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ABSTRACT 

The purpose of the study was to (a) describe decision-making, coping strategies, and 

wellbeing of women undergoing breast cancer treatment who have children at home; and (b) 

compare and contrast the treatment decisions, coping strategies and wellbeing of women with 

breast cancer who have children under 18 years old with those who do not have children under 

18 years old at home. Secondary data analysis of transcribed interviews was performed using 

content and matrix analysis to determine decision making processes and coping strategies and a 

de-identified database, containing demographic data and scores from the FACT-B, was analyzed 

as indicators of perceived wellbeing. Findings indicate that children seem to have an influence 

on treatment decisions, coping and wellbeing. Women with children at home more often chose 

bilateral mastectomies and used more mind-body based complementary and alternative 

medicine. Also, in the social and family subscale score women with children have higher 

wellbeing. Finally, all women used all types of coping strategies with highest use of emotion-

based coping and women citing children as an influencing factor. Further research is necessary to 

determine the extent of their impact. Ultimately, when caring or studying women with breast 

cancer, children must be considered a potential factor that modifies cancer treatment decisions. 
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Introduction 

As women are being screened and diagnosed with breast cancer at earlier ages, the 

percentage of women with children at home while undergoing cancer treatment is increasing. In 

fact, an estimated 22% of women with breast cancer have children at home (Lewis, Casey, 

Brandt, Shands, & Zahlis, 2006). Mothers with children at home report that sources of stress 

include time demands, finances, and relationship demands, yet there is no literature that speaks 

to the impact that family commitments have on treatment decisions and outcomes among 

mothers with breast cancer (Scott, 2007). It is reasonable to question the impact that children 

have on decision-making, coping strategies, and wellbeing (quality of life). 

This project described decision making, coping strategies, and wellbeing of women 

undergoing breast cancer treatment who have children at home. Further, this study compared and 

contrasted the treatment decisions, coping strategies, and wellbeing of women with breast cancer 

who have children under 18 years old with those who do not have children under 18 years old at 

home. This thesis outlines the research context and current knowledge about cancer, treatment 

options and decisions, coping strategies, wellbeing, and the impact of children on these processes 

and outcomes. Gaps in the literature are addressed. Methods that were used in the study are 

explained and results are outlined. Finally, discussion and interpretation of the results are 

provided. 

Purpose and Specific Aims 

The purpose of this project was to investigate the influence children under the age of 18 

have on women with breast cancer in relation to their wellbeing, decision making, and coping 

strategies. More specifically the purpose was to: (a) describe decision making, coping strategies, 



 
 
 

10

and wellbeing of women undergoing breast cancer treatment who have children at home; and (b) 

compare and contrast the treatment decisions, coping strategies and wellbeing of women with 

breast cancer who have children under 18 years old with those who do not have children under 1 

years old at home. Three specific aims and specific research questions were identified.  

Aim 1 

To explore and describe decision-making, coping strategies, and wellbeing of women 

undergoing breast cancer treatment who have children (less than 18 years old) at home. Research 

questions included: (1) What treatment decisions are made by women with children in their 

home? (2) What types of coping strategies are used by women with children in their home?  

(3) What wellbeing scores do women with children in the home report?  

Aim 2 

To describe how having children (less than 18 years old) at home impacts treatment 

decisions made by women diagnosed with breast cancer and their coping strategies as related to 

breast cancer. Research questions included: (1) What do women with children at home cite as 

reasons for treatment decisions? (2) What influences the women’s decisions? (3) What 

influences the ways that the women cope with their cancer diagnosis and treatment?  

Aim 3 

To compare and contrast the treatment decisions, coping strategies, and wellbeing of 

women with breast cancer who have children under 18 years old with those who do not have 

children under 18 years old at home. Research questions included: (1) Are there differences in 

treatment decisions made by women diagnosed with breast cancer who are caring for children 

under age 18 compared to women without children under the age of 18 at home? (2) Are there 
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differences in coping strategies used by women with children under age 18 at home compared to 

women without children under the age of 18 at home? (3) Are there differences in overall 

wellbeing in women who care for children under the age of 18 at home compared to women 

without children under age 18 at home?  

Theoretical Background 

Two specific theories provided a conceptual perspective that helped to explain stress, 

coping, and treatment decision making in women with breast cancer that have children at home. 

The first theory was the Transactional Model of Stress and Coping (see Figure 1), which 

provided a view of stress and coping for an individual. Lazarus and Folkman (1984) define 

coping as “constantly changing cognitive and behavioral efforts to manage specific external 

and/or internal demands that are appraised as taxing or exceeding the resources of the person” (p. 

141). This description emphasizes the process of coping as opposed to coping as a specific 

personality trait. 

Coping includes the primary and secondary appraisal of a stressor, which results in a 

coping effort, involving problem management and emotional regulation. Moderators of the 

process, such as previous coping mechanisms and social support, influence the choice of coping 

strategies ultimately used in any particular situation. The result of coping is described as 

adaptation that involves dimensions of personal wellbeing, functional status, and engagement in 

health behaviors. The three categories of coping strategies include appraisal-focused coping, 

emotion-focused coping and appraisal-focused coping. 

In this study, cancer was considered to be a primary stressor. When a woman is 

diagnosed with breast cancer, primary and secondary appraisal occur, leading to a set of coping 
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strategies that are modified by past history and support from others. Depending on the coping 

strategies used and the success at addressing the stressor, wellbeing and health behaviors (i.e., 

treatment decisions) will change. This process of appraisal, reappraisal, coping, and outcomes 

continues until the stressor is eliminated. This model offers an explanation of stress, coping, and 

adaptation that is focused at the individual level of scale with context as modifiers or moderators 

of the process. Therefore, children are viewed as either an additional stressor that adds to the 

woman’s burden or as part of the social support system that moderates the coping and stress 

response process. However, nurses working with women, their partners, and children view the 

family as living within a context and making treatment decisions within that context. Therefore, 

a model that explains how women with breast cancer who are living with children in their home 

make decisions and cope as a family unit was needed. 
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FIGURE 1. Diagram of Transactional Model of Stress and Coping. Reprinted from “Stress, 
Coping and Health Behavior: PHC 6410 Health Behavior in Public Health,” by R. 
T. Patton (2005). Retrieved from 
http://chua2.fiu.edu/faculty/pattonr/PHC6410/PHC6410_Chapter10.pdf. Adapted 
with permission. 

The Bowen Family Systems Theory provided a theoretical framework that offers an 

opportunity to rethink stress and coping as a function and process of the family unit. Bowen 

outlines a framework using systems thinking to describe the emotional connectedness of a 

family. It involves the idea of the family, “living under the same emotional skin” (The Bowen 

Family Center, 2009, para. 2). When a stressor affects one member of the family, it is followed 

by a reciprocal change in the other members of the family. While the amount of change varies 

from family to family, depending on the degree of interdependence and the stressors or coping 
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mechanisms that are present, this model proposes that the response at the systems level of scale 

is always present. Thus, the stress a mother experiences related to the diagnosis and treatment of 

breast cancer will always affect the family. In this model, the family system becomes the patient 

with breast cancer. Treatment decisions are made by the family unit and coping strategies are 

altered in response to family wellbeing, responses to the stressor (cancer), and other stressors that 

the family may be experiencing at the same time. 

Therefore, when using the Bowen Family Systems Theory and Lazarus and Folkman’s 

Theoretical Model of Stress and Coping, children are not viewed as a stressor or a moderator of 

the process, but instead are viewed as an integral part of the entire decision making and 

adaptation process as a whole. These models suggested that woman with children at home would 

have different treatment decisions, coping strategies, and perceptions of wellbeing because the 

children impact each step of the stress and coping process. 

Study Background and Review of Literature 

Cancer Incidence and Prevalence 

As of 2008, cancer was the second leading cause of death in America (Kung, Hoyert, Xu 

& Murphy, 2008). Breast cancer accounted for more than one in four of new cancer diagnoses 

each year. While, the survival rate for 5 years is 89%, it was still the second leading cause of 

cancer deaths among women, after lung cancer (American Cancer Society [ACS], 2007). Like 

other serious medical diagnoses, breast cancer and its treatment cause a number of deleterious 

effects, both physically and psychologically. There has been a significant amount of research on 

cancer, side effects of the disease and treatment, and the psychological effects. All of these 

require coping strategies to manage and result in either increased or decreased wellbeing, but 
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little research has been done on the impact of children on the treatment decision, coping 

strategies and overall wellbeing. 

Treatment Options 

Since breast cancer is identified as a stressor, people cope by making decisions around 

their breast cancer treatment. The motivations for treating breast cancer revolve around 

improving outcomes (decreased morbidity, improved life and wellbeing event in spite of breast 

cancer) and trying to reduce stress. There are several pathways of treatment women can utilize. 

These include using only allopathic treatment, using only alternative medicine, or using a 

combination of allopathic and complementary medicine (Caspi, Koithan & Criddle, 2004; Love 

& Lindsey, 2000). 

