

 Table 5.8 showed that the demographic variable marital status was significantly different 

(p<0.001) between women with complete and incomplete dataset. In both groups of women, the 

married category had the highest proportion of women (66.52% of women with complete 

dataset, compared to 44.59% of women with incomplete dataset). Women with incomplete 

dataset (compared to those with complete dataset) had a higher percentage in the category single, 

divorced, and separated/widowed. 
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Table 5.7 Bivariate Comparisons on the Mediating Variables between Women with Complete and 

Incomplete Dataset (n=307) 

 Women with Complete Dataset 
(n=233) 

Women with Incomplete Dataset 
(n=74) 

p-value 

Mediating Variables Mean   

Emotion Regulation (1-7)    

   Cognitive reappraisal 5.09(SD=1.07) 5.34(SD=1.04) 0.080 

   Expressive suppression 3.79(SD=1.33) 4.19(SD=1.64) 0.034 

Brief Cope (0-4)    

   Acceptance 3.03(SD=0.95) 2.73(SD=1.14) 0.027 

   Emotional support 2.52(SD=0.97) 2.42(SD=1.11) 0.456 

   Positive reframing 2.23(SD=1.10) 2.51(SD=1.10) 0.052 

   Self-blame 0.98(SD=0.95) 1.11(SD=0.93) 0.306 

   Denial 0.91(SD=1.06) 0.99(SD=1.13) 0.595 

   Active coping 2.38(SD=1.05)  2.42(SD=1.16) 0.775 

   Instrumental support 2.35(SD=1.05) 2.31(SD=1.11) 0.796 
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Table 5.8 Bivariate Comparisons on the Demographic Variables between Women with Complete and 

Incomplete Dataset (n=307) 

 Women with Complete Dataset (n=233) Women with Incomplete Dataset 
(n=74) 

p-value 

Demographic Variables Mean   
Age (20-80) 57.95(SD=8.99) 59.82(SD=8.50) 0.115 
Number of children (0-5) 1.51(SD=1.11) 1.55(SD=1.35) 0.761 
    
Marital status Percentage   
   Single 10.30 18.92 <0.001 
   Cohabit 9.01 2.70  
   Married 66.52 44.59  
   Divorced 8.58 18.92  
   Separated/Widowed 5.58 14.86  
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Data Analysis 

 The normality test revealed that this study population did not reflect the normal 

population. This dataset was not weighted because it was a sample of Asian American breast 

cancer population. All analyses were conducted with Stata 13.1 statistical software.  

 Descriptive statistics was conducted on the dependent, independent, mediating, and 

control variables. Frequencies were recorded for categorical variables, while the mean and 

standard deviations were recorded for the continuous variables. Regressions were conducted on 

each variable to examine ethnic differences.  

 OLS regressions were conducted to examine the hypotheses in research questions one 

and two. Model 1 examined the bivariate relationship between each stressor and psychological 

health. Adding to model 1, model 2 controlled for diagnosis variables (year of diagnosis and 

age). Model 3 controlled for the diagnosis and family (marital status and number of children) 

variables. Model 4 controlled for the diagnosis, family, and immigration (living in US the entire 

life and years in the US) variables. Model 5, the fully adjusted model, controlled for the 

diagnosis, family, immigration, and ethnicity variables. Model 6 showed ethnicity moderated the 

bivariate relationship, while controlled for all covariates in Model 5. The significant result from 

research questions one and two were extracted to further test for mediation effect in research 

question three by using the Sobel method. In the next chapter, results from the data analysis are 

described and summarized in order to examine whether the hypotheses from the research 

questions were supported.  
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Chapter 6 -  Results 

Descriptive Statistics 

 Table 6.1 showed the descriptive statistics of the following demographic variables: age, 

year diagnosed, number of children, years lived in US, lived in US entire life, and marital status. 

This study had 233 participants (Chinese=44%, Japanese=37%, Vietnamese=19%). The mean 

(M) age of the women was 57.95 (Chinese=56.85, Japanese=59.48, Vietnamese=57.49) and 

standard deviation (SD) was 8.99. There was no significant ethnic difference between the 

women’s mean age. The mean year of the women’s breast cancer diagnosis was 2009 (SD=3.96), 

but there was no ethnic group difference.   

 The women had a mean of 1.51 children. Vietnamese women (M=1.98) had more 

children than did the Japanese women (M=1.26), with a statistical significance of p=0.001. The 

Chinese women (M=1.51) had statistically fewer children than did the Vietnamese women 

(p=0.02). The women’s mean year lived in US was 35.19 (SD=20.32), with Japanese (M=52.44) 

women having lived in the US significantly longer than both the Chinese (M=25.37) and the 

Vietnamese (M=23.84), both at p<0.001. Large portions of the Chinese and Vietnamese women 

were immigrants, 92.23% and 95.35% respectively. Only 33.33% of Japanese women were 

immigrants. There were significant differences between the proportion of Japanese and the 

proportions of both Chinese and Vietnamese immigrants, both at p<0.001.  

 Majority of the women were married in each ethnic group (Chinese=75.73%, 

Japanese=59.77, Vietnamese=58.14), but there was no significant ethnic difference in marital 

status. Few Chinese and Japanese women were separated/widowed (3.88% and 4.60% 

respectively). Among Vietnamese women, being single had the lowest proportion of people 

(6.98%). 
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Table 6.1 Univariate and Descriptive Statistics of the Analytic Sample by Ethnicity (n=233)  

  Chinese 
(n=103) 

Japanese 
(n=87) 

Vietnamese 
(n=43) 

Chinese 
vs 

Japanese 
(p-value) 

Chinese  
vs  

Vietnamese 
(p-value) 

Japanese  
vs 

Vietnamese 
(p-value) 

p-value 

Demographic Variables Mean        
Age (20-80) 57.95 (SD=8.99) 56.85 59.48 57.49 0.045 0.697 0.233  
Year diagnosed (1988-2015) 2009 (SD=3.96) 2009 2008 2009 0.066 0.886 0.115  
Number of children (0-5) 1.51 (SD=1.11) 1.51 1.26 1.98 0.115 0.020 0.001  
Years lived in US (1-76) 35.19 (SD=20.32) 25.37 52.44 23.84 <0.001 0.584 <0.001  
         
Lived in US her entire life Percentage        
   Yes 29.18 7.77 66.67 4.65    <0.001 
   No 70.82 92.23 33.33 95.35     
Marital status         
   Single 10.30 9.71 12.64 6.98    0.104 
   Cohabit 9.01 3.88 13.79 11.63     
   Married 66.52 75.73 59.77 58.14     
   Divorced 8.58 6.80 9.20 11.63     
   Separated/Widowed 5.58 3.88 4.60 11.63     
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Aim 1 

 To assess the stressors that influenced the psychological well-being of Chinese-, 

Japanese-, and Vietnamese-American breast cancer survivors.  

Research Question 1  

 Asian American breast cancer survivors experienced physical, emotional, social, and 

financial stressors. How did each stressor influence the survivors’ self-stigma and posttraumatic 

growth? 

What are Self-Stigma and Posttraumatic Growth 

 Self-stigma and posttraumatic growth were continuous indicators of psychological well-

being. Low self-stigma and high posttraumatic growth indicated good psychological health. The 

self-stigma score ranged from 1 through 4. A score of 1 and 2 indicated low self-stigma, and a 

score of 3 and 4 indicated high self-stigma. The posttraumatic growth score ranged from 0 

through 5. A score of 1 and 2 indicated low posttraumatic growth, and a score of 4 and 5 

indicated high posttraumatic growth.  

What are Physical, Emotional, Social, and Financial Stressors 

 Physical stress (physical pain) was scored from 0 through 18 and was categorized as one 

of the followings: no pain (0), some pain (1-8), and a lot of pain (9-18). Emotional stress (worry 

about cancer recurrence and its interference to life) was scored from 0 through 4 and was 

categorized as one of the followings: not worry (0), worry a little (1-2), and worry a lot (3-4). 

Social stress (women’s social closeness with people in their social network as a result of the 

breast cancer experience) was scored from 0 through 6 and was categorized as either felt less 

close (0-3) or felt closer (4-6). Financial stress (financial burden) was categorized into one of the 
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following financial status: (1) very comfortable; (2) comfortable; (3) have just enough to get by; 

(4) can get by with some help; and (5) cannot make ends meet.  

Univariate and Bivariate of the Dependent and Independent Variables. Table 6.2 

showed the univariate and bivariate ethnic comparisons of the dependent and independent 

variables. The univariate result on the dependent variable self-stigma showed that the women 

had low self-stigma (M=1.69, SD=0.71), which indicated good psychological well-being. The 

bivariate analysis revealed the following ethnic differences in self-stigma. Chinese women 

(M=2.00) had significantly more self-stigma than did the Japanese women (M=1.24), at p<0.001. 

Moreover, Vietnamese women (M=1.85) had significantly more self-stigma than did the 

Japanese women (M=1.24), p<0.001. There was no statistically significant difference between 

Chinese and Vietnamese women in self-stigma.  

Table 6.2 showed the univariate result on the dependent variable posttraumatic growth, 

and it revealed that the women had moderate to high posttraumatic growth (M=3.27, SD=1.02), 

which indicated good psychological well-being. The bivariate analysis revealed the following 

ethnic differences in posttraumatic growth. Vietnamese women (M=3.60) had significantly more 

posttraumatic growth than did the Japanese women (M=3.02), p=0.002. Furthermore, the 

Chinese women (M=3.34) had significantly more posttraumatic growth than did the Japanese 

women (M=3.02), p=0.03. There was no statistically significant difference between Chinese and 

Vietnamese women in posttraumatic growth.  

Table 6.2 showed the univariate result on the independent variable physical stressor. 

Majority of the women experienced ‘some pain’ (69.96%), while 21.89% of women experienced 

‘a lot of pain’ and 8.15% of women experienced ‘no pain.’ The bivariate result showed a 

statistically significant ethnic difference among the Chinese, Japanese, and Vietnamese (at 
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p=0.001). In the ‘a lot of pain’ category, Vietnamese women had 32.56%, compared to the 

Chinese (28.16%) and Japanese (9.20%) women. In the ‘some pain’ category, Japanese women 

had 77.01%, compared to Chinese (68.93%) and Vietnamese (58.14%) women. In the ‘no pain’ 

category, Japanese women had 13.79%, compared to Vietnamese (9.30%) and Chinese (2.91%).  

Table 6.2 showed the univariate result on the independent variable emotional stressor. 

Majority of the women ‘worried a little’ about cancer recurrence and its interference to their 

lives (70.39%), while 21.89% of women ‘worried a lot’ and 7.73% of women did ‘not worry at 

all’. The bivariate result showed a statistically significant ethnic difference among the Chinese, 

Japanese, and Vietnamese (at p=0.004). In the ‘worried a lot’ category, Vietnamese women had 

30.23%, compared to the Chinese (29.13%) and Japanese (9.20%) women. In the ‘worried a 

little’ category, Japanese women had 79.31%, compared to Vietnamese (67.44%) and Chinese 

(64.08%) women. In the ‘not worried at all’ category, Japanese women had 11.49%, compared to 

Chinese (6.80%) and Vietnamese (2.33%) women.  

Table 6.2 showed the univariate result on the independent variable social stressor. 

Majority of the women ‘felt closer’ to others in their social network as a result of their cancer 

experience (60.09%), while 39.91% of women ‘felt less close’ to others. The bivariate result 

showed no statistically significant ethnic difference among the Chinese, Japanese, and 

Vietnamese in their social stress.  

Table 6.2 showed the univariate result on the independent variable financial stressor. 

Majority of the women were in good financial status, with 9.87% living ‘very comfortably’, 

while 29.18% living ‘comfortably,’ and 44.64% ‘have just enough to get by.’ There were 

14.16% of women reported ‘getting by with some help’ and 2.15% of women said they ‘could 

not make ends meet.’ The bivariate result showed statistically significant ethnic difference 
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among the Chinese, Japanese, and Vietnamese in financial stress (at p<0.001). In the ‘very 

comfortable’ and ‘comfortable’ categories, Japanese had the highest percentages, compared to 

both Chinese and Vietnamese. In the ‘have just enough to get by’ category, Chinese women had 

the largest number of people (59.22%). In the ‘can get by with some help’ category, Vietnamese 

women (27.91%) had more people than did both Chinese and Japanese. In the ‘cannot make ends 

meet’ category, there were 11.63% of Vietnamese women, and none of the Chinese and Japanese 

women reported to be in this category. 

 Given the ethnic differences observed in each of the above dependent and independent 

variables, multivariate analyses were conducted to further assess: (1) the main relationship 

between each of the stressors and the indicators of psychological health; and (2) the influence of 

the covariates (especially ethnicity) on the main relationship. The hypotheses were tested using 

multivariate analyses that adhered to the following model structure. Model 1 examined the 

bivariate relationship between each stressor and psychological health. Adding to model 1, model 

2 controlled for diagnosis variables (year of diagnosis and age). Model 3 controlled for the 

diagnosis and family (marital status and number of children) variables. Model 4 controlled for 

the diagnosis, family, and immigration (living in US the entire life and years in the US) 

variables. Model 5, the fully adjusted model, controlled for the diagnosis, family, immigration, 

and ethnicity variables. 
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Table 6.2 Univariate and Bivariate Ethnic Comparisons of the Dependent and Independent Variables (n=233) 

  Chinese 
(n=103) 

Japanese 
(n=87) 

Vietnamese 
(n=43) 

Chinese 
vs 

Japanese 
(p-value) 

Chinese  
vs 

Vietnamese 
(p-value) 

Japanese  
vs 

Vietnamese 
(p-value) 

p-value 

Dependent Variables Mean        
Self-Stigma (1-4) 1.69 (SD=0.71) 2.00 1.24 1.85 <0.001 0.205 <0.001  
Posttraumatic Growth (0-5) 3.27 (SD=1.02) 3.34 3.02 3.60 0.033 0.147 0.002  

         

Independent Variables Percentage        
Physical Stressor         
   Amount of pain experienced (0-18)         
   A lot of pain (9-18) 21.89 28.16 9.20 32.56    0.001 
   Some pain (1-8) 69.96 68.93 77.01 58.14     
   No pain (0) 8.15 2.91 13.79 9.30     
Emotional Stressor         
   Worry about cancer return (0-4)         
   Worry a lot (3-4) 21.89 29.13 9.20 30.23    0.004 
   Worry a little (1-2) 70.39 64.08 79.31 67.44     
   Not worry at all (0) 7.73 6.80 11.49 2.33     
Social Stressor         
   Feel closer to social network (0-6)         
   Feel less close (0-3) 39.91 39.81 44.83 30.23    0.278 
   Feel closer (4-6) 60.09 60.19 55.17 69.77     
Financial Stressor 
   Current financial situation (1-5) 

        

   Cannot make ends meet (1) 2.15 0.00 0.00 11.63    <0.001 
   Can get by with some help (2) 14.16 15.53 5.75 27.91     
   Have just enough to get by (3) 44.64 59.22 25.29 48.84     
   Comfortable (4) 29.18 19.42 51.72 6.98     
   Very comfortable (5) 9.87 5.83 17.24 4.65     
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Multivariate Regression Models 

Multivariate Regression Models - Hypothesis 1. Asian American breast cancer 

survivors who experienced substantial physical pain would have more self-stigma and less 

posttraumatic growth than did survivors who experienced no physical pain.  

 Table 6.3 showed the OLS regression of the association between levels of physical pain 

and self-stigma. In the bivariate model (model 1), compared to those with ‘no pain’, women with 

‘some pain’ and ‘a lot of pain’ had a statistically significant increase in self-stigma. The two 

significant relationships persisted from models 2 through 4. However, in the fully adjusted model 

5, the relationship between ‘some pain’ and self-stigma became statistically insignificant, while 

the relationship between a lot of pain and self-stigma persisted.  