Allopathic treatment pathways for breast cancer patients depend upon a number of 

different factors. These factors include, “the age and menopausal status of the patient, the stage 

of the disease, the histologic and nuclear grade of the primary tumor, the ER and PR status of the 

tumor, the measures of proliferative capacity of the tumor, HER2/neu gene amplification” 

(National Cancer Institute, 2009, para 4). Surgery is the most common treatment for breast 

cancer and includes either lumpectomy or partial or full mastectomy, which can be unilateral or 

bilateral (MD Anderson, 2009). Other options for traditional allopathic treatment include 

radiation, chemotherapy, hormone therapy, and/or biological therapy (MD Anderson, 2009). 

Complementary and alternative medicine (CAM) involves treatments not considered to 

be a part of traditional allopathic therapy (National Center for Complementary and Alternative 

Medicine [NCCAM], 2009). CAM is delivered in two primary ways: provider-directed and self- 

directed. Provider-directed CAM is treatment that is administered by a provider of alternative 
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therapy treatments, sought out by the individual. Self-directed therapy, also identified as CAM 

self-care, involves the individual guiding their own care using treatments that are self-

administered. Consumers spend the majority of their money on CAM self-care (Nahim, Barnes, 

Stussman, & Bloom, 2009). 

These two types of CAM are typically divided into five major categories: (1) whole 

medical systems, such as homeopathic medicine, (2) mind-body medicine, such as medication or 

guided imagery, (3) biologically based practices, like herbal supplements, (4) manipulative and 

body-based practices, which include massage, and (5) energy medicine, like Reiki (NCCAM, 

2009). Richardson, Sanders, Palmer, Greisinger, and Singletary (2000) found that 83.3% of 

patients with cancer had used some form of CAM, citing reasons for use like a desire to feel 

hopeful and wanting to feel more in control of their care. And although it is not as common, 

some cancer patients do refuse traditional allopathic treatment and only use alternative medicine 

(Change, Glissmeyer, Tonnes, Hudson & Johnson, 2006; Huijer & van Leeuwen, 2000; White, 

Verhoef, Davison, Gunn & Cooke, 2008). Because of the variety of treatment options available 

and the use of CAM by cancer patients, it is important to understand how cancer patients make 

decisions about both allopathic and CAM treatment options. 

Treatment Decisions 

Treatment decision making for this project is defined as the process of weighing and 

considering multiple options in order to come to a conclusion about the best method of action to 

treat and survive breast cancer. Treatments around breast cancer used to be made in a 

paternalistic mode in which doctors simply informed women of their treatment pathway. 

However, this has been changing because of culture of healthcare (Love & Lindsey, 2000). 
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Research shows that women of all ages have different desires regarding how their treatment 

decisions are made. It has been shown that some women desire to make decisions in conjunction 

with their doctor and some desire that their doctor makes the decision for them (Beaver et al., 

1996; Johnson, et. al., 1996; Love & Lindsey, 2000). Also different factors, such as personality, 

support systems, and life events, influence the way women make decisions (Pierce, 1993; Smitt 

& Heltzel, 1996). Yellen and Cella (1995) discovered that factors, including having children at 

home, influence those with cancer to accept more aggressive treatment. 

Women with breast cancer increasingly seek information with regards to breast cancer 

treatment options when making decisions about their care (Love & Lindsey, 2000). A number of 

online resources available to women, such as MyTreatmentDecision.org and MDAnderson.org, 

attest to the increasing importance of these information resources for patients. Despite all the 

research around cancer decision-making, there is still a gap in the literature surrounding how 

having children affects women with breast cancer specifically regarding treatment decisions. 

Wellbeing in Breast Cancer 

Wellbeing is defined as “a state characterized by health, happiness, and prosperity” 

(Wellbeing, 2009). A number of factors in lives of women with breast cancer affect personal 

wellbeing. Some of these factors include guilt, fear of death, effects of treatment, fatigue, quality 

of life, and worry about outcomes (Love & Lindsey, 2000). In recent years, research has been 

conducted to determine quality of life (QOL) in women with breast cancer. Ganz et al (2002) 

found that women between five and ten years after diagnosis of breast cancer had high levels of 

functioning and QOL. This was contrasted with the women who were undergoing adjuvant 

therapy, like chemotherapy, who had slightly decreased QOL in the areas of physical 
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functioning, bodily pain, and social functioning. In a study done by Avis, Crawford and Manuel 

(2005), younger women with breast cancer were at risk for lower levels of QOL after breast 

cancer diagnosis. 

Coping 

Folkman and Lazarus identify three major categories of coping: problem-based, emotion-

focused, and appraisal-focused coping. Lazarus and Folkman (1978) described that problem-

based coping is used to manage or change the stressor. Reducing ego involvement, learning new 

skills, and finding alternative methods for gratification are all examples of problem-based coping 

methods. In this study, an example of problem-based coping includes information gathering. 

Emotion-focused coping is directed at regulating the individual’s emotional response to the 

problem. Examples of emotion-focused coping are reappraisal and distraction. Delay of 

decisions is a type of emotion-focused coping that is seen in the study. Some coping mechanisms 

function as both emotion and problem-based coping. Appraisal-focused coping takes place when 

one modifies thought processes (Weiten & Lloyd, 2006). Examples of appraisal-focused coping 

include using optimism and thought changes. In this study, use of humor is an appraisal-focused 

coping method used. Over the trajectory of illness, an individual will typically use all three 

coping strategies with the strategies changing over time according to the appraising and 

reappraising of the stressor (Lazarus & Folkman, 1978). 

Reaby (1998) identified four coping patterns for breast cancer patients that could be 

classified as either emotion or problem-based coping. These patterns include vigilance, in which 

the individual actively searches for information; satisficing, in which the individual chooses the 

first solution that meets qualifications; complacency, where the individual accepts advice without 
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questioning or understanding; and defensive avoidance, when the individual avoids discussion of 

the problem. In Manuel et al.’s (2007) research, younger women reported positive cognitive 

restructuring, wishful thinking, and making changes as most commonly used coping 

mechanisms. The mechanisms that Manuel et al. found to be most effective were seeking social 

support, being physically active, and using complementary and alternative medicine. Yet, there is 

little in the literature that examines coping of women with breast cancer who have children at 

home. 

Family Response to Breast Cancer 

There is insufficient literature about the way that treatment decisions are made in cancer 

care, and even less is known about the way that mothering responsibilities affects treatment 

decisions and perceived outcomes. There has been some work regarding the experiences of 

mothers with breast cancer, and how they communicate with young children about the breast 

cancer. Research shows that there is difficulty for both the mother and the child in 

communicating about the disease and that they both fear death from cancer (Lewis et. al., 2006). 

One of the children’s concerns was about being separated from the mother during her treatment 

in the hospital. This is consistent with other literature regarding mothers’ perceived stress about 

relationship demands (Scott, 2007). Therefore, current literature suggests that breast cancer does 

seriously influence the family and their relationships and that concerns about children may affect 

treatment decisions. 

Gaps in the Literature 

There are studies in general cancer literature that address wellbeing, decision making, and 

coping among those undergoing cancer treatments. However, there have been few studies that 
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examine the effects that children have on all three of aspects (wellbeing, decision making, and 

coping) in women with breast cancer. Although there is some literature that examines families 

who have a member with breast cancer, there are inconsistent findings about the influence that 

having children at home has on the mother with breast cancer. This study hoped to begin to 

address these gaps. 

Methods 

This study used secondary analysis to examine data collected for a larger study about 

decision making in cancer patients. The long-term goal of the parent study, Pathways: 

Understanding Cancer Patients’ Pathways of Care, is to describe health care utilization patterns 

and pathways of cancer care, including conventional, CAM and self-care treatments as they 

develop over time. Its secondary purpose is to explore and describe the interaction between 

major life events and utilization patterns and pathways of care and to try to link outcomes to 

particular decision pathways and treatment choices. The sites for the study include Trømsø, 

Norway; Vancouver, British Columbia and Calgary, Alberta, Canada; and Tucson, Arizona, 

United States. Data collection in the parent study is ongoing. Inclusion criteria for the larger 

study are: (1) previously cancer-free; (2) diagnosis of stage I-III breast cancer (ICD-10 C50);  

(3) younger than 70 years old; (4) able to speak English; and (5) not a resident of a long-term 

care facility. 

The parent study is exploratory and descriptive using a mixed qualitative-quantitative 

data collection and analysis design. The study has received Institutional Review Board approval 

in the United States, Canada (two sites), and Norway. A combination of 1:1 interviews and 

quantitative self-report measures are used to collect data. Interviews for the Pathways study are 
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conducted either over the phone, in the woman’s home, or in the community. Baseline interviews 

last between one and one and one-half hours while monthly interviews last approximately 30 

minutes. Permission is received to tape-record the interviews, which are then transcribed to be 

analyzed. Depending on the setting of the primary interview, the quantitative self-report data 

collection forms are sent in the mail with a stamped return envelope and returned in the mail or 

they are filled out at the time of the interview. The data collection forms include a demographic 

form, FACT-B, I-CAM-Q (to assess use of CAM and self-care treatments), Edmonton Self-

Assessment Scale, General Perceived Self-Efficacy Scale, and the disease characteristic and 

treatment form. 