 In model 5, the covariates divorce, length of stay in the US, and ethnicity were 

statistically significant. The results showed that divorced women experienced significantly more 

self-stigma than did single women; however, cohabiting, being married, and separated were not 

significantly different from single. The longer the women lived in the US, the less they 

experienced self-stigma. Lastly, Japanese women had less self-stigma than did Chinese women, 

but there was not a statistically significant difference between Chinese and Vietnamese women. 

There was no statistical significant difference by diagnosis variables, the number of children, and 

having lived in the US their entire life. The hypothesis on the relationship between the 

experience of ‘a lot of pain’ (compared to no pain) associated with an increase in self-stigma was 

supported in models 1 through 5.
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Table 6.3 Multiple Regression Results for the Association Between Physical Pain and Self-Stigma 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Physical Pain (Ref=No pain)             
   Some Pain 0.40 0.014 0.36 0.027 0.37 0.024 0.35 0.021 0.26 0.082 0.83 0.016 
   A lot of Pain 0.94 <0.001 0.90 <0.001 0.88 <0.001 0.77 <0.001 0.64 <0.001 1.12 0.002 

Covariates             
Year diagnosed   0.01 0.307 0.01 0.362 0.01 0.616 0.00 0.810 0.00 0.753 
Age   -0.01 0.288 -0.01 0.188 0.01 0.186 0.00 0.374 0.00 0.329 
Marital Status (Ref=Single)             
   Cohabit     -0.03 0.872 -0.04 0.857 0.04 0.844 0.05 0.794 
   Married     0.18 0.267 0.02 0.902 0.05 0.736 0.05 0.754 
   Divorced     0.45 0.032 0.28 0.138 0.36 0.054 0.37 0.051 
   Separated/Widowed     0.31 0.191 0.12 0.591 0.21 0.333 0.21 0.326 
Number of children     -0.00 0.910 0.01 0.774 -0.00 0.946 -0.00 0.954 
Live in US entire life       0.08 0.549 -0.05 0.727 -0.06 0.656 
Years in US       -0.01 <0.001 -0.01 0.004 -0.01 0.003 
Ethnicity (Ref=Chinese)             
   Japanese         -0.42 0.001 0.24 0.543 
   Vietnamese         -0.19 0.091 0.37 0.408 

Interactions:  

Physical Pain by Ethnicity  

            

No pain*Chinese           0.00 . 
No pain*Japanese           0.00 . 
No pain*Vietnamese           0.00 . 
Some pain*Chinese           0.00 . 
Some pain*Japanese           -0.72 0.067 
Some pain*Vietnamese           -0.67 0.154 
A lot of pain*Chinese           0.00 . 
A lot of pain*Japanese           -0.61 0.171 
A lot of pain*Vietnamese           -0.41 0.410 
Constant 1.20 <0.001 -21.26 0.342 -18.94 0.398 -9.04 0.660 -3.23 0.873 -5.25 0.795 

.  = Data unable to generate due to low sample size. 
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 Table 6.4 showed the OLS regression of the association between levels of physical pain 

and posttraumatic growth. In the bivariate model (model 1), compared to no pain, women with 

some pain and a lot of pain had a decrease in posttraumatic growth, but the results were not 

statistically significant. In the fully adjusted model 5, there was no difference by the covariates 

diagnosis, immigration, family factors, and ethnicity when examining the relationship between 

levels of physical pain and posttraumatic growth. Although the main relationships in the 5 

models were not statistically significant, the correlation coefficients were in the predicted 

direction of the hypothesis. The non-significant results could be due to a low sample size. 

Therefore, the hypothesis on the relationship between the experience of a lot of pain (compared 

to no pain) associated with a decrease in posttraumatic growth was supported from models 1 

through 5.
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Table 6.4 Multiple Regression Results for the Association Between Physical Pain and Posttraumatic Growth 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Physical Pain (Ref=No pain)             
   Some Pain -0.35 0.152 -0.32 0.205 -0.33 0.188 -0.34 0.175 -0.38 0.133 0.47 0.428 
   A lot of Pain -0.03 0.912 0.01 0.985 -0.11 0.703 -0.15 0.599 -0.24 0.402 0.56 0.356 

Covariates             
Year diagnosed   -0.02 0.291 -0.02 0.219 -0.02 0.188 -0.03 0.131 -0.02 0.150 
Age   0.00 0.612 0.00 0.832 0.01 0.433 0.00 0.671 0.00 0.718 
Marital Status (Ref=Single)             
   Cohabit     -0.19 0.553 -0.18 0.598 -0.13 0.696 -0.11 0.747 
   Married     0.14 0.582 0.08 0.745 0.16 0.545 0.17 0.521 
   Divorced     0.01 0.972 -0.05 0.871 0.02 0.943 0.03 0.921 
   Separated/Widowed     0.41 0.254 0.34 0.352 0.39 0.291 0.43 0.246 
Number of children     0.11 0.108 0.11 0.098 0.07 0.293 0.07 0.293 
Live in US entire life       0.09 0.689 -0.03 0.909 -0.09 0.720 
Years in US       -0.00 0.401 -0.00 0.995 -0.00 0.881 
Ethnicity (Ref=Chinese)             
   Japanese         -0.33 0.117 0.79 0.233 
   Vietnamese         0.21 0.273 0.75 0.336 

Interactions:  

Physical Pain by Ethnicity 

            

No pain*Chinese           0.00 . 
No pain*Japanese           0.00 . 
No pain*Vietnamese           0.00 . 
Some pain*Chinese           0.00 . 
Some pain*Japanese           -1.22 0.071 
Some pain*Vietnamese           -0.56 0.491 
A lot of pain*Chinese           0.00 . 
A lot of pain*Japanese           -1.17 0.129 
A lot of pain*Vietnamese           -0.50 0.553 
Constant 3.52 <0.001 39.40 0.250 45.33 0.188 48.51 0.161 55.35 0.110 52.27 0.132 

.  = Data unable to generate due to low sample size.
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Multivariate Regression Models - Hypothesis 2. Asian American breast cancer 

survivors who worried a great deal about their cancer recurrence and its interference on their 

lives would have more self-stigma and less posttraumatic growth than did survivors who did not 

worry about cancer recurrence and its interference. 

 Table 6.5 showed the OLS regression of the association between levels of worry about 

cancer recurrence and self-stigma. In the bivariate model (model 1), compared to women who 

‘did not worry’, women who ‘worried a little’ and ‘a lot’ had statistically significant increase in 

self-stigma. The results persisted from models 2 through 5. In the fully adjusted model 5, the 

covariates length of stay in the US and ethnicity were statistically significant. The results showed 

that the longer the women’s stay in the US, the less self-stigma they experienced. Also, both 

Japanese and Vietnamese women experienced less self-stigma than did the Chinese women. In 

model 5, there was no difference by the covariates diagnosis, family factors, and having lived in 

the US their entire life when examining the relationship between levels of worry about cancer 

recurrence and self-stigma. The hypothesis that women who worried a great deal about their 

cancer recurrence experienced more self-stigma (compared to those who did not worry) was 

supported from models 1 to 5. 
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Table 6.5 Multiple Regression Results for the Association Between Worry About Cancer Recurrence and Self-Stigma 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Worry about cancer recurrence  
(Ref=Not worry at all) 

            

   Worry a little 0.40 0.014 0.39 0.018 0.42 0.010 0.32 0.033 0.32 0.027 0.49 0.035 
   Worry a lot 0.98 <0.001 0.96 <0.001 0.97 <0.001 0.79 <0.001 0.73 <0.001 0.89 <0.001 

Covariates             
Year diagnosed   0.01 0.199 0.01 0.256 0.01 0.503 0.00 0.707 0.00 0.723 
Age   -0.00 0.470 -0.01 0.287 0.01 0.121 0.01 0.254 0.01 0.161 
Marital Status (Ref=Single)             
   Cohabit     -0.04 0.851 -0.06 0.757 0.01 0.948 0.07 0.709 
   Married     0.21 0.181 0.03 0.827 0.06 0.691 0.09 0.545 
   Divorced     0.43 0.036 0.27 0.155 0.35 0.058 0.41 0.029 
   Separated/Widowed     0.36 0.121 0.16 0.465 0.25 0.243 0.18 0.393 
Number of children     0.03 0.420 0.05 0.230 0.03 0.448 0.02 0.591 
Live in US entire life       -0.00 0.994 -0.12 0.361 -0.13 0.320 
Years in US       -0.01 <0.001 -0.01 0.002 -0.01 0.001 
Ethnicity (Ref=Chinese)             
   Japanese         -0.44 <0.001 -0.17 0.567 
   Vietnamese         -0.22 0.044 -0.24 0.691 

Interactions:  

Worry by Ethnicity 

            

Not worry*Chinese           0.00 . 
Not worry*Japanese           0.00 . 
Not worry*Vietnamese           0.00 . 
Worry a little*Chinese           0.00 . 
Worry a little*Japanese           -0.26 0.395 
Worry a little*Vietnamese           -0.09 0.890 
Worry a lot*Chinese           0.00 . 
Worry a lot*Japanese           -0.69 0.060 
Worry a lot*Vietnamese           0.27 0.672 
Constant 1.19 <0.001 -27.01 0.223 -23.82 0.281 -12.39 0.544 -5.93 0.766 -5.66 0.774 

.  = Data unable to generate due to low sample size. 
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 Table 6.6 showed the OLS regression of the association between levels of worry about 

cancer recurrence and posttraumatic growth. In the bivariate model (model 1), compared to 

women who ‘did not worry,’ women who ‘worried a little’ and ‘a lot’ had a decrease in 

posttraumatic growth, but the results were not statistically significant. The results persisted from 

models 2 through 5. In the fully adjusted model 5, there was no difference by the covariates 

diagnosis, immigration, family factors, and ethnicity when examining the relationship between 

levels of worry and posttraumatic growth. Although the 5 models were not statistically 

significant, the correlation coefficients were in the predicted direction of the hypothesis. The 

non-significant results could be due to a low sample size. Therefore, the hypothesis that women 

who worried a great deal about their cancer recurrence experienced less posttraumatic growth 

(compared to those who did not worry) was supported from models 1 through 5.
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Table 6.6 Multiple Regression Results for the Association Between Worry About Cancer Recurrence and Posttraumatic 

Growth 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Worry about cancer recurrence  
(Ref=Not worry at all) 

            

   Worry a little -0.18 0.485 -0.16 0.530 -0.11 0.679 -0.15 0.548 -0.18 0.471 0.31 0.447 
   Worry a lot -0.12 0.656 -0.10 0.721 -0.08 0.778 -0.17 0.555 -0.25 0.374 0.22 0.611 

Covariates             
Year diagnosed   -0.02 0.273 -0.02 0.188 -0.02 0.153 -0.03 0.102 -0.03 0.111 
Age   0.00 0.541 0.00 0.764 0.01 0.363 0.00 0.602 0.01 0.550 
Marital Status (Ref=Single)             
   Cohabit     -0.30 0.351 -0.28 0.389 -0.23 0.475 -0.23 0.488 
   Married     0.07 0.766 0.01 0.966 0.09 0.735 0.08 0.746 
   Divorced     -0.01 0.972 -0.08 0.803 -0.00 0.993 -0.00 0.995 
   Separated/Widowed     0.39 0.285 0.31 0.407 0.35 0.349 0.30 0.424 
Number of children     0.12 0.063 0.13 0.060 0.08 0.248 0.08 0.243 
Live in US entire life       0.08 0.710 -0.02 0.920 -0.06 0.792 
Years in US       -0.01 0.329 -0.00 0.930 -0.00 0.856 
Ethnicity (Ref=Chinese)             
   Japanese         -0.32 0.120 0.39 0.442 
   Vietnamese         0.24 0.200 1.13 0.298 

Interactions:  

Worry by Ethnicity 

            

Not worry*Chinese           0.00 . 
Not worry*Japanese           0.00 . 
Not worry*Vietnamese           0.00 . 
Worry a little*Chinese           0.00 . 
Worry a little*Japanese           -0.78 0.140 
Worry a little*Vietnamese           -0.96 0.387 
Worry a lot*Chinese           0.00 . 
Worry a lot*Japanese           -0.89 0.166 
Worry a lot*Vietnamese           -0.85 0.455 
Constant 3.42 <0.001 40.97 0.237 48.47 0.161 52.53 0.131 59.86 0.085 58.22 0.096 

.  = Data unable to generate due to low sample size.
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Multivariate Regression Models - Hypothesis 3. Asian American breast cancer 

survivors who did not feel closer to people in their social network as a result of their breast 

cancer experience would have more self-stigma and less posttraumatic growth than did survivors 

who felt closer to people in their social network.  

 Table 6.7 showed the OLS regression of the association between social closeness and 

self-stigma. The bivariate model (model 1) showed that compared to women who ‘felt closer’ to 

others, those who ‘felt less close’ to others had more self-stigma, but the relationship was not 

statistically significant. The results persisted from model 2 through 5. In the fully adjusted model 

5, the covariates being divorced, years in the US, and ethnicity were statistically significant. The 

results showed that divorced women experienced significantly more self-stigma than did single 

women; however, cohabiting, being married, and separated were not significantly different from 

single. The longer the women lived in the US, the less they experienced self-stigma. Lastly, 

Japanese women had less self-stigma than did Chinese women, but there was not a statistically 

significant difference between Chinese and Vietnamese. There was no statistical significant 

difference by diagnosis variables, the number of children, and having lived in the US their entire 

life. Although the main relationships in the 5 models were not statistically significant, the 

correlation coefficients were in the predicted direction of the hypothesis. The non-significant 

results could be due to a low sample size. Therefore, the hypothesis that women who did not feel 

closer to people in their social network as a result of their breast cancer experience (compared to 

those who felt closer) would have more self-stigma was supported from models 1 through 5. 
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Table 6.7 Multiple Regression Results for the Association Between Closeness with Others and Self-Stigma 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Closeness with others 
(Ref=Feel closer) 

            

   Feel less close 0.03 0.785 0.04 0.690 0.05 0.586 0.08 0.363 0.08 0.341 0.03 0.801 

Covariates             
Year diagnosed   0.01 0.317 0.01 0.387 0.00 0.690 0.00 0.956 0.00 0.934 
Age   -0.01 0.129 -0.01 0.061 0.01 0.292 0.00 0.577 0.00 0.520 
Marital Status (Ref=Single)             
   Cohabit     -0.03 0.887 -0.05 0.815 0.03 0.862 0.03 0.881 
   Married     0.24 0.162 0.04 0.790 0.08 0.608 0.07 0.630 
   Divorced     0.49 0.028 0.29 0.147 0.39 0.046 0.40 0.042 
   Separated/Widowed     0.45 0.072 0.21 0.355 0.30 0.170 0.29 0.192 
Number of children     0.03 0.496 0.05 0.265 0.02 0.636 0.03 0.514 
Live in US entire life       0.02 0.875 -0.14 0.339 -0.13 0.351 
Years in US       -0.02 <0.001 -0.01 0.003 -0.01 0.002 
Ethnicity (Ref=Chinese)             
   Japanese         -0.54 <0.001 -0.54 <0.001 
   Vietnamese         -0.19 0.097 -0.28 0.053 

Interactions:  

Closeness by Ethnicity 

            

Felt closer*Chinese           0.00 . 
Felt closer*Japanese           0.00 . 
Felt closer*Vietnamese           0.00 . 
Felt less close*Chinese           0.00 . 
Felt less close*Japanese           0.01 0.939 
Felt less close*Vietnamese           0.26 0.292 
Constant 1.68 <0.001 -21.80 0.363 -18.60 0.435 -6.85 0.752 0.92 0.965 0.33 0.987 

.  = Data unable to generate due to low sample size.
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 Table 6.8 showed the OLS regression of the association between social closeness and 

posttraumatic growth. The bivariate model (model 1) showed that compared to women who ‘felt 

closer’ to others, those who ‘felt less close’ to others had significantly less posttraumatic growth. 