Data collected from the baseline and monthly interviews, the FACT-B, and the 

demographic questionnaire for the larger study were used for this research project. This study 

was approved by the Institutional Review Board at the University of Arizona (Appendix A).  

Sample 

The sample size for this project was determined by recruitment for the Pathways study 

before March 1, 2010. Researchers for the primary study in the U.S. and Canada provided de-

identified data for all women with children at home who were enrolled in the parent study 

(Appendix B). They also provided data for participants who do not have children in their home 

that matched by early (stage 1 and 2) and advanced (stage 3) breast cancer to the women with 

children, providing a comparison group. These two groups of women then comprised the final 

sample size for this project. 
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Data Collection 

The de-identified data set that was analyzed included data from the Functional 

Assessment of Cancer Treatment – Breast (FACT-B; see Appendix C), demographic 

questionnaire (see Appendix D), and the baseline and monthly interview transcripts. The 

demographic questionnaire was created specifically for this study to identify specific subject 

characteristics and to determine if the women have children at home. A copy of the demographic 

questionnaire is provided in Appendix D. 

Wellbeing was operationally defined as subscale and total scale scores from the FACT-B. 

The FACT-B is one of the most frequently used tools to measure disease-specific wellbeing for 

those with breast cancer is the. A 44-item self-report measure, the FACT-B has been validated 

and used in a number of studies to determine quality of life and wellbeing in those with breast 

cancer. It was developed to measure detailed disease, treatment, and condition-related issues in 

order to capture a clear picture of the individual’s wellbeing (Brady et al., 1997). It is comprised 

of five subscales, including physical scale, social/family scale, emotional scale, functional scale 

and breast cancer subscale. The physical scale contains questions relating to the body, pain, side 

effects and symptoms of breast cancer. The social/family scale involves questions regarding 

social support and family acceptance. The emotional scale contains questions regarding different 

emotions, such as sadness, nervousness and hope. The functional scale asks about the ability of 

the participant to operate in normal ways, such as sleeping and enjoying normal activities. The 

breast cancer subscale has additional questions regarding any additional concerns that are not 

involved in the other categories. Possible scale scores are as follows: physical scale scores range 

from 0-28, social/family scale scores range from 0-28, emotional scale scores range from 0-24, 
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functional scale scores range from 0-28, breast cancer subscale score ranges from 0-36, total 

scale score range is from 0-144. Higher scores indicate increased levels of wellbeing. A copy of 

the FACT-B is provided in Appendix C. 

Finally, the transcripts from the Pathways baseline interview and the follow-up monthly 

interviews were used to identify coping mechanisms and treatment decisions in the two groups of 

women. The questions that guided these interviews are provided in Appendix E. 

Researchers for the primary study provided an Excel database of the de-identified 

quantitative scores for the FACT-B and the demographic data. A Microsoft Word document file 

of each transcript from the women selected for this study was also provided. All data had no 

identifying information except for the study identification number so that quantitative and 

qualitative data could be tracked by participant. 

Data Analysis 

Qualitative (Interview) Component 

Transcribed interviews were analyzed using content analysis. The software program 

Atlas.ti was used to assist in the coding process. Each interview was coded using the codes of  

(1) treatment decisions, (2) decision-making (3) coping strategies, and (4) children impact. 

Definitions are provided in the section outcomes. Data were fractured into meaningful units and 

identified for each of these codes to determine what treatments were used by this sample to treat 

breast cancer, how women made these treatment decisions, what coping strategies were used, 

and how they described the impact that children have on these processes. 

Once coding was complete and treatment decisions and coping were fully described, 

matrix analyses were used to compare the data within and between individuals and groups so that 
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differences between women with children at home and women without children could be 

determined. Matrices are an analytic strategy to construct a visual “conceptually oriented 

display” of specific aspects of data related to survivorship issues (Averill, 2002). Level one 

matrices were constructed for each subject describing (a) decision making processes,  

(b) coping strategies and (c) impact children had on each woman.. Comparing decision making, 

coping and the influence of children across the first level matrices for those subjects with 

children, three level two matrices were constructed to identify the reasons for treatment choices, 

factors that influenced treatment decisions and the impact of children in this sample. Finally, 

three third level matrices were constructed to address the research questions in Aim 3. 

Quantitative Component 

Scores from the (FACT-B) were analyzed using descriptive and comparative statistics 

(parametric and nonparametric) based on the final sample size and distribution of scores. 

Differences in wellbeing scores between groups of women with and without children were 

tested, setting significance at p>.05 (two-tailed). 

Results 

Sample 

Twelve women were included in the study. Six women with children under 18 years old 

who had breast cancer were matched by early (1 or 2) or advanced (3) stage with six women 

without children under 18 years old at home. All women were Caucasian, diagnosed with early 

stage breast cancer (Stage 1-2). Sample demographics are reported in Table 1.  
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TABLE 1. Description of Sample (n=12) 

Question Frequency Percent 
Gender 

Female 
 
12 

 
100 

Race 
Caucasian 

 
12 

 
100 

Stage at diagnosis 
Early (Stage 1 or 2) 
Advanced (Stage 3) 

 
12 
0 

 
100 
0 

Marital Status 
Single 
Married/Common-law 
Widow/widower/separated/divorced 

 
1 
10 
1 

 
8.3 
83 
8.3 

Who they live with 
Alone 
Spouse or partner 
Spouse and children 

 
2 
3 
7 

 
16.7 
25 
58.3 

Employment 
Employed, full-time 
Employed, part-time 
Unemployed 
Retired  
Disability income 
Other 

 
2 
4 
1 
1 
2 
2 

 
16.7 
33.3 
8.3 
8.3 
16.6 
16.6 

Level of Education 
High School graduate 
Vocation 
College/university graduate 
Post-graduate education 

 
2 
1 
7 
2 

 
16.6 
8.3 
58.3 
16.7 

Children  
Children at home 
No children at home 

 
6 
6 

 
50 
50 

Aim 1 

The first aim in the study was to explore and describe decision-making, coping strategies, 

and wellbeing of women undergoing breast cancer treatment who have children (less than 18 

years old) at home.  
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Research Question 1 

The first research question was: what treatment decisions are made by women with 

children in their home? Treatment decisions were defined in Chapter 2 as conclusions reached 

through a process of decision making about the best method of action to treat and survive breast 

cancer. Interview data were coded for “decision making” and then coded to determine the 

individual treatment choices made. Individual first order matrices that identify the treatment 

decisions made by individual participants are provided in Appendix F. 

Research Question 2 

The second research question for Aim 1 was: what types of coping strategies are used by 

women with children in their home? Coping was defined as, “constantly changing cognitive and 

behavioral efforts to manage specific external and/or internal demands that are appraised as 

taxing or exceeding the resources of the person” (Lazarus & Folkman, 1984, p. 141). Interview 

data were coded into “coping strategies” and these meaningful units were reviewed for specific 

coping strategies used. Appendix G displays first order matrices identifying coping strategies 

used by participants in the study.  

Coping strategies were further classified into three basic categories, including problem-

focused, emotion-focused, and appraisal-focused. Lazarus and Folkman (1978) define problem-

based coping as being used to manage or change the stressor. Emotion-focused coping is directed 

at regulating the individual’s emotional response to the problem. Appraisal-focused coping takes 

place when one modifies thought processes (Weiten & Lloyd, 2006). Once the data were coded 

into individual coping strategies these specific strategies were then identified as a specific type of 

coping (Appendix G). All women in this study used all the individual types of coping strategies.  
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Research Question 3 

The final research question for Aim 1 was: what wellbeing scores do women with 

children in the home report? Wellbeing was defined as “a state characterized by health, 

happiness, and prosperity” (Wellbeing, 2009). FACT-B scores were collected to determine 

wellbeing of the women in the study. Possible scale scores are as follows: physical scale scores 

range from 0-28, social/family scale scores range from 0-28, emotional scale scores range from 

0-24, functional scale scores range from 0-28, breast cancer subscale score ranges from 0-36, 

total scale score range is from 0-144. Higher scores indicate increased levels of wellbeing. Table 

2 provides wellbeing scores for the total sample. Table 3 provides wellbeing scores for the 

sample of women with children. 