The results persisted from models 2 through 5. In the fully adjusted model 5, there was no 

difference by the covariates diagnosis, immigration, family factors, and ethnicity when 

examining the relationship between social closeness and posttraumatic growth. The hypothesis 

that women who did not feel closer to people in their social network as a result of their breast 

cancer experience (compared to those who felt closer) would have less posttraumatic growth was 

supported from models 1 through 5.
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Table 6.8 Multiple Regression Results for the Association Between Closeness with Others and Posttraumatic 

Growth 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Closeness with others 
(Ref=Feel closer) 

            

   Feel less close -0.56 <0.001 -0.57 <0.001 -0.54 <0.001 -0.53 <0.001 -0.52 <0.001 -0.40 0.045 

Covariates             
Year diagnosed   -0.02 0.240 -0.02 0.171 -0.02 0.151 -0.03 0.108 -0.03 0.120 
Age   0.01 0.336 0.00 0.523 0.01 0.259 0.01 0.421 0.01 0.435 
Marital Status 
(Ref=Single) 

            

   Cohabit     -0.28 0.370 -0.25 0.436 -0.21 0.516 -0.22 0.495 
   Married     0.03 0.891 -0.01 0.974 0.05 0.826 0.05 0.830 
   Divorced     0.04 0.894 -0.02 0.954 0.04 0.886 0.03 0.912 
   Separated/Widowed     0.36 0.306 0.29 0.415 0.32 0.365 0.31 0.385 
Number of children     0.11 0.092 0.11 0.093 0.07 0.285 0.06 0.348 
Live in US entire life       0.12 0.568 0.03 0.909 0.03 0.905 
Years in US       -0.00 0.482 0.00 0.926 0.00 0.854 
Ethnicity (Ref=Chinese)             
   Japanese         -0.29 0.143 -0.21 0.359 
   Vietnamese         0.18 0.330 0.25 0.278 

Interactions:  

Closeness by Ethnicity 

            

Felt closer*Chinese           0.00 . 
Felt closer*Japanese           0.00 . 
Felt closer*Vietnamese           0.00 . 
Felt less close*Chinese           0.00 . 
Felt less close*Japanese           -0.22 0.448 
Worry a little*Vietnamese           -0.17 0.653 
Constant 3.49 <0.001 42.01 0.206 48.55 0.145 50.85 0.129 56.66 0.091 55.25 0.102 

.  = Data unable to generate due to low sample size.
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Multivariate Regression Models - Hypothesis 4. Asian American breast cancer 

survivors who experienced more financial stress would have more self-stigma and less 

posttraumatic growth than did survivors who experienced less financial stress.  

 Table 6.9 showed the OLS regression of the association between levels of financial stress 

and self-stigma. In the bivariate model (model 1), compared to women who lived ‘very 

comfortably,’ women who lived ‘comfortably,’ ‘had just enough to get by,’ ‘got by with some 

help,’ and ‘could not make ends meet’ had higher self-stigma. The main relationships were 

statistically significant for those who had ‘just enough to get by’ and ‘got by with some help.’ 

The statistically significant results persisted in both models 2 and 3. In models 4 and 5 when 

immigration and ethnicity (respectively) were controlled, the category ‘have just enough to get 

by’ was no longer statistically significant. In models 4 and 5 (when immigration and ethnicity 

were controlled for) the correlation coefficient for the category living ‘comfortably’ reversed 

direction; these results indicated that compared to women who lived ‘very comfortably,’ women 

who lived ‘comfortably’ had less self-stigma when immigration and ethnicity were assessed.  

 In the fully adjusted model 5, the covariate ethnicity was statistically significant. The 

result showed that both Japanese and Vietnamese women experienced less self-stigma than did 

the Chinese women. The fully adjusted model 5 showed no difference by diagnosis, family, and 

immigration when examining the relationship between financial status and self-stigma. The 

hypothesis that women with more financial stress (compared to women with less financial 

stress), would have more self-stigma was supported from models 1 through 5. The hypothesis 

was supported because aside from the results for those who lived ‘comfortably’ being in the 

opposite of the predicted direction in models 4 and 5, the rest of the results were in the predicted 
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direction in all 5 models. The lack of statistically significant results could be due to low sample 

size. 

 Table 6.10 showed the OLS regression of the association between levels of financial 

stress and posttraumatic growth. In the bivariate model (model 1), compared to women who 

lived ‘very comfortably,’ women who lived ‘comfortably,’ ‘had just enough to get by,’ ‘got by 

with some help,’ and ‘could not make ends meet’ had higher posttraumatic growth (which were 

opposite of the predicted direction), but the results were not statistically significant. Most of the 

results persisted from models 1 to 3. In model 3 when family factors were accounted for, the 

category ‘cannot make ends meet’ switched to the predicted direction, although the result was 

still not statistically significant. In model 3, it showed that marital status and the number of 

children impacted the relationship between financial stress and psychological health of the 

women. In models 4 and 5 (when immigration and ethnicity were controlled for) the correlation 

coefficients for the categories have ‘just enough to get by,’ ‘get by with some help,’ and ‘cannot 

make ends meet’ were in the predicted direction; these results (although not statistically 

significant) indicated that compared to women who lived ‘very comfortably,’ women who were 

in the above three categories had less posttraumatic growth.  

 In the fully adjusted model 5, there was no difference by diagnosis, family, immigration, 

and ethnicity when examined the relationship between financial stress and posttraumatic growth. 

The hypothesis that women who had more financial stress would experience less posttraumatic 

growth than those who had less financial burden was supported in models 4 and 5. The lack of 

statistically significant results could be due to a small sample size. 
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Table 6.9 Multiple Regression Results for the Association Between Financial Stress and Self-Stigma 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Financial stress 
(Ref=Very comfortable) 

            

   Comfortable 0.03 0.826 0.03 0.824 0.02 0.884 -0.05 0.760 -0.01 0.927 0.02 0.944 
   Have just enough to get by 0.59 <0.001 0.58 <0.001 0.54 <0.001 0.28 0.076 0.25 0.104 0.44 0.089 
   Get by with some help 0.96 <0.001 0.94 <0.001 0.91 <0.001 0.58 0.003 0.59 0.002 0.99 0.001 
   Cannot make ends meet 0.49 0.119 0.44 0.163 0.35 0.273 0.11 0.728 0.22 0.495 0.60 0.221 

Covariates             
Year diagnosed   0.00 0.899 0.00 0.985 0.00 0.991 -0.00 0.782 -0.00 0.867 
Age   -0.00 0.380 -0.01 0.251 0.00 0.666 0.00 0.893 -0.00 0.776 
Marital Status (Ref=Single)             
   Cohabit     -0.14 0.486 -0.09 0.634 -0.01 0.962 -0.00 0.981 
   Married     0.14 0.366 0.07 0.659 0.10 0.524 0.15 0.309 
   Divorced     0.21 0.294 0.19 0.324 0.29 0.127 0.29 0.136 
   Separated/Widowed     0.18 0.430 0.13 0.561 0.22 0.302 0.27 0.214 
Number of children     0.00 0.935 0.02 0.637 -0.00 0.986 0.01 0.805 
Live in US entire life       0.08 0.556 -0.07 0.637 0.01 0.941 
Years in US       -0.01 0.016 -0.01 0.180 -0.00 0.427 
Ethnicity (Ref=Chinese)             
   Japanese         -0.50 <0.001 -0.20 0.492 
   Vietnamese         -0.24 0.043 -0.48 0.311 

Interactions: Financial 

Stress by Ethnicity 

            

Very comfortable*Chinese           0.00 . 
Very comfortable*Japanese           0.00 . 
Very comfortable*Vietnamese           0.00 . 
Comfortable*Chinese           0.00 . 
Comfortable*Japanese           -0.05 0.870 
Comfortable*Vietnamese           -0.03 0.963 
Enough to get by*Chinese           0.00 . 
Enough to get by*Japanese           -0.46 0.151 
Enough to get by*Vietnamese           0.40 0.423 
Get by with help*Chinese           0.00 . 
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Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Get by with help*Japanese           -0.93 0.026 
Get by with help*Vietnamese           -0.06 0.917 
Cannot make ends meet 
*Chinese 

          
0.00 . 

Cannot make ends meet 
*Japanese 

          
0.00 . 

Cannot make ends meet 
*Vietnamese 

          
0.00 . 

Constant 1.27 <0.001 -1.22 0.955 1.11 0.959 1.31 0.951 7.49 0.716 4.97 0.807 

.  = Data unable to generate due to low sample size.



 

101 

Table 6.10 Multiple Regression Results for the Association Between Financial Stress and Posttraumatic Growth 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Financial stress 
(Ref=Very comfortable) 

            

   Comfortable 0.43 0.081 0.41 0.100 0.41 0.102 0.34 0.172 0.40 0.105 0.76 0.099 
   Have just enough to get by 0.23 0.321 0.24 0.310 0.18 0.456 -0.08 0.757 -0.10 0.699 0.41 0.353 
   Get by with some help 0.35 0.207 0.37 0.179 0.29 0.300 -0.03 0.919 -0.07 0.809 0.07 0.894 
   Cannot make ends meet 0.20 0.683 0.30 0.562 -0.01 0.987 -0.25 0.634 -0.55 0.306 -1.15 0.166 

Covariates             
Year diagnosed   -0.02 0.361 -0.02 0.305 -0.02 0.305 -0.02 0.249 -0.02 0.253 
Age   0.01 0.486 0.00 0.796 0.01 0.270 0.01 0.528 0.01 0.488 
Marital Status (Ref=Single)             
   Cohabit     -0.29 0.369 -0.24 0.460 -0.18 0.568 -0.14 0.659 
   Married     0.08 0.731 0.02 0.943 0.11 0.674 0.12 0.637 
   Divorced     0.05 0.878 0.03 0.920 0.15 0.639 0.20 0.540 
   Separated/Widowed     0.38 0.304 0.33 0.369 0.37 0.314 0.26 0.469 
Number of children     0.14 0.039 0.16 0.023 0.11 0.105 0.12 0.096 
Live in US entire life       0.09 0.683 -0.04 0.878 -0.03 0.884 
Years in US       -0.01 0.158 -0.00 0.611 -0.00 0.870 
Ethnicity (Ref=Chinese)             
   Japanese         -0.39 0.054 -0.04 0.943 
   Vietnamese         0.32 0.107 1.30 0.107 

Interactions: Financial 

Stress by Ethnicity 

            

Very comfortable*Chinese           0.00 . 
Very comfortable*Japanese           0.00 . 
Very comfortable*Vietnamese           0.00 . 
Comfortable*Chinese           0.00 . 
Comfortable*Japanese           -0.36 0.506 
Comfortable*Vietnamese           -1.26 0.210 
Enough to get by*Chinese           0.00 . 
Enough to get by*Japanese           -0.84 0.121 
Enough to get by*Vietnamese           -1.07 0.205 
Get by with help*Chinese           0.00 . 
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Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Get by with help*Japanese           0.88 0.211 
Get by with help*Vietnamese           -0.77 0.395 
Cannot make ends meet 
*Chinese 

          
0.00 . 

Cannot make ends meet 
*Japanese 

          
0.00 . 

Cannot make ends meet 
*Vietnamese 

          
0.00 . 

Constant 2.99 <0.001 34.66 0.324 38.49 0.272 38.47 0.272 42.65 0.218 41.49 0.227 

.  = Data unable to generate due to low sample size. 
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Multivariate Regression Models - Hypothesis 5. There would be no difference between 

the Chinese-, Japanese-, and Vietnamese-Americans in their experience of the above four 

stressors and their level of self-stigma and posttraumatic growth.  

 Tables 6.3-6.10 (model 6) showed that OLS regressions were conducted to examine 

ethnicity on the relationship between each of the four stressors and the two psychological 

indicators. Due to the low sample size, the interaction models of this hypothesis could not be 

predicted on some of the conditions (please see model 6 on each of the tables). The limited 

output of the models rendered the result inconclusive.  

Aim 2 

 To assess the relationship between coping and the psychological well-being of Chinese-, 

Japanese-, and Vietnamese-American breast cancer survivors.  

Research Question 2  

 How did the coping strategies used influence the breast cancer survivors’ self-stigma and 

posttraumatic growth?   

What are Emotion-Focused Coping Strategies of Positive Valence, Self-Stigma, and 

Posttraumatic Growth 

 Emotion-focused coping strategies of positive valence included: acceptance, use of 

emotional support, positive reframing, and cognitive reappraisal. Acceptance, use of emotional 

support, and positive reframing were continuous variables scored between 0 and 4. A score of 0 

indicated the lack of use of the coping strategy. A score of 3 or 4 indicated the frequent use of 

the coping strategy. Cognitive reappraisal was a continuous indicator that was scored between 1 

through 7. The higher a score indicated the more frequent use of this type of coping strategy. 

Self-stigma and posttraumatic growth were continuous indicators of psychological well-being. 



 

104 

Low self-stigma and high posttraumatic growth would indicate good psychological health. The 

self-stigma score ranged from 1 through 4. A score of 1 and 2 indicated low self-stigma, and a 

score of 3 and 4 indicated high self-stigma. The posttraumatic growth score ranged from 0 

through 5. A score of 1 and 2 indicated low posttraumatic growth, and a score 4 and 5 indicated 

high posttraumatic growth. 

What are Emotion-Focused Coping Strategies of Negative Valence, Self-Stigma, and 

Posttraumatic Growth 

 Emotion-focused coping strategies of negative valence included: self-blame, denial, and 

expressive suppression. Self-blame and denial were continuous variables scored between 0 and 

4. A score of 0 indicated the lack of use of the coping strategy. A score of 3 or 4 indicated the 

frequent use of the coping strategy. Expressive suppression was a continuous indicator that was 

scored between 1 through 7. The higher a score indicated more frequent use of this type of 

coping strategy. Self-stigma and posttraumatic growth were continuous indicators of 

psychological well-being, and the scoring was described in the above paragraph. 

What are Problem-Focused Coping Strategies, Self-Stigma, and Posttraumatic Growth 

 Problem-focused coping strategies included active coping and use of instrumental 

support. Active coping and use of instrumental support were continuous variables scored 

between 0 and 4. A score of 0 indicated the lack of use of the coping strategy. A score of 3 or 4 

indicated the frequent use of the coping strategy. Self-stigma and posttraumatic growth were 

continuous indicators of psychological well-being, and the scoring was described in the above 

paragraph. 
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Univariate and Bivariate Ethnic Comparisons of Coping Strategies. Table 6.11 

showed the univariate and bivariate ethnic comparisons of the mediating variables (the varying 

types of coping strategies). The univariate results showed that the women frequently used 

acceptance (M=3.03, SD=0.95) and cognitive reappraisal (M=5.09, SD=1.07) strategies. 

Moreover, they had similar usage in emotional support (M=2.52, SD=0.97), active coping 

(M=2.38, SD=1.05), instrumental support (M=2.35, SD=1.05), and positive reframing (M=2.23, 

SD=1.10). The bivariate ethnic comparisons showed statistically significant results in the 

following eight coping strategies: expressive suppression, active coping, denial, use of emotional 

support, use of instrumental support, positive reframing, acceptance and self-blame. Below the 

bivariate ethnic comparisons of the coping strategies would be discussed in their respective 

groups that were outlined above. 

Emotion-Focused Coping Strategies of Positive Valence. Emotion-focused strategies of 

positive valence are often associated with good psychological health. Table 6.11 showed 

Japanese women (M=3.20) used more acceptance than did the Chinese women (M=2.86), at 

p=0.02. Vietnamese women (M=2.79) used more emotional support than did Chinese women 

(M=2.39), at p=0.02. Japanese women (M=1.77) used less of the positive reframing than did 

both Vietnamese (M=2.65) and Chinese women (M=2.44), and both statistically significant 

differences were at p<0.001. There were no significant ethnic differences in the use of cognitive 

reappraisal. 
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Emotion-Focused Coping Strategies of Negative Valence. Emotion-focused coping 

strategies of negative valence tended to be associated with poor psychological health. Table 6.11 

showed both Vietnamese (M=1.16) and Chinese (M=1.28) women used more self-blame than 

did Japanese women (M=0.53), and both were statistically significant at p<0.001. Also, both 

Vietnamese (M=1.49) and Chinese (M=1.14) women used more denial than did Japanese women 

(M=0.36), and both were statistically significant at p<0.001. Vietnamese women (M=4.42) used 

more expressive suppression than did both Japanese (M=3.43, p<0.001) and Chinese women 

(M=3.84, p=0.01). Chinese women (M=3.84) used more expressive suppression than did the 

Japanese women (M=3.43), at p=0.03. 

Problem-Focused Coping Strategies. Problem-focused coping strategies frequently 

associated with good psychological health. Table 6.11 showed Vietnamese women (M=2.91) 

used more active coping than did both Japanese women (M=2.33, p=0.003) and Chinese women 

(M=2.19, p<0.001). Japanese women (M=2.05) used less instrumental support than did both 

Vietnamese (M=2.72, p=0.001) and Chinese women (M=2.45, p=0.01).
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Table 6.11 Univariate and Bivariate Ethnic Comparisons of the Mediating Variables (n=233) 

  Chinese 
(n=103) 

Japanese 
(n=87) 

Vietnamese 
(n=43) 

Chinese  
vs  

Japanese 
(p-value) 

Chinese  
vs  

Vietnamese 
(p-value) 

Japanese  
vs 

Vietnamese 
(p-value) 

Mediating Variables Mean       
Emotion Regulation (1-7)        
   Cognitive reappraisal 5.09(SD=1.07) 5.10 5.00 5.35 0.357 0.189 0.046 
   Expressive suppression 3.79(SD=1.33) 3.84 3.43 4.42 0.031 0.014 <0.001 
Brief Cope (0-4)        
   Acceptance 3.03(SD=0.95) 2.86 3.20 3.07 0.016 0.229 0.473 
   Emotional support 2.52(SD=0.97) 2.39 2.54 2.79 0.282 0.023 0.166 
   Active coping 2.38(SD=1.05)  2.19 2.33 2.91 0.352 <0.001 0.003 
   Instrumental support 2.35(SD=1.05) 2.45 2.05 2.72 0.008 0.142 0.001 
   Positive reframing 2.23(SD=1.10) 2.44 1.77 2.65 <0.001 0.257 <0.001 

   Self-blame 0.98(SD=0.95) 1.28 0.53 1.16 <0.001 0.463 <0.001 
   Denial 0.91(SD=1.06) 1.14 0.36 1.49 <0.001 0.046 <0.001 
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  Given the ethnic differences observed in the above eight coping strategies, multivariate 

analyses were conducted to further assess: (1) the main effect of the relationship between each of 

the coping strategies and indicators of psychological health, and (2) the influence of the 

covariates (especially ethnicity) on the main relationship. The hypotheses were tested using 

multivariate analyses that adhered to the following model structure. Model 1 examined the 

bivariate relationship between coping strategies and psychological health. Adding to model 1, 

model 2 controlled for diagnosis variables (year of diagnosis and age). Model 3 controlled for the 

diagnosis and family (marital status and number of children) variables. Model 4 controlled for 

the diagnosis, family, and immigration (living in US the entire life and years in the US) 

variables. Model 5 controlled for the diagnosis, family, immigration, and ethnicity variables.  

Multivariate Regression Models 

Multivariate Regression Models - Hypothesis 1. An increase in emotion-focused 

coping strategies of positive valence would be associated with a decrease in self-stigma and an 

increase in posttraumatic growth.  

Acceptance. Table 6.12 showed the OLS regression of the association between 

acceptance and self-stigma. In the bivariate model (model 1), the analysis revealed that the 

increased use of acceptance was associated with the significant decrease in self-stigma. The 

statistically significant results persisted after controlling for diagnosis, family factors, and 

immigration (models 2 through 4). However, the main relationship was marginally significant 

when ethnicity was added in model 5.  

In model 5, the covariates being divorced, length of stay in the US and being Japanese 

were statistically significant. The results showed that divorced women experienced significantly 

more self-stigma than did single women; however, cohabiting, being married, and separated 
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were not significantly different from single. The longer the women lived in the US, the less they 

experienced self-stigma. Lastly, Japanese women had less self-stigma than did Chinese women, 

but there was not a statistically significant difference between Chinese and Vietnamese. There 

was no statistically significant difference by diagnosis variables, the number of children, and 

having lived in the US their entire life. The hypothesis on the relationship between the increased 

use of acceptance associated with the decrease in self-stigma was supported in from models 1 

through 5. 

 Table 6.13 showed the OLS regression of the association between acceptance and 

posttraumatic growth. The bivariate model (model 1) indicated that the increased use of 

acceptance was associated with the significant increase in posttraumatic growth. The results 

persisted after controlling for diagnosis, family factors, immigration, and ethnicity from models 

2 through 5. In the fully adjusted model 5, the result showed that there was no statistical 

difference by diagnosis, family factors, immigration, and ethnicity when the main relationship 

between acceptance and posttraumatic growth was examined. The hypothesis on the relationship 

between the increased use of acceptance associated with the increase in posttraumatic growth 

was supported from models 1 through 5. 
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Table 6.12 Multiple Regression Results for the Association Between Acceptance Coping and Self-Stigma 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Acceptance -0.13 0.010 -0.12 0.011 -0.13 0.006 -0.09 0.039 -0.08 0.058 -0.13 0.054 

Covariates             
Year diagnosed   0.01 0.347 0.01 0.418 0.00 0.724 0.00 0.982 -0.00 0.964 
Age   -0.01 0.133 -0.01 0.061 0.01 0.301 0.00 0.579 0.00 0.535 
Marital Status 
(Ref=Single) 

            

   Cohabit     -0.00 0.985 -0.04 0.857 0.04 0.827 0.04 0.839 
   Married     0.22 0.186 0.03 0.860 0.06 0.675 0.06 0.688 
   Divorced     0.51 0.020 0.32 0.114 0.41 0.035 0.41 0.036 
   Separated/Widowed     0.50 0.042 0.25 0.271 0.34 0.128 0.33 0.133 
Number of children     0.04 0.416 0.05 0.231 0.02 0.579 0.02 0.668 
Live in US entire life       -0.01 0.954 -0.16 0.265 -0.15 0.296 
Years in US       -0.02 <0.001 -0.01 0.003 -0.01 0.003 
Ethnicity (Ref=Chinese)             
   Japanese         -0.53 <0.001 -0.88 0.006 
   Vietnamese         -0.19 0.098 -0.18 0.641 

Interactions:  

Acceptance by Ethnicity 

            

Acceptance*Chinese           0.00 . 
Acceptance*Japanese           0.11 0.231 
Acceptance*Vietnamese           0.00 0.992 
Constant 2.07 <0.001 -19.69 0.405 -16.55 0.480 -5.48 0.799 1.91 0.927 3.42 0.870 

.  = Data unable to generate due to low sample size.
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Table 6.13 Multiple Regression Results for the Association Between Acceptance Coping and Posttraumatic Growth 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Acceptance 0.18 0.010 0.18 0.011 0.18 0.013 0.20 0.004 0.21 0.004 0.13 0.223 

Covariates             
Year diagnosed   -0.02 0.293 -0.02 0.201 -0.02 0.171 -0.03 0.118 -0.03 0.127 
Age   0.00 0.524 0.00 0.739 0.01 0.295 0.01 0.490 0.01 0.513 
Marital Status 
(Ref=Single) 

            

   Cohabit     -0.33 0.302 -0.29 0.365 -0.24 0.448 -0.23 0.470 
   Married     0.10 0.673 0.05 0.847 0.12 0.635 0.14 0.569 
   Divorced     -0.02 0.939 -0.11 0.736 -0.03 0.917 -0.04 0.890 
   Separated/Widowed     0.33 0.360 0.22 0.539 0.26 0.476 0.24 0.506 
Number of children     0.11 0.081 0.11 0.084 0.07 0.301 0.06 0.352 
Live in US entire life       0.16 0.464 0.05 0.819 0.06 0.808 
Years in US       -0.01 0.346 -0.00 0.981 0.00 0.958 
Ethnicity (Ref=Chinese)             
   Japanese         -0.33 0.100 -0.56 0.280 
   Vietnamese         0.21 0.262 -0.49 0.433 

Interactions:  

Acceptance by Ethnicity 

            

Acceptance*Chinese           0.00 . 
Acceptance*Japanese           0.08 0.618 
Acceptance*Vietnamese           0.24 0.244 
Constant 2.72 <0.001 38.22 0.262 45.83 0.178 48.56 0.155 55.17 0.105 54.28 0.112 

.  = Data unable to generate due to low sample size.
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Use of Emotional Support. Table 6.14 showed the OLS regression of the association 

between the use of emotional support and self-stigma. In the bivariate model (model 1), the 

analysis revealed that the increased use of emotional support was associated with the significant 

decrease in self-stigma. The significant results persisted after controlling for diagnosis, family 

factors, immigration, and ethnicity (models 2 through 5).  

In the fully adjusted model 5, the covariates being divorced, length of stay in the US and 

being Japanese were statistically significant. The results showed that divorced women 

experienced significantly more self-stigma than did single women; however, cohabiting, being 

married, and separated were not significantly different from single. The longer the women lived 

in the US, the less they experienced self-stigma. Lastly, Japanese women had less self-stigma 

than did Chinese women, but there was not a statistically significant difference between Chinese 

and Vietnamese. There was no statistically significant difference by diagnosis variables, the 

number of children, and having lived in the US their entire life. The hypothesis on the 

relationship between the increased use of emotional support associated with a decrease in self-

stigma was supported from models 1 through 5. 
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Table 6.14 Multiple Regression Results for the Association Between Use of Emotional Support Coping and Self-Stigma 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Emotional Support -0.13 0.006 -0.13 0.008 -0.14 0.003 -0.13 0.002 -0.12 0.003 -0.16 0.030 

Covariates             
Year diagnosed   0.01 0.225 0.01 0.265 0.01 0.504 0.00 0.756 0.00 0.945 
Age   -0.01 0.233 -0.01 0.128 0.01 0.160 0.00 0.379 0.01 0.230 
Marital Status 
(Ref=Single) 

            

   Cohabit     0.01 0.970 -0.01 0.971 0.07 0.719 0.10 0.591 
   Married     0.26 0.126 0.06 0.700 0.10 0.514 0.10 0.515 
   Divorced     0.54 0.014 0.35 0.080 0.44 0.022 0.45 0.020 
   Separated/Widowed     0.48 0.052 0.24 0.285 0.33 0.135 0.26 0.242 
Number of children     0.04 0.425 0.05 0.223 0.02 0.613 0.03 0.440 
Live in US entire life       0.03 0.843 -0.13 0.360 -0.13 0.355 
Years in US       -0.02 <0.001 -0.01 0.003 -0.01 0.002 
Ethnicity (Ref=Chinese)             
   Japanese         -0.53 <0.001 -0.80 0.002 
   Vietnamese         -0.15 0.177 0.21 0.549 

Interactions: Emotional 

Support by Ethnicity 

            

Emotional*Chinese           0.00 . 
Emotional*Japanese           0.11 0.220 
Emotional*Vietnamese           -0.13 0.318 
Constant 2.01 <0.001 -26.33 0.266 -23.93 0.308 -12.20 0.567 -4.12 0.842 0.85 0.967 

.  = Data unable to generate due to low sample size.
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 Table 6.15 showed the OLS regression of the association between the use of emotional 

support and posttraumatic growth. The bivariate model (model 1) indicated that the increased 

usage of emotional support was associated with significantly higher posttraumatic growth. The 

results persisted after controlling for diagnosis, family factors, immigration, and ethnicity 

(models 2 through 5). In the fully adjusted model 5, the result showed that there was no 

statistical difference by diagnosis, family factors, immigration, and ethnicity when the main 

relationship between the use of emotional support and posttraumatic growth was examined. The 

hypothesis on the relationship between the increased use of emotional support associated with an 

increase in posttraumatic growth was supported from models 1 through 5.
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Table 6.15 Multiple Regression Results for the Association Between Use of Emotional Support Coping and 

Posttraumatic Growth 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Emotional Support 0.26 <0.001 0.26 <0.001 0.26 <0.001 0.26 <0.001 0.25 <0.001 0.30 0.014 

Covariates             
Year diagnosed   -0.02 0.150 -0.03 0.095 -0.03 0.076 -0.03 0.051 -0.03 0.073 
Age   0.00 0.847 -0.00 0.912 0.00 0.550 0.00 0.781 0.00 0.940 
Marital Status (Ref=Single)             
   Cohabit     -0.36 0.243 -0.35 0.275 -0.30 0.349 -0.33 0.299 
   Married     0.04 0.851 -0.02 0.943 0.04 0.859 0.04 0.860 
   Divorced     -0.09 0.768 -0.16 0.598 -0.09 0.769 -0.10 0.755 
   Separated/Widowed     0.34 0.328 0.25 0.473 0.30 0.404 0.36 0.317 
Number of children     0.11 0.082 0.11 0.076 0.08 0.248 0.07 0.328 
Live in US entire life       0.09 0.696 -0.02 0.918 -0.02 0.919 
Years in US       -0.01 0.317 -0.00 0.899 -0.00 0.976 
Ethnicity (Ref=Chinese)             
   Japanese         -0.33 0.095 -0.03 0.936 
   Vietnamese         0.14 0.450 -0.20 0.729 

Interactions: Emotional 

Support by Ethnicity 

            

Emotional*Chinese           0.00 . 
Emotional*Japanese           -0.12 0.423 
Emotional*Vietnamese           0.12 0.574 
Constant 2.62 <0.001 50.73 0.131 58.41 0.082 62.08 0.066 68.10 0.044 63.19 0.063 

.  = Data unable to generate due to low sample size. 
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Positive Reframing. Table 6.16 showed the OLS regression of the association between 

positive reframing and self-stigma. From models 1 through 3, the analysis revealed the opposite 

of the hypothesized trend and it showed that the increased use of positive reframing was 

associated with an increase in self-stigma but the relationship was not statistically significant. 

The direction of the slope, however, reversed in models 4 and 5 (the fully adjusted mode where 

the covariates diagnosis, family factors, immigration, and ethnicity were controlled).  