TABLE 2. FACT-B Scores: Study Sample (n=12) 

 Range Mean Standard 
Deviation 

Physical 11-28 19.83 5.64 
Social/Family 11-28 20.33 5.65 
Emotional 10-24 17.92 4.17 
Functional 8-28 18.83 6.37 
Breast Cancer Subscale 7-32 23.00 7.56 
Total Scale Score 61-137 99.92 23.02 

 
TABLE 3. FACT-B Scores: Women with Children (n=6) 

 Range Mean Standard 
Deviation 

Physical 14-28 20.83 5.12 
Social/Family 11-25 17.33 5.74 
Emotional 14-19 17.33 2.25 
Functional 10-27 18.00 6.48 
Breast Cancer Subscale 18-30 24.00 4.43 
Total Scale Score 79-129 97.50 18.50 
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Aim 2 

The second aim in the study was to describe how having children (less than 18 years old) 

at home impacts treatment decisions made by women diagnosed with breast cancer and their 

coping strategies as related to breast cancer. 

Research Question 1 

The first research question was: what do women with children at home cite as reasons for 

treatment decisions? Reason was defined as “a basis or cause, as for some belief, action, fact, 

event, etc” (Reason, n.d.). In other terms, this study sought to determine why women made their 

treatment decisions. To determine the reasons women made particular treatment choices, raw 

data for the subjects with children at home were coded into “decision making”, defined as 

conclusions reached through a process of decision making about the best method of action to 

treat and survive breast cancer. These data were then exported and saved as a text file. Raw data 

units that described “why” treatment choices were made were then identified through an open 

coding process. Table 4 identifies reasons and supporting quotes for the treatment decisions 

women made. Participants are identified with subject identification number following the 

provided exemplar quotations. Participants from Arizona are identified as BXXX, participants 

from Calgary as ABXX, and participants from Vancouver as BCXX.  
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TABLE 4. Reasons for Treatment Decisions: Subjects with Children at Home (n=6) 

Reason Examples 
Doctors’ advice based 
on the biological 
course of their breast 
cancer  

“My tumors were estrogen receptive, that’s why I’m on Arimidex” 
(B109).  
“…given my age and everything else, given that I am hormone 
negative and HER-2 positive I knew that they were going to want to 
give me chemotherapy” (AB17) 
“I, at the suggestion of my breast cancer doctor, started drinking 
organic milk and purchasing organic dairy products and trying to 
purchase organic meats” (B111)  
“He [surgeon] recommended at that time a full mastectomy…I went 
with their findings” (AB10) 

Pre-determined 
choices  

“I knew my whole life, that if I got anything that I’d have a 
mastectomy, no matter what” (B109)  
“I said to my husband…before there was any diagnosis made and that 
if I was diagnosed I wanted both of them gone and that was non-
negotiable” (AB17) 

Personality traits  “And because I know myself, I would have been in her office...wanting 
to know…there was on question, I said, absolutely, take ‘em both” 
(B111)  
“…I like getting things done. So the quickest way for me to get from 
point A to B that’s what I like, that’s what I do.” (BC01) 

Manage signs and 
symptoms  

“I got really bloated and retained a lot of water I was doing reflexology 
and ion cleanse” (AB10) 
“They physiotherapy was to deal with the side effects of surgery” 
(AB17) 

Research “I did some reading that it [glutamine] is supposed to help with the 
neuropathy issues as well and it is not contraindicated so I figured why 
the hell not” (AB17) 

For children  
 

“Absolutely I think that’s like in the overall like in terms of my own 
decisions basically, you know, some of the stuff the genetic counselor 
is quite specifically, you know, moderately for myself because of the 
link with ovarian cancer and all that sort of thing, but majorly is to let 
me make the best decisions for my daughter and so that she can be 
forewarned” (AB17).  

Subjects cited their doctors’ advice and the biological course of their breast cancer as the 

primary reason for the treatment decisions. They also identified pre-determined choices as a 

primary reason. Women also mentioned personality traits as a reason for specific decisions 

made, in particular regarding decisions to have double mastectomy. Women identified using 
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CAM because they wanted to manage signs and symptoms. Also, women noted that research was 

sometimes the reason that they chose to use CAM. Several women chose to meet with genetic 

counselors, and distinguished that that decision was for their children. One participant said, 

“…we took the BRCA gene test, and I’m negative, so I don’t carry the breast cancer gene, but 

I’m still gonna let my girls know…they’re going to need to be very cognizant of the possibility” 

(B111). 

Research Question 2 

The second research question in Aim 2 was: what influences the women’s decisions? For 

this study the definition of influence was, “to produce an effect on by imperceptible or intangible 

means; sway” (Influence, n.d.). Therefore to determine influences for treatment choices 

interview data were first coded for “decision making” and then open coded for factors that 

played into or were considered before entering into the decision. Table 5 identifies influential 

factors and provides exemplar quotes that support these reasons. 

Women cited research and talking to other people as influencing their decisions. “I got in 

touch with as many breast cancer survivors as I could… ‘Should I have them take both breasts?’” 

(AB10). Furthermore, research often influenced the doses or strength of complementary 

treatments they used. Also, talking to people often reinforced, and thus influenced the CAM they 

used. Women identified life plans made as influencing the dates of treatment decisions they had 

made, for example one woman said, “my doctor phone me himself on my cell phone as my 

husband and I were driving out of town to go away for our 26th anniversary” (BC08). Several 

women with children identified that having children at home influenced their decisions. 

Oftentimes this was because of their children they went with more aggressive and traditional 
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treatment. Prior use of CAM also influenced the continuing used of CAM for breast cancer. 

TABLE 5. Influence on Treatment Decisions: Subjects with Children at Home (n=6) 

Influence Examples 
Research and talking 
to other people  

“I certainly did a bunch of research about doctors and googling 
doctors’ names and finding out who is the best and asking questions 
and looking at photographs…” (B111) 
“And the 4000 [units of vitamin D] comes from a really interesting 
place because 1000 is what is recommended, but I listened to a 
dietician this all who said in northern Canada we should be taking 
more like 6000 a day for adults so I thought I would sort of just strike 
out in the middle somewhere” (BC08) 
“There was a young woman in his office, I don’t know if she was a 
nurse, but she was part of the Boot Camp, so she gave me the card 
and she said, ‘You might want to come and talk to some of the 
women there, just to know what they’ve done. You might want to 
attend the Boot Camp.’ That was a very good source and I did go 
there” (B107) 

Scheduled events “The only reason that we didn’t have my surgery until July 30th after 
being diagnosed in May, was because we’d planned a vacation…” 
(B111)  

Children at home  “…probably if I didn’t have small children I would have opted to do 
things more naturally instead of having chemo…I just felt like I 
didn’t have the time to make those kind of decisions and I felt like I 
needed to just do what the doctors were telling me to do at this point 
in time because I’ve got two small kids and I don’t have time to 
gamble with other alternatives.” (AB10) 
“…pretty much all of it decision-wise is for her too. I want to be with 
her. I want to see her grow up and go to university if she wants and 
just be happy.” (AB17) 

Prior use of CAM  “I use aromatherapy when my moods are a little bit low…it’s been a 
daily practice for years” (BC01) 

Research Question 3 

The final research question for Aim 2 was: what influences the ways that the women 

cope with their cancer diagnosis and treatment? Influence was coded by looking for “what 

swayed and changed how people managed specific internal and external demands”. Interviews 

were originally coded for “coping” and “children impact.” These data were then exported and 
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saved as a text file. These data were then reviewed and open coded; identifying factors that 

influenced the ways women coped. Table 6 provides these influences and supporting quotes.  

TABLE 6. Influence of Children on Coping: Subjects with Children at Home (n=6) 

Influence Example 
Children “…started drinking organic milk and purchasing organic dairy 

projects and trying to purchase organic meats. Not only for myself, 
but for my children.” (B111) 
“She has made the process easier and harder at the same 
time…when I want to lie in bed all day it’s not an option and I get 
up and I got to keep moving…” (AB17) 

Previous strategies “…so I realize that coping strategies that have always worked for 
me, have been prayer and journaling” (B109) 
“…even if I made a bad decision, that it was gonna turn out Ok, 
because I’ve seen in the past, with my decisions that I’ve made, 
how in my life, God has turned things for good” (B111) 

Life events “…We’re having some company coming already today, and I had 
another friend call from New Mexico…” (B109) 
“my husband and I were driving out of town to go away…and I 
found that, um, I ended up feeling like instead of falling apart that it 
actually…gave us an opportunity to sort of really consider one 
another and find a joy” (BC08) 

Time from diagnosis “My first thought was, it’s not a big deal” (B111) 
“…the day I got my diagnosis I remember driving home and 
thinking you know, screw everybody else, I’m number one…as 
time goes by um I’m not able to do that.” (BC01) 

Many women with children identified that their children influenced how they coped. 

Several women also cited that previous strategies they used in life they continued to use in 

dealing with their breast cancer diagnosis. Life events influenced coping strategies for several 

women in providing opportunities to use specific strategies, such as distraction. And finally 

women with children identified that as time passed their coping strategies changed as well. 

Aim 3 

The third and final aim was to compare and contrast the treatment decisions, coping 

strategies, and wellbeing of women with breast cancer who have children under 18 years old 
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with those who do not have children under 18 years old at home.  