In model 5, the main relationship became marginally significant (p=0.05). Furthermore, 

in model 5, the covariates being divorced, length of stay in the US and being Japanese were 

statistically significant. The results showed that divorced women experienced significantly more 

self-stigma than did single women; however, cohabiting, being married, and separated were not 

significantly different from single. The longer the women lived in the US, the less they 

experienced self-stigma. Lastly, Japanese women had less self-stigma than did Chinese women, 

but there was not a statistically significant difference between Chinese and Vietnamese. There 

was no statistically significant difference by diagnosis variables, the number of children, and 

having lived in the US their entire life. The hypothesis of the increased use of positive reframing 

associated with a decrease in self-stigma was supported in models 4 and 5.  
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Table 6.16 Multiple Regression Results for the Association Between Positive Reframing Coping and Self-Stigma 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Positive Reframing 0.05 0.196 0.05 0.211 0.03 0.453 -0.05 0.246 -0.08 0.049 -0.18 0.012 

Covariates             
Year diagnosed   0.01 0.296 0.01 0.370 0.00 0.742 -0.00 0.920 0.00 0.952 
Age   -0.01 0.154 -0.01 0.076 0.01 0.253 0.00 0.524 0.00 0.457 
Marital Status (Ref=Single)             
   Cohabit     -0.03 0.891 -0.04 0.828 0.04 0.824 0.06 0.760 
   Married     0.23 0.177 0.03 0.835 0.07 0.638 0.10 0.514 
   Divorced     0.48 0.031 0.31 0.124 0.42 0.030 0.41 0.036 
   Separated/Widowed     0.43 0.093 0.23 0.318 0.34 0.123 0.36 0.102 
Number of children     0.03 0.572 0.05 0.232 0.02 0.563 0.02 0.653 
Live in US entire life       0.03 0.847 -0.14 0.307 -0.13 0.343 
Years in US       -0.02 <0.001 -0.01 0.002 -0.01 0.003 
Ethnicity (Ref=Chinese)             
   Japanese         -0.58 <0.001 -0.91 <0.001 
   Vietnamese         -0.19 0.094 -0.60 0.064 

Interactions: Positive 

Reframing by Ethnicity 

            

PR*Chinese           0.00 . 
PR*Japanese           0.14 0.115 
PR*Vietnamese           0.17 0.166 
Constant 1.57 <0.001 -22.95 0.337 -19.44 0.415 -5.23 0.810 4.39 0.834 1.20 0.954 

.  = Data unable to generate due to low sample size.
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 Table 6.17 showed the OLS regression of the association between positive reframing and 

posttraumatic growth. The bivariate model (model 1) indicated that the increased use of positive 

reframing was associated with a significant increase in posttraumatic growth. The results 

persisted after controlling for diagnosis, family factors, immigration, and ethnicity (models 2 

through 5). In the fully adjusted model 5, the result showed that there was no statistical 

difference by diagnosis, family factors, immigration, and ethnicity when the main relationship 

between positive reframing and posttraumatic growth was examined. Models 1 through 5 

supported the hypothesis that the increased use of positive reframing was associated with an 

increase in posttraumatic growth. 

Cognitive Reappraisal. Table 6.18 showed the OLS regression of the association 

between cognitive reappraisal and self-stigma. In the bivariate model (model 1), the analysis 

revealed the correlation coefficient in the opposite direction of the hypothesized trend. The 

increased use of cognitive reappraisal was associated with an increase in self-stigma (models 1 

through 5), but the relationship was not statistically significant. Thus, the findings did not 

support the hypothesis that the increased use of cognitive reappraisal was associated with a 

decrease in self-stigma. 
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Table 6.17 Multiple Regression Results for the Association Between Positive Reframing Coping and Posttraumatic 

Growth 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Positive Reframing 0.34 <0.001 0.34 <0.001 0.32 <0.001 0.32 <0.001 0.30 <0.001 0.32 0.005 

Covariates             
Year diagnosed   -0.02 0.328 -0.02 0.241 -0.02 0.248 -0.02 0.207 -0.02 0.208 
Age   0.01 0.313 0.01 0.446 0.01 0.447 0.00 0.576 0.00 0.595 
Marital Status (Ref=Single)             
   Cohabit     -0.30 0.323 -0.27 0.381 -0.25 0.416 -0.26 0.413 
   Married     0.05 0.823 0.06 0.816 0.10 0.679 0.10 0.695 
   Divorced     -0.13 0.669 -0.14 0.655 -0.10 0.747 -0.10 0.754 
   Separated/Widowed     0.18 0.605 0.17 0.621 0.18 0.598 0.18 0.608 
Number of children     0.09 0.169 0.08 0.184 0.06 0.368 0.06 0.369 
Live in US entire life       0.09 0.672 0.04 0.856 0.04 0.863 
Years in US       0.00 0.991 0.00 0.669 0.00 0.684 
Ethnicity (Ref=Chinese)             
   Japanese         -0.13 0.508 -0.08 0.840 
   Vietnamese         0.20 0.262 0.23 0.659 

Interactions: Positive 

Reframing by Ethnicity 

            

PR*Chinese           0.00 . 
PR*Japanese           -0.02 0.868 
PR*Vietnamese           -0.01 0.951 
Constant 2.52 <0.001 33.49 0.298 39.96 0.217 39.80 0.225 43.62 0.186 43.92 0.187 

.  = Data unable to generate due to low sample size.
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Table 6.18 Multiple Regression Results for the Association Between Cognitive Reappraisal Coping and Self-Stigma 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Cognitive Reappraisal 0.04 0.330 0.04 0.382 0.05 0.218 0.04 0.265 0.03 0.416 -0.05 0.386 

Covariates             
Year diagnosed   0.01 0.313 0.01 0.381 0.00 0.669 0.00 0.926 0.00 0.843 
Age   -0.01 0.153 -0.01 0.078 0.01 0.266 0.00 0.523 0.00 0.557 
Marital Status (Ref=Single)             
   Cohabit     -0.03 0.876 -0.04 0.833 0.04 0.850 0.01 0.963 
   Married     0.25 0.149 0.05 0.744 0.08 0.602 0.08 0.601 
   Divorced     0.52 0.019 0.33 0.106 0.42 0.035 0.46 0.020 
   Separated/Widowed     0.47 0.063 0.23 0.323 0.31 0.160 0.36 0.111 
Number of children     0.02 0.592 0.04 0.350 0.02 0.702 0.02 0.718 
Live in US entire life       0.04 0.769 -0.11 0.419 -0.12 0.405 
Years in US       -0.02 <0.001 -0.01 0.003 -0.01 0.004 
Ethnicity (Ref=Chinese)             
   Japanese         -0.53 <0.001 -0.95 0.038 
   Vietnamese         -0.21 0.072 -1.41 0.009 

Interactions: Cognitive 

Reappraisal by Ethnicity 

            

CR*Chinese           0.00 . 
CR*Japanese           0.08 0.371 
CR*Vietnamese           0.23 0.021 
Constant 1.47 <0.001 -22.19 0.354 -19.10 0.422 -7.72 0.722 -0.04 0.999 -1.77 0.932 

.  = Data unable to generate due to low sample size.
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 Table 6.19 showed the OLS regression of the association between cognitive reappraisal 

and posttraumatic growth. The bivariate model (model 1) showed that the increased use of 

cognitive reappraisal was associated with a significant increase in posttraumatic growth. The 

results persisted after controlling for diagnosis, family factors, immigration, and ethnicity 

(models 2 through 5). In the fully adjusted model 5, the result showed that there was no 

statistical difference by diagnosis, family factors, immigration, and ethnicity when the main 

relationship between cognitive reappraisal and posttraumatic growth was examined. Models 1 

through 5 supported the hypothesis that the increased use of cognitive reappraisal was associated 

with an increase in posttraumatic growth. 

Multivariate Regression Models - Hypothesis 2. An increase in emotion-focused 

coping strategies of negative valence would be associated with an increase in self-stigma and a 

decrease in posttraumatic growth.  

Self-Blame. Table 6.20 showed the OLS regression of the association between self-blame 

and self-stigma. In the bivariate model (model 1), the analysis revealed that the increased use of 

self-blame was associated with a significant increase in self-stigma. The significant results 

persisted after controlling for diagnosis, family factors, immigration, and ethnicity (models 2 

through 5). In model 5, the covariate ethnicity was statistically significant, and it showed that 

Japanese women had less self-stigma than did the Chinese women. There was no difference 

between Chinese and Vietnamese women. In the fully adjusted model 5, the result showed that 

there was no statistical difference by diagnosis, family factors, and immigration when the main 

relationship between self-blame and self-stigma was examined. Models 1 through 5 supported 

the hypothesis that the increased use of self-blame was associated with the increased self-stigma. 
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Table 6.19 Multiple Regression Results for the Association Between Cognitive Reappraisal Coping and 

Posttraumatic Growth 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Cognitive Reappraisal 0.27 <0.001 0.28 <0.001 0.29 <0.001 0.29 <0.001 0.27 <0.001 0.31 0.002 

Covariates             
Year diagnosed   -0.02 0.269 -0.02 0.175 -0.02 0.161 -0.03 0.125 -0.03 0.113 
Age   0.01 0.322 0.00 0.531 0.01 0.279 0.01 0.414 0.01 0.372 
Marital Status (Ref=Single)             
   Cohabit     -0.32 0.300 -0.27 0.385 -0.24 0.442 -0.22 0.489 
   Married     0.15 0.517 0.12 0.615 0.17 0.492 0.18 0.471 
   Divorced     0.16 0.604 0.10 0.735 0.14 0.641 0.11 0.729 
   Separated/Widowed     0.51 0.144 0.44 0.207 0.46 0.193 0.45 0.202 
Number of children     0.10 0.130 0.09 0.140 0.07 0.323 0.07 0.322 
Live in US entire life       0.17 0.428 0.09 0.678 0.16 0.491 
Years in US       -0.00 0.583 0.00 0.948 0.00 0.994 
Ethnicity (Ref=Chinese)             
   Japanese         -0.21 0.276 -0.54 0.457 
   Vietnamese         0.17 0.359 1.53 0.070 

Interactions: Cognitive 

Reappraisal by Ethnicity 

            

CR*Chinese           0.00 . 
CR*Japanese           0.08 0.597 
CR*Vietnamese           -0.26 0.101 
Constant 1.87 <0.001 37.91 0.251 45.78 0.164 47.31 0.153 52.01 0.118 53.25 0.107 

.  = Data unable to generate due to low sample size.
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Table 6.20 Multiple Regression Results for the Association Between Self-Blame Coping and Self-Stigma 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Self-Blame 0.39 <0.001 0.39 <0.001 0.38 <0.001 0.30 <0.001 0.27 <0.001 0.29 <0.001 

Covariates             
Year diagnosed   0.01 0.261 0.01 0.340 0.01 0.526 0.00 0.751 0.00 0.784 
Age   -0.00 0.339 -0.01 0.198 0.00 0.570 0.00 0.869 0.00 0.890 
Marital Status (Ref=Single)             
   Cohabit     -0.09 0.617 -0.09 0.638 -0.02 0.921 0.00 0.993 
   Married     0.18 0.213 0.07 0.613 0.10 0.474 0.10 0.506 
   Divorced     0.28 0.144 0.21 0.258 0.30 0.102 0.30 0.105 
   Separated/Widowed     0.31 0.156 0.19 0.363 0.27 0.196 0.25 0.233 
Number of children     0.03 0.511 0.04 0.355 0.01 0.732 0.01 0.792 
Live in US entire life       0.02 0.874 -0.11 0.416 -0.09 0.511 
Years in US       -0.01 0.003 -0.01 0.082 -0.01 0.079 
Ethnicity (Ref=Chinese)             
   Japanese         -0.44 <0.001 -0.35 0.017 
   Vietnamese         -0.14 0.189 -0.16 0.352 

Interactions: Self-Blame 

by Ethnicity 

            

Self-Blame*Chinese           0.00 . 
Self-Blame*Japanese           -0.11 0.266 
Self-Blame*Vietnamese           0.02 0.872 
Constant 1.30 <0.001 -21.38 0.295 -17.99 0.378 -11.09 0.576 -4.39 0.821 -3.61 0.852 

.  = Data unable to generate due to low sample size.
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 Table 6.21 showed the OLS regression of the association between self-blame and 

posttraumatic growth. From models 1 through 3, the analysis indicated that the increased use of 

self-blame was associated with a decrease in posttraumatic growth, but the relationship was not 

statistically significant. However, the main relationship in model 4 was statistically significant 

when diagnosis, family factors, immigration were controlled. The main relationship was also 

statistically significant in the fully adjusted model 5 when diagnosis, family factors, immigration, 

and ethnicity were controlled. Furthermore, model 5 showed that there was no statistical 

difference by diagnosis, family factors, and immigration when the main relationship between 

self-blame and posttraumatic growth was examined. Models 1 through 5 supported the 

hypothesis that the increased use of self-blame was associated with a decrease in posttraumatic 

growth. Although models 1 through 3 were not statistically significant, it was in the predicted 

direction. The lack of statistical significance in models 1 through 3 could be due to low sample 

size. 
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Table 6.21 Multiple Regression Results for the Association Between Self-Blame Coping and Posttraumatic Growth 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Self-Blame -0.08 0.272 -0.07 0.306 -0.08 0.253 -0.16 0.034 -0.18 0.023 -0.23 0.032 

Covariates             
Year diagnosed   -0.02 0.269 -0.02 0.186 -0.03 0.135 -0.03 0.088 -0.03 0.094 
Age   0.00 0.583 0.00 0.829 0.01 0.253 0.01 0.433 0.01 0.406 
Marital Status (Ref=Single)             
   Cohabit     -0.28 0.383 -0.25 0.439 -0.19 0.547 -0.22 0.490 
   Married     0.10 0.690 0.01 0.977 0.08 0.755 0.09 0.709 
   Divorced     0.04 0.895 -0.02 0.945 0.06 0.843 0.07 0.820 
   Separated/Widowed     0.43 0.232 0.33 0.367 0.37 0.306 0.41 0.261 
Number of children     0.12+ 0.060 0.13 0.048 0.09 0.208 0.09 0.183 
Live in US entire life       0.09 0.694 -0.03 0.880 -0.07 0.762 
Years in US       -0.01 0.132 -0.00 0.559 -0.00 0.567 
Ethnicity (Ref=Chinese)             
   Japanese         -0.37 0.070 -0.54 0.036 
   Vietnamese         0.19 0.299 0.17 0.568 

Interactions: Self-Blame 

by Ethnicity 

            

Self-Blame*Chinese           0.00 . 
Self-Blame*Japanese           0.21 0.248 
Self-Blame*Vietnamese           0.02 0.935 
Constant 3.34 <0.001 41.12 0.233 48.36 0.160 54.17 0.115 61.56 0.073 60.55 0.079 

.  = Data unable to generate due to low sample size.
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Denial. Table 6.22 showed the OLS regression of the association between denial and 

self-stigma. In the bivariate model (model 1), the analysis revealed that the increased use of 

denial was associated with a significant increase in self-stigma. The significant result persisted 

after controlling for diagnosis, family factors, immigration, and ethnicity (model 2 through 5). In 

the fully adjusted model 5, the covariates being divorced, length of stay in the US and ethnicity 

were statistically significant. The results in model 5 showed that divorced women experienced 

significantly more self-stigma than did single women; however, cohabiting, being married, and 

separated were not significantly different from single. The longer the women lived in the US, the 

less they experienced self-stigma. Lastly, both Japanese and Vietnamese women had less self-

stigma than did Chinese women. There was no statistically significant difference by diagnosis 

variables, the number of children, and having lived in the US their entire life. The hypothesis of 

the increased use of denial associated with an increase in self-stigma was supported from models 

1 through 5. 