Research Question 1 

The first research question addressed for Aim 3 was: are there differences in treatment 

decisions made by women diagnosed with breast cancer who are caring for children under age 18 

compared to women without children under the age of 18 at home? Comparison of data from the 

level one matrices created to address Aim 1, Research Question 1, indicated that women from 

both groups used both allopathic and integrative/CAM treatments in their breast cancer 

trajectory. Therefore, two level three matrices were used to address this research question. Table 

7 compares allopathic decisions made for women with and without children at home. N1 

identifies the instances each treatment was chosen. N2 identifies the total number of women from 

the sample who received a specific type of treatment. Table 8 compares the CAM decisions that 

women with and without children made.  
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TABLE 7. Treatment Decisions: Allopathic (n=12)  

Sample Allopathic 
Category 

Treatment N1 % of 
treatment

% of 
sample 

N2 % 

With 
children 

Surgical Bilateral Mastectomy 4 50 66.7*  
Unilateral Mastectomy 2 25 33.3 
Lumpectomy 1 12.5 16.7* 
Reconstruction 1 12.5 16.7 
Return Surgery 0 0 0 
Total Surgical Treatments 6 100 

Medical Chemo 4 66.7 66.7  
Arimidex 1 16.7 16.7* 
Tamoxifen 1 16.7 16.7 
Progesterone/Testosterone 
cream 

0 0 0 

 4 66.7 
Radiological Radiation 4 100 66.7  

 4 66.7 

Without 
children 

Surgical Lumpectomy 4 44.4 66.7*  
Bilateral mastectomy 2 22.2 33.3* 
Unilateral Mastectomy 1 11.1 16.7 
Reconstruction  1 11.1 16.7 
Return Surgery 1 11.1 16.7 
 6 100 

Medical Chemo 3 42.9 50  
Arimidex 3 42.9 50* 
Progesterone/Testosterone 
cream 

1 14.3 16.7 

Tamoxifen 0 0 0 
 5 83.3 

Radiological Radiation 4 100 66.7  
 4 66.7 

*Difference of >16.7% between groups 
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TABLE 8. Treatment Decisions: CAM (n=12) 

Sample CAM Category Treatment N % of 
treatment 

% of 
sample

Women 
with 
Children 

 Homeopathy 1 50 16.7 
Naturopathy 1 50 16.7 
Ayurveda 0 0 0 
Total (of women in sample) who used 
whole system therapy 

2 - 33.3 

Mind Body Prayer  2 33.3 33.3 
Epsom Salt Bath 1 16.7 16.7 
Meditations 1 16.7 16.7 
Support Group 1 16.7 16.7 
Yoga 1 16.7 16.7 
Equine Retreat 0 0 0 
Relaxation 0 0 0 
Spiritual Healer 0 0 0 
Total (of women in sample) who used 
mind body therapy 

5 - 83.3 

Manipulative & 
Body-based 

Reflexology 2 28.6 33.3 
Chiropractor 1 14.3 16.7 
Exercise 1 14.3 16.7 
Ion Cleanse 1 14.3 16.7 
Massage 1 14.3 16.7 
Physiotherapy 1 14.3 16.7 
Acupuncture 0 0 0 
Total (of women in sample) who used 
manipulative or body-based therapy 

4 - 66.7 

Energy  Reiki 1 100 16.7 
Biofeedback 0 0 0 
Total (of women in sample) who used 
energy thearpy 

1 - 16.7 

Biologically 
Based  

Vitamin D 3 13.6 50 
Calcium  2 9 33.3 
Diet 2 9 33.3 
Omega 3 2 9 33.3 
Ash Ragunda 1 4.5 16.7 
B6 1 4.5 16.7 
B12 1 4.5 16.7 
Black cohash 1 4.5 16.7 
Black seed 1 4.5 16.7 
Enzymes 1 4.5 16.7 
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Fish oil 1 4.5 16.7 
Glutamine 1 4.5 16.7 
Green tea 1 4.5 16.7 
Melatonin 1 4.5 16.7 
Multivitamin 1 4.5 16.7 
Tea Tree Oil 1 4.5 16.7 
Vitamin E 1 4.5 16.7 
AHCC+ 0 0 0 
B3 0 0 0 
CoQ10 0 0 0 
Flaxseed 0 0 0 
Folic Acid 0 0 0 
Mushroom Extract 0 0 0 
Nutritionist 0 0 0 
Spirulina 0 0 0 
Stem Enhance 0 0 0 
Vitamin B 0 0 0 
Vitamin C 0 0 0 
Total (of women in sample) who used 
biologically based therapy 

5 - 83.3 

Without 
children 

Whole Medical 
Systems 

Ayurveda 1 50 16.7 
Naturopathy 1 50 16.7 
Homeopathy 0 0 0 
Total (of women in sample) who used 
whole medical systems therapy 

2 - 33.3 

Mind Body Meditation 2 20 33.3 
Support group 2 20 33.3 
Yoga 2 20 33.3 
Equine Retreat 1 10 16.7 
Prayer 1 10 16.7 
Relaxation 1 10 16.7 
Spiritual Healer 1 10 16.7 
Epsom Salt Bath 0 0 0 
Total (of women in sample) who used 
mind body therapy 

5 - 83.3 

Manipulative & 
Body-Based 

Exercise 3 37.5 50 
Massage 3 37.5 50 
Acupuncture 1 12.5 16.7 
Physiotherapy 1 12.5 16.7 
Chiropractor 0 0 0 
Ion cleanse 0 0 0 
Reflexology 0 0 0 
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Total (of women in sample) who used 
manipulative & body-based therapy 

6 - 100 

Energy Biofeedback 1 50 16.7 
Reiki 1 50 16.7 
Total (of women in sample) who used 
energy therapy 

2 - 33.3 

Biologically-
Based 

Green tea 3 10 50 
Vitamin D 3 10 50 
Flaxseed 3 10 50 
CoQ10 2 6.7 33.3 
Fish oil 2 6.7 33.3 
AHCC + 1 3.3 16.7 
B3 1 3.3 16.7 
Calcium 1 3.3 16.7 
DHA 1 3.3 16.7 
Diet 1 3.3 16.7 
Evening primrose 1 3.3 16.7 
Folic Acid 1 3.3 16.7 
Melatonin 1 3.3 16.7 
Mushroom Extract 1 3.3 16.7 
Nutritionist 1 3.3 16.7 
Omega 3 1 3.3 16.7 
Spirulina 1 3.3 16.7 
Stem Enhance 1 3.3 16.7 
Ultra Initol + 1 3.3 16.7 
Vitamin B 1 3.3 16.7 
Vitamin C 1 3.3 16.7 
Vitamin E 1 3.3 16.7 
Ash Ragunda 0 0 0 
B6 0 0 0 
B12 0 0 0 
Black cohash 0 0 0 
Black seed 0 0 0 
Enzymes 0 0 0 
Glutamine 0 0 0 
Tea Tree Oil 0 0 0 
Total (of women in sample) who used 
biologically based therapy 

6 - 100 

*Percentage of treatment type by category 
**Percentage of sample using this type of treatment 
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Research Question 2 

The second research question in the Aim 3 was: are there differences in coping strategies 

used by women with children under age 18 at home compared to women without children under 

the age of 18 at home? The level one matrices from Aim 1, Question 2 were used to construct a 

level three matrix that compares the different types of coping used by women with and without 

children at home was created to address the research question. Table 9 presents coping strategies 

used organized by sample group and coping category. Since each subject used multiple coping 

strategies, the N equals the number of women using each coping strategy. Therefore, the N is 

greater is greater than the total number of subjects in each group. Similarly, the percentage 

represents the number of women in each group using that particular type of coping strategy. For 

example, having goals was identified in the interview data three times by three different subjects 

with children at home and by 50% of the sample. However, comparisons between groups based 

on these data need to be made with caution as there were more interview data for women without 

children at home from the parent study.   
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TABLE 9. Coping Strategies (n=146 instances) 

Sample Coping Category Treatment N %* 
With children Appraisal Having goals 3 50 

Optimism  3 50 
Changing priorities 2 33.3
Changing thought patterns 2 33.3
Denial  2 33.3
Distancing 2 33.3
Determination 1 16.7
Humor  1 16.7
Making plans 1 16.7
Minimizing  1 16.7
Self-motivation 1 16.7

Emotional Support from friends  5 83.3
Distraction  3 50 
Meditation 3 50 
Yoga 3 50 
Exercise  2 33.3
Journal 2 33.3
Prayer 2 33.3
Be an advocate  1 16.7
Chi Gong 1 16.7
Emotional release 1 16.7
Faith  1 16.7
Habits  1 16.7
Music 1 16.7
Relaxing  1 16.7
Breathing 0 0 
Focusing on others 0 0 
Health Changes 0 0 
Hypnotherapy 0 0 
Retreat 0 0 
Support group 0 0 
Visualization 0 0 
Volunteering 0 0 