 Table 6.23 showed the OLS regression of the association between denial and 

posttraumatic growth. Models 1 and 2 indicated no relationship between denial and 

posttraumatic growth. The main relationship, however, appeared in the predicted direction from 

models 3 through 5, but the results were not statistically significant. The lack of significance 

could be a result of small sample size. In the fully adjusted model 5, the result showed that there 

was no statistical difference by diagnosis, family factors, immigration, and ethnicity when the 

main relationship between denial and posttraumatic growth was examined. Models 3 through 5 

supported the hypothesis that the increased use of denial was associated with a decrease in 

posttraumatic growth. 
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Table 6.22 Multiple Regression Results for the Association Between Denial Coping and Self-Stigma 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Denial 0.26 <0.001 0.25 <0.001 0.25 <0.001 0.18 <0.001 0.15 <0.001 0.16 0.007 

Covariates             
Year diagnosed   0.01 0.400 0.01 0.427 0.00 0.661 0.00 0.856 0.00 0.929 
Age   -0.01 0.178 -0.01 0.118 0.00 0.397 0.00 0.583 0.00 0.492 
Marital Status (Ref=Single)             
   Cohabit     0.07 0.747 0.04 0.848 0.09 0.639 0.11 0.571 
   Married     0.28 0.074 0.12 0.456 0.12 0.430 0.12 0.446 
   Divorced     0.49 0.018 0.33 0.084 0.40* 0.034 0.42 0.028 
   Separated/Widowed     0.39 0.095 0.21 0.336 0.29 0.180 0.27 0.213 
Number of children     -0.03 0.525 -0.00 0.981 -0.01 0.846 -0.02 0.718 
Live in US entire life       0.05 0.691 -0.07 0.615 -0.09 0.518 
Years in US       -0.01 * -0.01 0.007 -0.01 0.006 
Ethnicity (Ref=Chinese)             
   Japanese         -0.43 0.001 -0.39 0.005 
   Vietnamese         -0.23 0.037 -0.32 0.073 

Interactions: Denial by 

Ethnicity 

            

Denial*Chinese           0.00 . 
Denial*Japanese           -0.11 0.266 
Denial*Vietnamese           0.05 0.590 
Constant 1.46 <0.001 -16.81 0.449 -15.89 0.474 -7.55 0.717 -1.84 0.928 0.01 0.999 

.  = Data unable to generate due to low sample size.
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Table 6.23 Multiple Regression Results for the Association Between Denial Coping and Posttraumatic Growth 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Denial 0.00 0.994 0.01 0.928 -0.04 0.557 -0.08 0.255 -0.13 0.068 -0.17 0.102 

Covariates             
Year diagnosed   -0.02 0.267 -0.02 0.190 -0.02 0.153 -0.03 0.095 -0.03 0.081 
Age   0.00 0.522 0.00 0.777 0.01 0.309 0.01 0.523 0.01 0.502 
Marital Status (Ref=Single)             
   Cohabit     -0.31 0.338 -0.31 0.343 -0.28 0.395 -0.28 0.399 
   Married     0.08 0.749 -0.01 0.980 0.06 0.818 0.06 0.829 
   Divorced     -0.00 0.993 -0.09 0.785 -0.01 0.981 0.00 0.995 
   Separated/Widowed     0.41 0.256 0.32 0.387 0.36 0.326 0.37 0.318 
Number of children     0.13 0.052 0.15 0.035 0.11 0.131 0.11 0.136 
Live in US entire life       0.07 0.747 -0.07 0.761 -0.08 0.748 
Years in US       -0.01 0.246 -0.00 0.810 -0.00 0.781 
Ethnicity (Ref=Chinese)             
   Japanese         -0.40 0.057 -0.44 0.058 
   Vietnamese         0.26 0.161 0.11 0.723 

Interactions: Denial by 

Ethnicity 

            

Denial*Chinese           0.00 . 
Denial*Japanese           0.03 0.862 
Denial*Vietnamese           0.11 0.496 
Constant 3.27 <0.001 41.30 0.232 48.07 0.164 52.15 0.132 60.40 0.080 63.77 0.068 

.  = Data unable to generate due to low sample size.
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Expressive Suppression. Table 6.24 showed the OLS regression of the association 

between expressive suppression and self-stigma. In the bivariate model (model 1), the analysis 

revealed that the increased use of expressive suppression was associated with a significant 

increase in self-stigma. The significant results persisted after controlling for diagnosis, family 

factors, immigration, and ethnicity (models 2 through 5). In the fully adjusted model 5, the 

covariates being divorced, length of stay in the US and ethnicity were statistically significant. 

The results showed that divorced women experienced significantly more self-stigma than did 

single women; however, cohabiting, being married, and separated were not significantly different 

from single. The longer the women lived in the US, the less they experienced self-stigma. Lastly, 

both Japanese and Vietnamese women had less self-stigma than did Chinese women. There was 

no statistically significant difference by diagnosis variables, the number of children, and having 

lived in the US their entire life. Models 1 through 5 supported the hypothesis that the increased 

use of expressive suppression was associated with an increase in self-stigma. 

 Table 6.25 showed the OLS regression of the association between expressive suppression 

and posttraumatic growth. Models 1 to 3 indicated that expressive suppression was slightly 

associated with posttraumatic growth but in the opposite of the predicted direction; moreover, the 

relationships were not statistically significant. In models 4 and 5, the correlation coefficients 

were in the predicted direction, although not statistically significant. The lack of statistical 

significance in models 4 and 5 could be due to low sample size. In the fully adjusted model 5, the 

result showed that there was no statistical difference by diagnosis, family factors, immigration, 

and ethnicity when the main relationship between expressive suppression and posttraumatic 

growth was examined. Models 4 and 5 supported the hypothesis that the increased use of 

expressive suppression was associated with a decrease in posttraumatic growth. 
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Table 6.24 Multiple Regression Results for the Association Between Expressive Suppression Coping and Self-Stigma 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Expressive Suppression 0.16 <0.001 0.17 <0.001 0.17 <0.001 0.12 <0.001 0.12 <0.001 0.14 0.001 

Covariates             
Year diagnosed   0.01 0.435 0.01 0.542 0.00 0.800 -0.00 0.953 0.00 0.935 
Age   -0.01 0.039 -0.01 0.013 0.00 0.732 -0.00 0.934 -0.00 0.988 
Marital Status (Ref=Single)             
   Cohabit     -0.06 0.782 -0.06 0.744 0.01 0.944 0.01 0.938 
   Married     0.23 0.161 0.06 0.719 0.08 0.609 0.08 0.588 
   Divorced     0.48 0.022 0.32 0.103 0.41 0.031 0.41 0.031 
   Separated/Widowed     0.50 0.036 0.28 0.216 0.37 0.086 0.38 0.080 
Number of children     0.03 0.428 0.05 0.258 0.03 0.484 0.02 0.563 
Live in US entire life       0.02 0.907 -0.13 0.350 -0.10 0.450 
Years in US       -0.01 <0.001 -0.01 0.007 -0.01 0.012 
Ethnicity (Ref=Chinese)             
   Japanese         -0.51 <0.001 -0.27 0.324 
   Vietnamese         -0.27 0.015 -0.33 0.363 

Interactions: Expressive 

Suppression by Ethnicity 

            

ES*Chinese           0.00 . 
ES*Japanese           -0.07 0.335 
ES*Vietnamese           0.01 0.893 
Constant 1.08 <0.001 -16.11 0.479 -12.21 0.588 -3.85 0.855 2.94 0.884 -0.04 0.999 

.  = Data unable to generate due to low sample size.
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Table 6.25 Multiple Regression Results for the Association Between Expressive Suppression Coping and 

Posttraumatic Growth 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Expressive Suppression 0.01 0.828 0.01 0.841 0.02 0.720 -0.01 0.921 -0.03 0.626 -0.01 0.852 

Covariates             
Year diagnosed   -0.02 0.264 -0.02 0.179 -0.02 0.157 -0.03 0.113 -0.03 0.138 
Age   0.00 0.539 0.00 0.777 0.01 0.346 0.01 0.501 0.01 0.487 
Marital Status (Ref=Single)             
   Cohabit     -0.30 0.356 -0.27 0.402 -0.23 0.488 -0.23 0.485 
   Married     0.09 0.727 0.03 0.917 0.10 0.702 0.11 0.673 
   Divorced     -0.00 0.990 -0.07 0.820 -0.00 0.988 -0.00 1.000 
   Separated/Widowed     0.41 0.260 0.32 0.391 0.33 0.363 0.34 0.350 
Number of children     0.12 0.062 0.13 0.060 0.08 0.243 0.07 0.287 
Live in US entire life       0.08 0.709 -0.02 0.929 0.01 0.976 
Years in US       -0.01 0.352 -0.00 0.920 0.00 0.986 
Ethnicity (Ref=Chinese)             
   Japanese         -0.31 0.132 -0.08 0.863 
   Vietnamese         0.25 0.193 0.05 0.935 

Interactions: Expressive 

Suppression by Ethnicity 

            

ES*Chinese           0.00 . 
ES*Japanese           -0.06 0.592 
ES*Vietnamese           0.04 0.755 
Constant 3.23 <0.001 41.53 0.230 49.16 0.155 51.78 0.136 57.77 0.096 54.70 0.120 

.  = Data unable to generate due to low sample size.
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Multivariate Regression Models - Hypothesis 3. An increase in problem-focused 

coping strategies would be associated with a decrease in self-stigma and an increase in 

posttraumatic growth. 

Active Coping. Table 6.26 showed the OLS regression of the association between active 

coping and self-stigma. In models 1 and 2, the analysis showed no relationship between active 

coping and self-stigma. The main relationship, however, was in the predicted direction in models 

3 through 5, but the results were not statistically significant. The lack of statistical significance in 

models 3 and 5 could be due to low sample size.  

In the fully adjusted model 5, the covariates being divorced, length of stay in the US and 

ethnicity were statistically significant. The results in model 5 showed that divorced women 

experienced significantly more self-stigma than did single women; however, cohabiting, being 

married, and separated were not significantly different from single. The longer the women lived 

in the US, the less they experienced self-stigma. Lastly, Japanese women had less self-stigma 

than did Chinese women, but there was no difference between Vietnamese and Chinese women. 

There was no statistically significant difference by diagnosis variables, the number of children, 

and having lived in the US their entire life. The hypothesis of the increased use of active coping 

associated with a decrease in self-stigma was supported from models 3 through 5. 
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Table 6.26 Multiple Regression Results for the Association Between Active Coping and Self-Stigma 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Active 0.00 0.984 0.00 0.919 -0.02 0.732 -0.04 0.378 -0.01 0.719 -0.03 0.605 

Covariates             
Year diagnosed   0.01 0.317 0.01 0.400 0.00 0.734 0.00 0.968 0.00 0.950 
Age   -0.01 0.135 -0.01 0.066 0.01 0.265 0.00 0.541 0.00 0.536 
Marital Status (Ref=Single)             
   Cohabit     -0.04 0.863 -0.07 0.750 0.03 0.885 0.03 0.878 
   Married     0.23 0.176 0.03 0.862 0.07 0.652 0.07 0.644 
   Divorced     0.49 0.027 0.30 0.140 0.40 0.043 0.40 0.044 
   Separated/Widowed     0.45 0.072 0.22 0.340 0.30 0.172 0.30 0.175 
Number of children     0.03 0.497 0.05 0.252 0.02 0.648 0.02 0.685 
Live in US entire life       0.02 0.877 -0.13 0.359 -0.13 0.370 
Years in US       -0.02 <0.001 -0.01 0.003 -0.01 0.003 
Ethnicity (Ref=Chinese)             
   Japanese         -0.54 <0.001 -0.60 0.014 
   Vietnamese         -0.19 0.108 -0.29 0.357 

Interactions: Active 

Coping by Ethnicity 

            

Active*Chinese           0.00 . 
Active*Japanese           0.03 0.756 
Active*Vietnamese           0.04 0.719 
Constant 1.69 <0.001 -21.86 0.362 -18.04 0.450 -5.50 0.800 1.28 0.952 0.83 0.969 

.  = Data unable to generate due to low sample size.
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 Table 6.27 showed the OLS regression of the association between active coping and 

posttraumatic growth. The bivariate model (model 1) indicated that the increased use of active 

coping was associated with a significant increase in posttraumatic growth. The result persisted 

after controlling for diagnosis, family factors, immigration, and ethnicity (models 2 through 5).  

In the fully adjusted model 5, the covariate ethnicity was statistically significant. The result 

showed that Japanese women had less posttraumatic growth than did Chinese women, but there 

was no statistically significant difference between the Vietnamese and Chinese women. There 

was no statistical difference by diagnosis, family factors, immigration, and immigration when the 

main relationship between active coping and posttraumatic growth was examined. Models 1 

through 5 supported the hypothesis that the increased use of active coping was associated with an 

increase in posttraumatic growth.



 

135 

Table 6.27 Multiple Regression Results for the Association Between Active Coping and Posttraumatic Growth 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Active 0.37 <0.001 0.37 <0.001 0.35 <0.001 0.35 <0.001 0.36 <0.001 0.31 0.003 

Covariates             
Year diagnosed   -0.01 0.358 -0.02 0.294 -0.02 0.274 -0.02 0.199 -0.02 0.214 
Age   0.00 0.551 0.00 0.680 0.01 0.403 0.00 0.612 0.00 0.582 
Marital Status (Ref=Single)             
   Cohabit     -0.10 0.749 -0.06 0.847 0.00 0.989 0.02 0.937 
   Married     0.15 0.516 0.12 0.610 0.17 0.475 0.18 0.463 
   Divorced     0.00 0.992 -0.04 0.881 0.03 0.909 0.04 0.886 
   Separated/Widowed     0.26 0.436 0.21 0.541 0.27 0.434 0.27 0.430 
Number of children     0.09 0.156 0.09 0.164 0.06 0.392 0.06 0.372 
Live in US entire life       0.15 0.488 0.02 0.910 0.03 0.888 
Years in US       -0.00 0.618 0.00 0.702 0.00 0.656 
Ethnicity (Ref=Chinese)             
   Japanese         -0.40 0.036 -0.68 0.067 
   Vietnamese         -0.01 0.973 0.11 0.826 

Interactions: Active 

Coping by Ethnicity 

            

Active*Chinese           0.00 . 
Active*Japanese           0.12 0.381 
Active*Vietnamese           -0.03 0.872 
Constant 2.38 <0.001 31.41 0.325 35.63 0.268 37.16 0.251 43.44 0.180 42.30 0.193 

.  = Data unable to generate due to low sample size.
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Use of Instrumental Support. Table 6.28 showed the OLS regression of the association 

between the use of instrumental support and self-stigma. Models 1 to 3 revealed the correlation 

coefficient in the opposite direction of the hypothesized trend, but the relationships were not 

statistically significant. The main relationship, however, was in the predicted direction, but not 

statistically significant in models 4 and 5. The lack of statistical significance in models 4 and 5 

could be due to low sample size.  

In the fully adjusted model 5, the covariates being divorced, length of stay in the US and 

ethnicity were statistically significant. The results showed that divorced women experienced 

significantly more self-stigma than did single women; however, cohabiting, being married, and 

separated were not significantly different from single. The longer the women lived in the US, the 

less they experienced self-stigma. Lastly, Japanese women had less self-stigma than did Chinese 

women, but there was no difference between Vietnamese and Chinese women. There was no 

statistically significant difference by diagnosis variables, the number of children, and having 

lived in the US their entire life. The hypothesis of the increased use of instrumental support 

associated with a decrease in self-stigma was supported in models 4 and 5. 
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Table 6.28 Multiple Regression Results for the Association Between Use of Instrumental Support Coping and Self-

Stigma 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Instrumental Support 0.05 0.232 0.05 0.235 0.04 0.379 -0.02 0.610 -0.03 0.449 -0.03 0.695 

Covariates             
Year diagnosed   0.01 0.383 0.01 0.437 0.00 0.653 0.00 0.899 0.00 0.933 
Age   -0.01 0.116 -0.01 0.060 0.01 0.253 0.00 0.497 0.00 0.450 
Marital Status (Ref=Single)             
   Cohabit     -0.02 0.911 -0.05 0.823 0.04 0.854 0.04 0.836 
   Married     0.23 0.172 0.04 0.822 0.07 0.639 0.07 0.663 
   Divorced     0.48 0.029 0.30 0.135 0.40 0.040 0.40 0.044 
   Separated/Widowed     0.44 0.080 0.21 0.363 0.30 0.173 0.30 0.185 
Number of children     0.03 0.565 0.05 0.274 0.02 0.639 0.02 0.612 
Live in US entire life       0.03 0.823 -0.13 0.375 -0.14 0.337 
Years in US       -0.02 <0.001 -0.01 0.003 -0.01 0.003 
Ethnicity (Ref=Chinese)             
   Japanese         -0.55 <0.001 -0.57 0.025 
   Vietnamese         -0.19 0.094 -0.07 0.841 

Interactions: Instrumental 

Support by Ethnicity 

            

Instrumental*Chinese           0.00 . 
Instrumental*Japanese           0.01 0.896 
Instrumental*Vietnamese           -0.05 0.700 
Constant 1.56 <0.001 -18.87 0.432 -16.62 0.487 -7.94 0.715 -0.52 0.980 0.36 0.987 

.  = Data unable to generate due to low sample size.