Problem Information gathering 5 83.3
Being pro-active  2 33.3
Health changes  2 33.3
Exercise  2 33.3
New habits  2 33.3
Seeking care from professional  2 33.3
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Talking with people  1 16.7
Cancer events  1 16.7
Keeping normal routine  1 16.7
Medication  1 16.7
Reiki 0 0 
Support Group 0 0 

Without children Appraisal 
 

Changing thought patterns 5 83.3
Optimism  5 83.3
Denial  4 66.7
Determination 4 66.7
Distancing 2 33.3
Having goals 2 33.3
Humor  2 33,3
Changing priorities 1 16.7
Making plans 1 16.7
Support Group 1 16.7
Minimizing  0 0 
Self-motivation 0 0 

Emotional Distraction  4 66.7
Emotional release 3 50 
Support from friends  3 50 
Focusing on others 2 33.3
Habits  2 33.3
Meditation 2 33.3
Prayer 2 33.3
Relaxing  2 33.3
Support group 2 33.3
Volunteering 2 33.3
Yoga 2 33.3
Breathing 1 16.7
Exercise  1 16.7
Faith  1 16.7
Having routine 1 16.7
Health changes 1 16.7
Hypnotherapy 1 16.7
Journal 1 16.7
Retreat 1 16.7
Visualization 1 16.7
Be an advocate  0 0 
Chi Gong 0 0 
Music 0 0 

Problem Information gathering 4 66.7
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Medication  3 50 
Seeking care from professional  3 50 
Exercise  2 33.3
Health changes 2 33.3
Support Group 2 33.3
Being pro-active  1 16.7
Reiki 1 16.7
Talking with people  1 16.7
Cancer events  0 0 
Keeping normal routine  0 0 
New habits  0 0 

Appraisal-focused Coping. 

The most common appraisal focused strategies women with children used were having 

goals and optimism. Women without children most commonly used changing thought patterns, 

optimism, denial and determination. In one instance use of a support group was coded as an 

appraisal strategy because a participant identified that she used a support group to gain, 

“understanding of what cancer is” (B107). Regarding thought changes as a coping strategy, one 

woman said, “then I was able to bring myself back to being to say, ‘what’s the plan?’” (B107). 

Optimism was a common strategy used. “I think, keeping myself on a positive plane and not 

allowing too much fixation on the cancer is healthier” (B107) “Actually, any of the cancers that 

recur, do so in three years, and I’m coming up on my fourth year. I think I’ve passed the crisis” 

(B110).  

Emotion-focused Coping. 

Emotion-focused coping was coded by looking for key words or ideas that involved the 

emotions of the women. Words like stress, anxiety, and happy triggered the code of this type of 

coping strategy. Women with children most commonly used support from friends, distraction, 

meditation and yoga. Women without children used distraction, emotional release and support 
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from friends the most. The use of a support group fell under all three categories of coping 

strategies. It related to emotion-focused in several instances. For example, one woman said she 

used a support group, “for encouragement” (B107). Women used exercise as an emotion-focused 

coping strategy, as identified by statements like, “I want to be in control of something” (B111) 

and, “…when I need to get rid of stress” (BC08). Exercising was another strategy that women 

used as different types of coping, so on several instances it was defined as an emotion-focused 

strategy. One participant said, “…exercise and the meditation and stress relieving…” (B107).  

Problem-focused Coping. 

The majority of women from both sample groups used information gathering. Some 

women identified the use of new habits as a problem-focused coping method. In regards to 

memory-lapses that one participant experienced due to chemotherapy, one participant stated, “I 

would realize that I could cue people…to refresh my memory” (B109). Several women also 

utilized exercise as a problem-focused coping strategy, citing reasons like, “it’s good to stay 

healthy” (B111). 

Research Question 3 

The final research question in the last aim was: are there differences in overall wellbeing 

in women who care for children under the age of 18 at home compared to women without 

children under age 18 at home? Differences between two groups for interval scores of data are 

typically tested with the Student T-Test. Therefore the project statistician stated that analysis 

using T-test would be acceptable. Table 10 provides results for the T-Test statistical analysis for 

FACT-B data.  
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TABLE 10. Differences in Wellbeing Scores: T-test Results (n=12) 

 Mean St. Dev. T-Test Df Sig 

Physical 
1 18.83 6.43 

0.596 9.518 .565 2 20.83 5.12 

Social/Family 
1 23.33 3.98 

-2.103 8.907 .065 2 17.33 5.74 

Emotional 
1 18.50 5.68 

-0.467 6.531 .655 2 17.33 2.25 

Functional 
1 19.67 6.74 

-0.437 9.984 .672 2 18.00 6.48 

Breast Cancer Subscale 
1 22.00 10.18 

0.441 6.827 .673 2 24.00 4.43 

Total Scale Score 
1 102.33 28.44 

-.0349 8.589 .736 2 97.50 18.50 
1 = women with children 
2 = women without children 

 
However, the data did not meet the assumptions for T-test analysis. These assumptions 

are: (a) the sample scores are normally distributed, (b) the level of measurement are at least 

interval data with an approximately normal distribution, and (c) data can be treated as random 

samples (Burns & Grove, 2009, p. 461). In this study, the small sample size invalidates the first 

and third assumption; therefore, the statistician recommended using a Mann-Whitney U statistic 

to verify findings from T-test analysis. “A Mann-Whitney U test is a non-parametric statistic 

used to compare two groups with ordinal or interval level of data when the assumptions for the t-

test have been violated” (Munro & Page, 1993, p. 94). Mann-Whitney U can be used for any data 

that does not meet the first two assumptions for parametric statistical analysis, but is still 

considered to be a random sample (Burns & Grove, 2009). These results are reported in table 11.  
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TABLE 11. Differences in Wellbeing Scores: Mann-Whitney U Results (n=12) 

 Mean
Rank 

U Significance 
Level 

Physical 1 5.75 13.50 .470 
2 7.25 

Social/Family 1 8.50 6.00 .054* 
2 4.50 

Emotional 1 7.50 12.00 .333 
2 5.50 

Functional 1 7.17 14.00 .520 
2 5.83 

Breast Cancer Subscale 1 6.33 17.00 .873 
2 6.67 

Total Scale Score 1 7.17 14.00 .522 
2 5.83 

1 - women with children  *Indicates approaching significance 
2 - women without children 

Results indicate that social wellbeing scores are approaching statistical significance for 

this sample. Since this is a pilot study (phase 0), results that are approaching significance 

indicate potentially viable differences in larger samples (Aiken, M., 2010, personal 

communication). 

Discussion and Interpretation 

Treatment Decisions 

Research shows that allopathic breast cancer treatment guidelines are based on stage and 

disease characteristics, age, and menopausal status of patient (National Cancer Institute, 2009). 

All of these factors affect the way that doctors recommend treatment. But breast cancer treatment 

decisions are made in the context of personal and family preferences, intervening family and 

social commitments and other health-related factors. Therefore, women are often given a wide 

variety of options that do not always precisely follow accepted treatment guidelines (Love & 

Lindsey, 2000). Results from this study indicate that there may be a difference in allopathic 
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treatment decisions between women with breast cancer with children at home and women with 

breast cancer without children at home. Specifically, women with children at home in this study 

more frequently elected to have a bilateral mastectomy, rather than the lumpectomy selected by 

women without children at home.  

A number of factors, including children, could influence this difference including 

personality, doctors’ advice, genetic testing, and age at diagnosis. Several participants cited their 

personality type as influencing their decision to have a bilateral mastectomy, saying that they 

would worry about recurrence if they had made a less aggressive choice, which is supported by 

research (Pierce, 1993). Stolier and Corsetti (2005) indicated that the majority of women who 

tested positive for genetic mutation at the time of their diagnosis chose bilateral mastectomy. The 

difference in treatment choices could also be because women with children at home would rather 

have a treatment that is complete in a one-time procedure than over the course of weeks to 

months, like radiation. Further, as women with children at home are likely to be younger and 

may feel they needed to decrease the chance of further recurrence by having a bilateral 

mastectomy. In future study, chi square analysis should be performed on these qualitative results 

to determine if there is statistically significant difference in allopathic treatment choice. 

Another interesting result was the use of complementary/alternative treatments in 

conjunction with allopathic treatment. More women without children used mind-body and 

manipulative therapies, possibly indicating the demands that children present, preventing women 

with children from investing time or money into these activities.  

One difficulty with the coding of complementary treatment decisions arose when 

analyzing the use of vitamin D and calcium. The parent Pathways Study classified these 
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supplements as biological alternative treatments and the same classification system was used in 

this study. Yet, there is growing support for the use of vitamin D and calcium to prevent 

recurrence of breast cancer and to prevent complications from chemotherapy, radiation, and 

adjuvant cancer treatments (American Cancer Society, 2008). Fifty percent of the women in this 

study (both groups) reported using vitamin D supplements. These categories should be defined 

more clearly in future studies. 