 

138 

 Table 6.29 showed the OLS regression of the association between the use of instrumental 

support and posttraumatic growth. The bivariate model (model 1) indicated that the increased use 

of instrumental support was associated with a significant increase in posttraumatic growth. The 

result persisted after controlling for diagnosis, family factors, immigration, and ethnicity (models 

2 through 5). In the fully adjusted model 5, there was no statistical difference by diagnosis, 

family factors, immigration, and ethnicity when the main relationship between the use of 

instrumental support and posttraumatic growth was examined. Models 1 through 5 supported the 

hypothesis that the increased use of instrumental support was associated with an increase in 

posttraumatic growth. 

Multivariate Regression Models - Hypothesis 4. There was no difference between the 

Chinese-, Japanese-, and Vietnamese-Americans in the use of all coping strategies and their level 

of self-stigma and posttraumatic growth.  

 Model 6 in Tables 6.12-6.29 showed that OLS regressions were conducted to examine 

the interaction of ethnicity on the relationship between each of the three major types of coping 

strategies and the two psychological indicators. Due to low sample size, the interaction models of 

this hypothesis could not be predicted on some of the conditions; thus, a dot (and not a number) 

was shown in the place of the line item. The limited output of all model 6 rendered the results 

inconclusive. 
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Table 6.29 Multiple Regression Results for the Association Between Use of Instrumental Support Coping and 

Posttraumatic Growth 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
 b p-value b p-value b p-value b p-value b p-value b p-value 

Instrumental Support 0.30 <0.001 0.31 <0.001 0.30 <0.001 0.28 <0.001 0.27 <0.001 0.31 0.006 

Covariates             
Year diagnosed   -0.03 0.090 -0.03 0.064 -0.03 0.061 -0.03 0.045 -0.03 0.044 
Age   0.00 0.740 0.00 0.936 0.00 0.669 0.00 0.863 0.00 0.847 
Marital Status (Ref=Single)             
   Cohabit     -0.25 0.407 -0.25 0.430 -0.21 0.497 -0.22 0.485 
   Married     0.08 0.740 0.05 0.848 0.10 0.681 0.09 0.716 
   Divorced     -0.06 0.849 -0.09 0.767 -0.03 0.910 -0.03 0.923 
   Separated/Widowed     0.35 0.317 0.30 0.386 0.33 0.348 0.31 0.377 
Number of children     0.10 0.120 0.10 0.115 0.07 0.303 0.07 0.294 
Live in US entire life       0.04 0.864 -0.04 0.843 -0.06 0.806 
Years in US       -0.00 0.615 0.00 0.861 0.00 0.944 
Ethnicity (Ref=Chinese)             
   Japanese         -0.24 0.213 -0.10 0.808 
   Vietnamese         0.17 0.339 0.35 0.505 

Interactions: Instrumental 

Support by Ethnicity 

            

Instrumental*Chinese           0.00 . 
Instrumental*Japanese           -0.06 0.681 
Instrumental*Vietnamese           -0.07 0.711 
Constant 2.56 <0.001 58.16 0.077 63.49 0.055 64.67 0.053 69.13 0.039 69.95 0.038 

.  = Data unable to generate due to low sample size.
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Aim 3 

 To examine both stress and coping on the psychological well-being of the Chinese-, 

Japanese-, and Vietnamese-American breast cancer survivors.  

Research Question 3  

 How did different ways of coping mediate the relationship between each stressor and the 

survivors’ self-stigma and posttraumatic growth? 

Hypothesis 1. Emotion-focused coping strategies with positive (and negative) valence 

would mediate the relationship of each stressor and both self-stigma and posttraumatic growth. 

Hypothesis 2. Problem-focused coping strategies would mediate the relationship of each 

stressor and both self-stigma and posttraumatic growth.  

 Due to the lack of interaction effects from low sample size (please see Tables 5.4-5.29, 

model 6), mediation analyses were not needed to further investigate the relationship among 

stress, coping, and psychological well-being.  

 This chapter has provided a summary of the data analysis results. In the next chapter this 

dissertation discusses the above results and the limitations of this study.  
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Chapter 7 -  Discussion and Limitations 

 This dissertation advances research on the breast cancer survivorship for Asian-American 

women by applying the Transactional Model of Stress and Coping (TMSC) to gain a better 

understanding about: (a) the specific stressors that influenced the AABCS’ psychological well-

being; (b) the coping strategies that influenced the AABCS’ psychological well-being; and (c) 

the combination of stress and coping on the AABCS’ psychological well-being.   

 The TMSC for this dissertation focused on four stressors that were experienced by 

AABCS: physical, emotional, social, and financial. The coping strategies used by the AABCS 

were divided into problem-focused and emotion-focused coping. According to the TMSC, if 

coping was successful, then the stressors would be resolved, and psychological well-being (self-

stigma and posttraumatic growth) would improve.  

 Below, the outcome of the statistically significant results from chapter six is discussed, 

and possible explanations for the results are provided. Moreover, for the discussion on coping 

and psychological health, the results of this study are compared and contrasted with past research 

on NHW breast cancer survivors (that was presented in chapter two).  

 Due to the large amount of significant data, the discussions are divided into the following 

major sections: research question 1 (hypotheses 1 to 5), research question 2 (hypotheses 1 to 4), 

and research question 3. Separate conclusions for research questions 1 and 2 are presented. At 

the end of the chapter, limitations of this dissertation are discussed.  

Research Question 1 

Research Question 1 – Hypothesis 1 
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Asian American breast cancer survivors who experienced substantial physical pain would 

have more self-stigma, and would have less posttraumatic growth than did survivors who 

experienced no physical pain.  

 The AABCS who experienced substantial physical pain had more self-stigma and less 

posttraumatic growth than did AABCS who experienced no physical pain. A possible 

explanation for this finding is that the physical pain reminds some women of their daily struggles 

as breast cancer survivors, so they may have negative feelings about their breast cancer 

survivors’ status and its impact on their lives. As a result, these women may have more difficulty 

achieving positive posttraumatic growth. In order to verify and confirm the above explanations 

for the results, the qualitative data that contains the in-person interviews should be examined.  

Research Question 1 – Hypothesis 2 

Asian American breast cancer survivors who worried a great deal about their cancer 

recurrence and its interference on their lives would have more self-stigma, and would have 

less posttraumatic growth than did survivors who did not worry about cancer recurrence 

and its interference on their lives. 

 The AABCS who worried a great deal about their cancer recurrence and its interference 

on their lives had more self-stigma and less posttraumatic growth, compared to AABCS who did 

not report such worry. This type of emotional stress may lead the women to feel unsure about 

their future, given the possibility of breast cancer relapse or fear of death. Similar to hypothesis 

1, examination of the in-person interview with patients and ethnic specific support group 

professionals may aid in verifying the above explanations.  

Research Question 1 – Hypothesis 3 
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Asian American breast cancer survivors who did not feel closer to people in their social 

network as a result of their breast cancer experience would have more self-stigma, and 

would have less posttraumatic growth than did survivors who felt closer to people in their 

social network. 

 The AABCS who did not feel closer to people in their social network as a result of their 

breast cancer experienced more self-stigma and less posttraumatic growth, compared to women 

who felt closer to the people in their social network. A possible explanation for this finding is 

that the women who feel less close to their social network may not be getting adequate emotional 

or functional support from their community. Thus, they may feel socially alienated because of 

their breast cancer survivorship status. Again, the qualitative data that contains the in-person 

interviews may shed some light on the above interpretations and enhance the potential 

explanations. 

Research Question 1 – Hypothesis 4 

Asian American breast cancer survivors who experienced more financial stress would have 

more self-stigma, and would have less posttraumatic growth than did survivors who 

experienced less financial stress. 

 The AABCS who had more financial stress experienced more self-stigma and less 

posttraumatic growth, compared to women who experienced less financial stress. A possible 

explanation is that women with more financial stress may have difficulties in finding and 

maintaining jobs (which can lead to inability to take care of the hospital costs), but in order to 

verify and confirm the above explanation, the qualitative data that contains the group interviews 

can be examined for greater insight. 

Research Question 1 – Hypothesis 5 
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There would be no difference between the Chinese-, Japanese-, and Vietnamese-Americans 

in their experience of the above four stressors and their level of self-stigma, and 

posttraumatic growth. 

 Due to the low sample size in the three ethnic groups, this dissertation did not find a 

difference between the Chinese, Japanese, and Vietnamese Americans in their experience of the 

four stressors (physical, emotional, social, and financial) and their level of psychological well-

being. If there was sufficient sample size in each ethnic group, an interaction effect might likely 

be apparent. 

Research Question 1 – Conclusion 

 The findings from Research Question 1 show that significant physical, emotional, social, 

and financial stress are linked to more self-stigma and less posttraumatic growth. Thus, the 

findings show a salient role of the stressors in shaping the AABCS’ good and poor psychological 

well-being. Knowing that the multidimensionality of these stressors influences psychological 

well-being, this dissertation discusses the effectiveness of coping and the women’s psychological 

well-being below. 

Research Question 2  

 The AABCS in this study used many of the same coping strategies as the NHW breast 

cancer survivors described in chapter two. The AABCS in this study frequently used the 

acceptance and cognitive reappraisal coping strategies. Also, similar to the NHW breast cancer 

survivors, the women in this study used emotional support, active coping, instrumental support, 

and positive reframing. Notably, the AABCS also used self-blame and denial the least. Below, 

this study compares the coping strategy usage between the three groups of AABCS, and also 

between the AABCS and the NHWs. 



 

145 

Emotion-Focused Coping Strategies of Positive Valence 

 Japanese women used more acceptance coping than did the Chinese women, and this 

finding shows that Japanese women are similar to the NHW breast cancer survivors’ coping 

preference (Lauver et al., 2007). This finding can be explained by the Japanese women’s 

acculturation level, as the majority of Japanese women in this study were born in the US.  

 Vietnamese women used more emotional support than did Chinese women. A possible 

explanation is that the Vietnamese receive more emotional support from their families, given that 

family is their primary social unit (Nguyen, 1985). 

Emotion-Focused Coping Strategies of Negative Valence 

 Vietnamese and Chinese women used more self-blame and denial than did Japanese 

women. Vietnamese and Chinese women share similar Buddhist cultural beliefs, so they may 

feel that their breast cancer diagnosis is a result of karma (what they did in their past lives) (Tsai 

et al., 2011), and given that the majority of Chinese and Vietnamese women are immigrants, 

their acculturation level may be lower than the US born Japanese in this study.  

 Vietnamese women used more expressive suppression than did either the Japanese or 

Chinese women. Vietnamese women may be more likely to use expressive suppression because 

of the Vietnamese cultural value of negative events being destinies (Nguyen, 1985). 

Furthermore, displaying strong emotion is a sign of weakness in Vietnamese culture (Nguyen, 

1985), so Vietnamese women may choose to actively suppress their emotions and face their 

destinies. Chinese women also used more expressive suppression than did Japanese women. 

Chinese women may choose to actively suppress their emotions in order to maintain harmony at 

home and continue to provide support to their families (Simpson, 2005). 

Problem-Focused Coping Strategies 
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 Japanese women used less instrumental support than did both Vietnamese and Chinese 

women. The majority of Vietnamese and Chinese women in this study are immigrants so they 

may receive more help from their immediate family members. This finding is similar to the 

results by Lee et al. (2012) and Tsai et al. (2011) where immigrant Chinese American survivors 

(vs Chinese American survivors who were more acculturated) relied more on their immediate 

family and community for support. 

Research Question 2 – Hypothesis 1  

Emotion-Focused Coping Strategies of Positive Valence 

An increase in emotion-focused coping strategies of positive valence would be associated 

with a decrease in self-stigma, and an increase in posttraumatic growth. 

Acceptance. The increased use of acceptance by the AABCS was associated with a 

decrease in their self-stigma, and an increase in posttraumatic growth. From this finding, it 

appears that the more accepting the AABCS are of their breast cancer status (and being open 

with others), the better the outcome of their psychological well-being. The above favorable 

findings on the relationship between acceptance and psychological well-being (self-stigma and 

posttraumatic growth) of the AABCS are similar to the finding by Lee et al. (2017), where 

acceptance was associated with a reduction in depressive symptoms in Asian breast cancer 

survivors. Also, past research showed Chinese women (living in Asia) who had mastectomies 

tended to use acceptance coping (Lu, 2005). Likewise, NHW breast cancer survivors favored the 

use of acceptance (Lauver et al., 2007). Moreover, Stanton et al. (2002) found that acceptance at 

the time of diagnosis predicted positive adjustment across time for NHW breast cancer survivors. 

Past research and the results from this dissertation indicate acceptance coping is used by Asian, 
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Asian American, and NHW breast cancer survivors, and this strategy is associated with good 

psychological well-being. 

Use of Emotional Support. The increased use of emotional support by the AABCS was 

associated with a decrease in their self-stigma, and an increase in their posttraumatic growth. It is 

possible that the emotional support from the AABCS’ social network helps them to improve their 

psychological well-being.  

 The use of emotional support is beneficial to the psychological well-being of the three 

groups of AABCS. Notably, past research with these Asian-American groups showed that social 

support was negatively associated with depressive symptoms (Hoang et al., 2020). Furthermore, 

Chinese women (living in Asia) with early stage cancer tended to use social support (Zhang et 

al., 2001). Likewise, previous studies have also shown that NHW breast cancer survivors prefer 

to use social support (Danhauer et al., 2009; Landmark et al., 2008; Manuel et al., 2007; 

Williams & Jeanetta, 2015), and seeking social support was associated with positive 

psychological well-being (Holland and Holahan, 2003). The results of previous research and this 

dissertation show that seeking social/emotional support is used by Asian, Asian American, and 

NHW breast cancer survivors, and this strategy is favorable to their psychological well-being.  

Positive Reframing. The increased use of positive reframing by the AABCS was 

associated with a decrease in their self-stigma, and an increase in their posttraumatic growth. 

Positive reframing appears to improve the AABCS’ psychological well-being.  

 Similar to this dissertation’s findings, previous research showed that Chinese breast 

cancer survivors (living in China) frequently used positive reframing (Li and Lambert, 2007). 

Furthermore, the use of reframing predicted good quality of life in Chinese and Korean 

American women (Lim, 2014). Past research on NHW breast cancer survivors showed women 
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who were between diagnosis and surgery preferred to use positive reframing to cope with stress 

(Drageset et al., 2009), and early stage breast cancer survivors who engaged in positive 

reframing had significantly higher levels of positive growth (Boyers, 2001). Past research and 

this dissertation show that Asian, Asian American, and NHW breast cancer survivors tend to use 

positive reframing and the use of this strategy is effective in improving psychological well-being.  

Cognitive Reappraisal.  The increased use of cognitive reappraisal by the AABCS was 

not associated with a decrease in their self-stigma. However, the increased use of cognitive 

reappraisal by the AABCS was associated with an increase in their posttraumatic growth. 

Cognitive reappraisal only helps the AABCS to improve the posttraumatic growth dimension of 

their psychological well-being.  

 Similar to the above findings, past research showed that NHW breast cancer survivors 

frequently used positive cognitive restructuring (Danhauer et al., 2009). Moreover, positive 

cognitive restructuring was associated with better psychological adjustments in NHW breast 

cancer survivors (Stanton et al., 2000; Wonghongkul et al., 2000). Past research and this 

dissertation show that cognitive reappraisal and positive cognitive restructuring are used by 

Asian American and NHW breast cancer survivors and these similar strategies are associated 

with good psychological well-being. If future researchers want to explore the explanations on the 

relationship between cognitive reappraisal and self-stigma, they could analyze the group 

interviews in the qualitative data. 