Coping Strategies 

Research indicates that women are likely to use a combination of all types of coping 

strategies in dealing with the demands of breast cancer (Lazarus & Folkman, 1984). The study 

results verify this theory, validating that breast cancer does indicate the need for use of multiple 

coping strategies. For both groups of women, emotional coping strategies were used most 

commonly. Breast cancer presents a huge life event with which women are forced to cope. The 

event is emotionally charged, particularly when prior experience or family history is associated 

(Love & Lindsay, 2000). Appraisal-focused strategies seek to modify the way one thinks about 

the diagnosis, but are limited by the nature of the disease in that one can change how one views 

the disease but ultimately the breast cancer is still there. Problem-focused strategies attempt to 

deal with the cause of the problem but often lead to increased stress (Weiten & Lloyd, 2006). 

These strategies are limited in helping deal with the root of the internal and external demands, 

the breast cancer. Ultimately, emotional-focused coping strategies must be employed because the 

emotions are the only factor left to cope with that can be modified to any significant extent.  

Another interesting factor that played into emotion-focused coping was the support from 

friends and family that was commonly cited by the women with children in this study. 
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Participants consistently referred to family and husbands as being supporting and there for them. 

Women stated, “I’d be falling apart without him [husband]” (B111), “..he [husband] has come to 

all of my chemo treatments and stay home with me for the rest of the week…” (AB17). In this 

small sample, husbands and children figured prominently into their support structures and 

emotion-focused coping. Recognizing that this level of support might be an aberration from the 

larger population, more research is needed prior to making any conclusions about the extent to 

which coping strategies are influence by children. 

Wellbeing 

Research suggests that younger women with breast cancer diagnosis were at risk for 

lower quality of life post-diagnosis and that children at home may increase demands on their 

time, which also may lower wellbeing (Avis, Crawford, & Manuel, 2005; Scott, 2007). This was 

not consistent with this study. Women had comparable overall wellbeing scores. The only area of 

wellbeing in which children may have had an impact was social and family wellbeing. The 

women with children at home had higher scores (approaching statistical significance) on this 

FACT-B subscale, indicated improved wellbeing when compared to women without children. In 

a phase 0 study, significance is often set at 0.1 in order to identify trends that should be examined 

in subsequent studies with larger sample sizes. Therefore, it is reasonable to suspect that as the 

breast cancer diagnosis is seen as a stressor, children are protective factors during the appraisal. 

Friedman, Bowden and Jones (2003) identify that the family plays an important role in 

supporting the client during the course of illness. They also identify that as the population ages, 

women, who typically live longer than men, are more likely to live alone (2003). Thus older 

women are less likely to have family support and therefore lower social wellbeing scores. This is 
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a potential explanation for the higher wellbeing and family scores of the women with children at 

home. 

Another interesting factor to consider when considering the findings of this study, is the 

role that time from diagnosis may have played in the scores of wellbeing. Ganz, et. al (2002) 

indicated that women five to ten years after diagnosis had higher levels of functioning and QOL. 

This signifies that the further the time from diagnosis, the higher the QOL. Thus, if one group 

had a longer time from diagnosis, their FACT-B scores may have been positively impacted. 

Women in this study were not matched by time from diagnosis for this study; therefore, this 

variable was not accounted for, limiting any conclusions that could be made from these data. 

Yet, the data support further study of the impact of children at home on women’s social and total 

wellbeing during and following breast cancer treatment, with initial results indicating that social 

wellbeing may be improved in women with children at home. 

Children Impact 

In this study, children seem to have an impact in each of the aspects of wellbeing, coping 

strategies, and treatment decisions. Most women identified that children did impact treatment 

decisions in that they chose more aggressive and conventional treatment as opposed to taking 

alternative treatments or less aggressive methods. While overall children appear to have 

impacted treatment decisions, one woman identified that having children at home did not 

influence the decisions she made. She said, “it [having a child at home] doesn’t affect the 

decision it just affects the details” (BC08). These findings require additional study. Several 

women with children cited that their children helped them cope. Specifically, children provided 

distraction and goals for cancer. However, other differences in coping strategies such as the 
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number of times specific strategies were used or the total of each type of category could not 

accurately be compared due to the potentially different length of diagnosis so it is not evident if 

children had an impact. Finally, children seem to have impacted wellbeing, particularly causing 

an increase in social and family wellbeing. 

 This impact that children appear to have needs to be considered in the context of the 

theoretical background of the Bowen Family Systems Theory (2009). The idea of viewing the 

family as a single emotional unit makes it clear that the children would not be a single impacting 

factor. Instead, the children function as part of the context in which the mothers are functioning 

and making decisions. The emotional skin the family provides offers a system in which to view 

the choices, decision making, wellbeing, and coping of a mother with breast cancer. Further 

research should be done with Bowmen Family Systems Theory in mind in order to explore the 

context of the family as the framework in which women with breast cancer are operating.  

Practice Implications 

While conclusions for this study are restricted due to limitations there are ways in which 

this study can impact practice for those working with women with breast cancer. Nurses in 

particular need to be cognizant of the impact that children may have on women with breast 

cancer. Being aware that children may alter treatment decisions and the way women cope with a 

diagnosis of breast cancer is something to consider when discussing diagnosis and treatment. 

While nurses are often present at the bedside or administering treatment, like chemotherapy, 

appropriately asking questions regarding how women may be facing the changes and 

implications to the family may help. Also, by offering support and resources, like support groups 

or evidence-based information, nurses and other medical professionals may provide new coping 
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strategies to help women cope with their diagnosis. And as evidence-based practice is partially 

based on an professional’s individual experiences, by being aware of the impact children may 

have nurses can learn from individual patients and further contribute to an individually tailored 

practice in order to make a better experience for a patient. 

Those working with women with breast cancer also need to be aware of the complexity 

of the decision making process. Decision making is simply not a linear model that can be 

predicted for each individual patient. There is no set model that can be followed based on 

individual factors to reach an accurate conclusion about the decisions women will make. Rather, 

decision making is a complex process in which the life events and the context of the decision 

will vastly alter the results and conclusions reached. Various researchers have cited that 

numerous factors play into the process (Caspi, Koithan, & Criddle, 2004; Smitt & Heltzel, 1996). 

Further research should be done to explore the complexity of the decision making process 

specifically for women with breast cancer. But, those in practice still need to be aware of the 

complexity of this decision making process to better understand treatment decisions and choices 

made by women with breast cancer.  

Limitations 

The primary limitation of this study was small sample size. With only six participants in 

both groups, the amount of data was relatively small. The homogenous sample also limits the 

generalizability. As all women were Caucasian and well educated, these results may not be 

transferable to populations with other demographic characteristics. While the homogenous 

samples usually limit generalizability, in this particular case homogeneity may be a study 

strength. Since sample size and the preliminary nature of this study limits generalizability to any 
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extent, homogeneity at this stage in the research actually helps to limit the number of external or 

internal factors that may be affecting coping, decision making and wellbeing. Thus, it is more 

likely that the identified differences between these two groups may actually be related to having 

children at home.  

Another limitation is the length of time post-diagnosis varied across this sample. Thus, 

women who have more time between their diagnosis and the time of the study may developed 

better or a wider variety of coping strategies. In addition, those with longer times since diagnosis 

would have had more time to use a wider variety of treatments for their breast cancer. Women 

recently diagnosed are only beginning their journey and thus have limited experience with and 

use of various treatments as well as different priorities and focus. These limitations contributed 

to difficulties comparing qualitative data across the two groups. 

Further Research 

This study indicates the need for further research to continue to explore the effect of 

children on women with breast cancer in the areas of coping strategies, wellbeing, and decision 

making. As already identified, quantitative statistical analysis should be used to determine 

statistical significance of differences in treatment decisions made. Also, more focused 

questioning about the effect of children on treatment decisions, including bilateral mastectomies 

should be added to the parent study to determine if children truly impacted this treatment 

decision. Women in future studies should also be matched by time since diagnosis to allow more 

accurate comparison of treatment decisions and coping strategies. 

Because one of the primary limitations was the size of the study, further research should 

be completed with a larger sample size. This should be done with strategies to recruit a 
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heterozygous group of participants. Examining women with advanced stage breast cancer and 

women of other ethnicities would enable this study to be generalized to larger groups of women. 

Also, once a larger study is completed it would be interesting to look at the effects of the 

differing ages of children and of the women in the study. Children who are much younger or still 

in elementary school theoretically should not have the same affects as older children, due to 

developmental stage, demands on time and capacity to understand. All of this further research 

would give insight regarding the effect of children on decision making, wellbeing and coping. 

Conclusions 

In this study, decision-making, coping and wellbeing, were compared for women with 

breast cancer with children at home and women with breast cancer without children at home. 

Women in both groups used combinations of allopathic and complementary medicine for breast 

cancer treatment. Women with children had a higher rate of bilateral mastectomy while women 

without children had a higher rate of lumpectomy. Further research needs to be conducted to 

determine if this is due to having children in the home or due to some other factor, such as 

personality, recommendation or research or is a result of a combination of multiple factors. 