Research Question 2 – Hypothesis 2 

Emotion-Focused Coping Strategies of Negative Valence 

An increase in emotion-focused coping strategies of negative valence would be associated 

with an increase in self-stigma, and a decrease in posttraumatic growth. 
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Self-Blame. The increased use of self-blame by the AABCS was associated with an 

increase in their self-stigma and a decrease in their posttraumatic growth. Self-blame worsens the 

AABCS’ psychological well-being. The detrimental influence of self-blame to the AABCS’ 

psychological well-being, as found in this dissertation, was similar to the findings reported by Li 

and Lambert (2007) where the authors discovered that self-blame was a negative predictor of 

general well-being in Chinese women (who were living in Asia) with breast cancer. Previous 

research found that NHW breast cancer survivors tended not to use self-blame (Lauver et al., 

2007), but the use of self-blame in this population did influence psychological adjustment 

negatively (Heim et al., 1997). Notably, the use of self-blame is detrimental to the psychological 

well-being of both Asian American and NHW breast cancer survivors. 

Denial. The increased use of denial by the AABCS was associated with an increase in 

their self-stigma, and a decrease in their posttraumatic growth. Denial worsened the AABCS’ 

psychological well-being. Previous research showed support for the damaging effect of denial. 

For NHW breast cancer survivors, Lauver et al. (2007) found that this group tended to avoid the 

use of denial. Moreover, disengagement strategies (i.e., denial) that did not resolve the stressors 

were associated with poor emotional functioning (Durá-Ferrandis et al., 2017). Overall, the use 

of avoidance coping (i.e., denial) tended to produce more psychological distress (Charlton & 

Thompson, 1996). This dissertation and past research show that Asian American and NHW 

breast cancer survivors tend not to use denial, and the use of denial is associated with poor 

psychological well-being. 

Expressive Suppression.  The increased use of expressive suppression by the AABCS 

was associated with an increase in their self-stigma, and a decrease in their posttraumatic growth. 

Expressive suppression worsened the AABCS’ psychological well-being. This finding, however, 
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was contrary to the results by Lu et al. (2018) where Chinese American breast cancer survivors 

preferred to use expressive suppression, and the use of this strategy was found to be less harmful 

for the psychological well-being of this group. The AABCS of this dissertation are similar to the 

NHW breast cancer survivors in past studies where the use of self-control was associated with 

negative psychological well-being (Holland & Holahan, 2003). 

Research Question 2 – Hypothesis 3 

Problem-Focused Coping Strategies  

An increase in problem-focused coping strategies would be associated with a decrease in 

self-stigma, and an increase in posttraumatic growth. 

Active Coping. The increased use of active coping by the AABCS was associated with a 

decrease in their self-stigma, and an increase in their posttraumatic growth. Active coping 

improves the AABCS’ psychological well-being.  

 The above findings between the relationship of active coping and psychological well-

being are similar to previous research that showed Chinese women (living in Asia) who had a 

mastectomy, frequently used problem-focused strategies by objectively confronting their 

problems (Lu, 2005). Furthermore, in other studies, AABCS used approach-oriented coping 

strategies (i.e., educating oneself and seeking information), which provided the survivors’ a 

sense of control (Ashing et al., 2003). Similar to AABCS, NHW breast cancer survivors also 

preferred to use active coping (Lauver et al., 2007). Moreover, NHW breast cancer survivors 

who used active coping strategies had positive growth and positive psychological well-being 

(Boyers, 2001; Friedman et al., 1989; Holland and Holahan, 2003). Consistent with existing 

literature, this dissertation supports that Asian, Asian American, and NHW breast cancer patients 
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prefer to use active coping strategies and the use of these strategies are associated with good 

psychological well-being. 

Use of Instrumental Support. The increased use of instrumental support by the AABCS 

was associated with a decrease in their self-stigma, and an increase in their posttraumatic growth. 

Instrumental support improves the AABCS psychological well-being. This dissertation and past 

studies show that AABCS preferred to cope with breast cancer by seeking support from family 

and friends (Ashing et al., 2003; Lee et al., 2013; Paek & Lim, 2016; So et al., 2013), although 

some AABCS preferred to seek social support outside of their families (Yoo et al., 2017). 

Contrary to the findings in this dissertation, Wen et al. (2014) reported that Chinese women 

needed less advice and they received social support from their families.  

 The findings on AABCS in this dissertation are similar to the results from past studies on 

NHW breast cancer survivors. Non-Hispanic White breast cancer survivors favored seeking 

information (Landmark et al., 2008; Lauver et al., 2007). The women’s planful problem-solving 

and social support seeking strategies were associated with positive psychological well-being 

(Holland and Holahan, 2003). This dissertation and past studies show that Asian American and 

NHW breast cancer survivors prefer the use of instrumental support, and this coping strategy is 

beneficial to the women’s psychological well-being. 

Research Question 2 – Hypothesis 4 

There would be no difference between the Chinese-, Japanese-, and Vietnamese-Americans 

in the use of all coping strategies and their level of self-stigma, and posttraumatic growth. 

 Due to the low sample size of this study, further analysis of the interaction models could 

not be analyzed and examined on the difference between the Chinese-, Japanese-, and 
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Vietnamese-Americans in the usage of coping strategies and their level of self-stigma and 

posttraumatic growth. 

Research Question 2 – Conclusion 

 Based on the above discussion on coping and psychological well-being, this dissertation 

discovers that the use of acceptance, emotional support, positive reframing, active coping, and 

use of instrumental support are beneficial to the AABCS’ psychological well-being. In contrast, 

self-blame, denial, and expressive suppression coping strategies are harmful to their 

psychological well-being. It is important to note that in this dissertation the AABCS’ coping 

preference and their psychological well-being are similar to that of the NHW breast cancer 

survivors in past studies. The findings on coping and psychological well-being show that the 

assumption of the TMSC is supported because the above coping strategies lead to good 

psychological well-being. 

Research Question 3 

 Due to the lack of interaction effects from low sample size, further analysis with a 

mediation model could not be applied to examine the influence of coping on each of the stressors 

and the AABCS’ self-stigma and posttraumatic growth. 

Limitations 

 There were several limitations in this dissertation that hindered more definitive statistical 

outcomes of the hypotheses. 

Missing Data 

 A significant amount of data was missing due to the lack of response in the self-reported 

qualitative and quantitative questionnaires. After re-examining the content of those 

questionnaires, this dissertation has the following explanations and recommendations to help 
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future researchers avoid similar situations. First, some women completely omitted questions on 

certain standardized scales (such as the Self-Perceived Burden Scale). Researchers should give 

clear written instructions on how participants should appropriately respond to each of the 

questionnaires administered. For example, on a standardized questionnaire that asks the 

participants to rate their psychological well-being on a scale from 0 to 5, if a particular item on 

the scale is not applicable to the participants, there should be written guidance stating that instead 

of omitting the item, the participants should choose the zero rating.  

 Second, the women omitted questionnaire items related to their physical attributes (i.e., 

body image issues after breast cancer treatments) and sexual intimacy with their husbands. In the 

Asian community body image and sexual intimacy topics are not publicly discussed. Researchers 

could avoid or minimize missingness in those questions by asking those questions via one-on-

one interviews with the women, where rapport is first established making the women 

emotionally comfortable.   

 Third, the women omitted questionnaire items about their marital relationship with their 

husbands and their relationship with their children. In the Asian community, issues about family 

members are not discussed publicly, especially in front of strangers who may cast a negative 

view of the family based on the content shared by the women. Asian women are very private 

about their families so even if their families were mistreating them, they would be unwilling to 

share their feelings with someone outside of the family. Similar to the suggestion in the last 

paragraph, researchers could avoid or minimize missingness in those questions by eliminating 

such personal questions in the questionnaires, and instead ask those questions through one-on-

one interviews with the women where rapport is first established making the women emotionally 

comfortable.   
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 Several suggestions are offered for future studies of this nature. First, rather than 

anonymous mailed questionnaires to the participants, if the questionnaires were administered in-

person, the researchers could check for non-responses and immediately ask the participants to 

complete the questionnaires. On the same note, in-person survey administrators need to be 

trained in providing language and culturally appropriate interpretations on the questionnaire 

items, in case participants have difficulties in understanding the instructions of the questionnaires 

or have difficulties in interpreting the questions. Third, with the mailed questionnaires, the 

research coordinators could allocate additional resources to telephone the participants in order 

for the women to provide answers to the missing questionnaire items. 

Small Sample 

 Due to the large missingness in the dataset, there is a small sample size in each ethnic 

group, and this resulted in the inability to complete the moderation and mediation models. In 

order to improve the quality of statistical testing of this dataset, future researchers could increase 

the sample size by attempting imputation at varying levels. 

High Cronbach’s Alpha 

 It is important to note that the Cronbach’s alpha values for the standardized scales were 

too high. In this dissertation the Self-Stigma Scale was 0.94 while the Posttraumatic Growth 

Inventory was 0.95. Although previous researchers had accepted 0.96 (Cordova et al., 2001) and 

0.93 (Warmoth et al., 2019) for the Posttraumatic Growth Inventory, a Cronbach’s alpha higher 

than 0.90 calls into question the reliability of the scale, because the items in the scales are too 

similar (DeVellis, 1991). In order to improve the reliability of the scales, future researchers 

should eliminate similar items in the scale and aim for reliability between 0.80 and 0.90. 

Cancer Stage Data 
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 The significant missing data on cancer stage renders this variable unusable for the data 

analysis. It would have been more informative to analyze coping strategies and psychological 

well-being according to cancer stage. According to Ganz (2000), breast cancer survivors used 

various coping strategies at different time points of their breast cancer journey. 

Single Time Point Measure 

 The data for this dissertation is cross-sectional, meaning information was taken at a single 

time point. A longitudinal study would be beneficial in measuring the change in the AABCS’ 

coping preference associated with their psychological well-being across different time points of 

the breast cancer journey. 

Standardized Measures 

 This dissertation used standardized measures and questionnaires to capture the 

participants’ responses, so the variety of answer choices was limited. In order to fully explore 

stress and coping of the AABCS, the in-person, qualitative interviews should be analyzed to 

supplement and complement the findings of the quantitative data analysis.  

 Another limitation of the standardized measures and questionnaire format is that 

participants who were educated outside of the US might not be familiar with this type of test-

taking format. For instance, in some parts of Asia people favor open-ended questions or officials-

assisted questionnaires. Therefore, when working with research-naive populations, future 

researchers should instruct and provide suitable help to the participants in filling out the 

questionnaire.  

 A third limitation of using standardized measures and questionnaires is that some 

participants provided the same ratings on all of the items in a particular questionnaire. From the 

response pattern of the questionnaire, it was difficult to assess whether those responses truly 
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reflect the participants’ attitudes and feelings, or the participants failed to read the statements and 

provided the same ratings for their convenience. In order to improve data quality, future 

researchers should provide written and verbal instructions to the participants.  

 In the next chapter, the conclusion, implications of this dissertation, and 

recommendations for future researchers are provided. 
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Chapter 8 -  Conclusion and Implications 

Conclusion 

 In the upcoming decades there is an expected increase in the population of diverse groups 

of Asian Americans in the US. Researchers have also predicted a significant increase of the 

breast cancer incidence rate in this population, and this trend underscores the importance in 

understanding the psychological well-being of AABCS to ensure that culturally appropriate 

support services can be provided to this group of women. Thus far, as noted in this dissertation, 

the breast cancer survivorship literature has provided very little scientific attention to the unique 

cultural needs and the psychological well-being of Asian-American women as a whole, and 

particularly with attention to ethnic differences within Asian-American women. This dissertation 

aimed to add to the sparse research on AABCS, and to advance the breast cancer survivorship 

literature by using the TMSC to examine the relationship of stress, coping, and psychological 

well-being of three groups of AABCS.  

 The findings of this dissertation lead to the following conclusions. First, the severity of 

each stressor (physical, emotional, social, and financial) is related to the women’s poor 

psychological well-being. Second, emotion-focused coping strategies with a positive valence and 

problem-focused coping strategies are linked to the women’s good psychological well-being 

(please note the measure of good psychological well-being is noted in chapter 6). These two 

major findings could potentially advance the science in breast cancer survivorship research for 

Asian-American women (please find below). 

Implications   

 The following is a list of the implications of the findings from this dissertation. First, the 

findings from this dissertation inform public health theory that stress, coping, and psychological 



 

158 

well-being is complex, and particularly so when cultural variations are involved. This 

dissertation highlights the specific cultural values and the preferred ways of coping for AABCS. 

Thus, when examining the psychological well-being or health behaviors of other ethnic groups, 

researchers should be cautious in applying Westernized theories and frameworks that might not 

be culturally appropriate or valid. Rather, each ethnic group should have a culturally-informed 

theoretical approach that integrates and measures the salient cultural aspects, lifestyle, and other 

contextual elements of a particular group.    

 Second, although this dissertation did not find a difference among the three Asian-

American groups in coping, future studies might use more culturally appropriate measures to 

carefully explore potential differences, and to increase the sample size.   

 Third, the Asian-American women in this dissertation coped similarly to NHW women in 

past research. Notably, their coping preference was contrary to some of the current findings 

among Asian-American women (Lu et al., 2018). However, the findings from this dissertation 

advance the breast cancer survivorship literature in Asian American because it shows that coping 

preference are not constant and fixed, rather women might cope differently across time and 

situations, and also based on the degree of acculturation.  

 Fourth, based on the types of questions that were omitted by the women, social support 

professionals and researchers might thereby have a better understanding on the topics that the 

AABCS are uncomfortable with and potentially apply a culturally-appropriate method to 

approach those sensitive topics in support services.  

 Fifth, understanding the unique cultural needs and value systems that were discussed in 

this dissertation could likely help medical teams to better understand and communicate with their 

Asian-American patients; thus, potentially improving the clinical care for the survivors by 
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providing support to better equip them to adjust to their disease state, treatments, and 

survivorship.  

 Sixth, with a better understanding of different worldviews, clinicians and therapists could 

learn to work with patients from different countries (who may have very different life 

experiences).   

 Seventh, with greater understanding and sensitivity to the unique cultural needs and value 

systems discussed in this dissertation, clinicians, therapists, local ethnic specific services, and 

social support professionals could facilitate communication between AABCS and their families 

to improve the psychological well-being of these women. 

Recommendations for Future Research 

 Based on the major findings and limitations of this dissertation, future researchers might 

incorporate the following recommendations to further advance breast cancer survivorship 

research in Asian-American women. First, researchers should be aware that immigrant Asian 

American women might not be familiar with the Westernized questionnaire formats. Therefore, 

the format of future questionnaires should be culturally appropriate for the AABCS, adjusting to 

their level of education and country of origin.   

 Second, when examining stress, coping, and psychological health in AABCS, researchers 

should take into consideration how generational and educational differences influence the 

relationships. 

 Third, the majority of the Japanese Americans in this study were born in the US, while 

the majority of the Chinese- and Vietnamese-Americans were immigrants, so the stressors 

experienced by the latter could be vastly different. Future researchers should examine the 
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qualitative in-person interviews and assess the salient stressors that are unique to the Chinese and 

Vietnamese immigrants.  

 Fourth, the parent study of this dissertation contains qualitative in-person interviews. 

Future researchers could analyze those interviews and compare the findings of this dissertation 

with the qualitative analysis. The qualitative analysis might provide support or explanations to 

the findings in this dissertation. Third, the Asian-American community is comprised of many 

Asian subgroups, but this dissertation only focused on Chinese, Japanese, and Vietnamese. 

Given that each Asian subgroup has its set of unique values, future researchers could contribute 

to the Asian American breast cancer literature by examining the influence of stress and coping 

on psychological well-being in other Asian-American populations.  

 Lastly, in order to reduce missing data issues, a pilot study is recommended. Based on the 

preliminary data for the characteristics and responses of the participants, researchers could make 

necessary adjustments to the studies before the full-scale study is conducted. 
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