Women without children at home participated in more manipulative and body-based therapies. 

There was some divergence as to how children impacted treatment decisions. While some 

women (n=2) specifically cited that they picked more aggressive treatment, some women (n= 1) 

cited that children did not impact treatment decisions. 

Results also indicated similar wellbeing scores in both groups, except in the area of 

social/family wellbeing. In this category, women with children scored higher (p=0.54), 

indicating that having children at home potentially increases quality of life with greater social 
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support leading to improved wellbeing. Finally, women in both groups all used three types of 

coping strategies: emotion-focused, problem-focused and appraisal-focused. Women in both 

groups were more likely to use emotion-focused coping strategies. Children were seen to have an 

impact in helping women to cope, providing distraction and giving goals. All of this indicates 

that there is a need for subsequent study on the impact of children on women during breast 

cancer and that children should be considered as an influencing factor in future studies studying 

women with breast cancer. 
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APPENDIX A: 

INSTITUTIONAL REVIEW BOARD APPROVAL FOR STUDY
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APPENDIX B: 

LETTER FROM PRINCIPAL INVESTIGATORS REGARDING PROVISION OF 

DEIDENTIFIED DATA
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APPENDIX C: FACT-B
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FACT-B 

Below is a list of statements that other people with your illness have said are important. Please 
circle or mark one number per line to indicate your response as it applies to the past 7 
days. 
 
 PHYSICAL WELL-BEING 

 
Not at 

all 
A little 
bit 

Some-
what 

Quite a 
bit 

Very 
much 

GP1 I have a lack of energy ..................................... 0 1 2 3 4 
GP2 I have nausea .................................................... 0 1 2 3 4 
GP3 Because of my physical condition, I have 

trouble meeting the needs of my family ...........
 
0 

 
1 

 
2 

 
3 

 
4 

GP4 I have pain ........................................................ 0 1 2 3 4 
GP5 I am bothered by side effects of treatment ....... 0 1 2 3 4 
GP6 I feel ill ............................................................. 0 1 2 3 4 
GP7 I am forced to spend time in bed ...................... 0 1 2 3 4 

 SOCIAL/FAMILY WELL-BEING 
 

Not at 
all 

A little 
bit 

Some-
what 

Quitea 
bit 

Very 
much 

GS1 I feel close to my friends .................................. 0 1 2 3 4 
GS2 I get emotional support from my family .......... 0 1 2 3 4 
GS3 I get support from my friends ........................... 0 1 2 3 4 
GS4 My family has accepted my illness .................. 0 1 2 3 4 
GS5 I am satisfied with family communication 

about my illness ................................................
 
0 

 
1 

 
2 

 
3 

 
4 

GS6 I feel close to my partner (or the person who 
is my main support) ..........................................

 
0 

 
1 

 
2 

 
3 

 
4 

Q1 Regardless of your current level of sexual 
activity, please answer the following 
question. If you prefer not to answer it, 
please mark this box       and go to the next 

     

 section.      
GS7 I am satisfied with my sex life. ......................... 0 1 2 3 4 
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Please circle or mark one number per line to indicate your response as it applies to the past 
7 days. 
 EMOTIONAL WELL-BEING Not at 

all 
A 

little 
bit

Some
-what 

Quite a 
bit 

Very 
much

GE1 I feel sad ............................................................ 0 1 2 3 4 
GE2 I am satisfied with how I am coping with my 

illness ................................................................
0 1 2 3 4 

GE3 I am losing hope in the fight against my 
illness ................................................................

0 1 2 3 4 

GE4 I feel nervous ..................................................... 0 1 2 3 4 
GE5 I worry about dying ........................................... 0 1 2 3 4 
GE6 I worry that my condition will get worse .......... 0 1 2 3 4 

 FUNCTIONAL WELL-BEING 
 

Not at 
all 

A 
little 
bit 

Some-
what 

Quitea 
bit 

Very 
much

 
GF1 I am able to work (include work at home) ........ 0 1 2 3 4 
GF2 My work (include work at home) is fulfilling ... 0 1 2 3 4 
GF3 I am able to enjoy life ....................................... 0 1 2 3 4 
GF4 I have accepted my illness................................. 0 1 2 3 4 
GF5 I am sleeping well ............................................. 0 1 2 3 4 
GF6 I am enjoying the things I usually do for fun .... 0 1 2 3 4 
GF7 I am content with the quality of my life right 

now ....................................................................
0 1 2 3 4 

 
Please circle or mark one number per line to indicate your response as it applies to the past 
7 days. 
 ADDITIONAL CONCERNS 

 
Not at 

all 
A 

little 
bit

Some-
what 

Quite 
a bit 

Very 
much 

B1 I have been short of breath ................................ 0 1 2 3 4 
B2 I am self-conscious about the way I dress ......... 0 1 2 3 4 
B3 One or both of my arms are swollen or 

tender .................................................................
0 1 2 3 4 

B4 I feel sexually attractive .................................... 0 1 2 3 4 
B5 I am bothered by hair loss ................................. 0 1 2 3 4 
B6 I worry that other members of my family 

might someday get the same illness I have .......
 
0 

 
1 

 
2 

 
3 

 
4 

B7 I worry about the effect of stress on my 
illness ................................................................

0 1 2 3 4 

B8 I am bothered by a change in weight ................ 0 1 2 3 4 
B9 I am able to feel like a woman .......................... 0 1 2 3 4 

P2 I have certain parts of my body where I 
experience pain..................................................

0 1 2 3 4 
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APPENDIX D: 

DEMOGRAPHIC QUESTIONNAIRE
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Demographic Questionnaire 

Gender 
 □ Female 
 □ Male 
 □ Choose not to respond 
 
Race (Check Boxes, as applicable) 
  □ Asian 
  □ Black 
  □ Latino 
  □ Native Peoples/Native Tribe 
  □ White 
  □ Other (Identify) 
   ____________________________ 
  □ Not indicated 
 
Marital Status (Check the appropriate box): 

□ Single 
□ Married/common-law  
□ Widow/widower/separated/divorced 
 

Indicate with whom you live: 
□ Alone 
□ Spouse or partner 
□ Children   Ages of children living with you? _________________ 
□ Other 
 

Indicate your employment status: 
□ Employed, full-time   □ Self-employed 
□ Employed, part-time  □ Student 
□ Unemployed    □ Retired 
□ Other (explain) ____________________________________________ 
 

Highest Level of Education: 
□ Elementary    □ Vocational 
□ Junior high school   □ College/university graduate 
□ Some high school    □ Post-graduate education 
□ High School graduate 
□ Other (explain) ____________________________________________ 
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APPENDIX E: 

BASELINE AND MONTHLY INTERVIEW GUIDES
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Baseline and Monthly Interview Guides 

1. Please tell me, what did you do to look after your health and wellbeing before you were 
diagnosed with cancer? (e.g., regular check-ups, exercise, nutrition, vitamins, supplements, 
CAM therapies…)  

 
2. What has it been like to be diagnosed with cancer? (e.g., shock, anger, support, 

information…)  
 
3. How has cancer impacted your life? (e.g, personal wellbeing, relationships, work, hopes and 

dreams…)  
 

a. If you had to say how much cancer overall has impacted your life on a scale from 1 (no 
impact) to 10 (as big an impact as can be), what number would apply to you?  

 
4. Could you please tell me which of the medical and complementary therapies on this list you 

are using right now for your cancer? (Show brief list). And which of these lifestyle 
behaviours do you practice to deal with cancer? 

 
5. IF THE PERSON IS USING MANY THERAPIES, ASK “Which of these treatments or 

therapies are most important to you?” For those using only Conventional treatments, 
continue on page 3.  

 
Treatment decisions can be very difficult. Can you tell me a bit more about how and why you 
selected each of your treatments? (e.g., where did you first hear about the therapy, what 
factors did you consider when making the decision, what challenges did you experience in 
making treatment decisions?). How satisfied were you with this process? IF THE PERSON 
IS USING A LONG LIST OF TREATMENTS, ASK “For the treatments that are most 
important to you (list), can you… (etc. as above)  

 
6. Are you using treatments for conditions other than cancer? What do you use?  
 
7. If this has not been (fully) addressed in Question 5: You mentioned…[information 

sources]. What information (or: what other types of information) did you look for? Why? 
What helped you to make your treatment decisions? What type of information was missing? 
 

8. If this has not been (fully) addressed in Question 5: You mentioned…. [people you talked 
to] …, who (or who else) did you talk to when making your treatment decisions? (doctor, 
family, friends, other health professionals) What was/were his/her/their reaction(s)? What 
was helpful in talking with him/her/them? Were there people you chose not to talk to? Why?  

 
9. When you think about people you talked to about your treatment decisions, such as 

….[insert, include physician] do you feel you made the decision, did you make the decision 
together or did other make the decision for you? If the latter or several of these: Did [others] 
try to convince or urge you to make certain decisions? How? How did you feel about that? 
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10. What are the most important outcomes of treatment for you? (e.g., cure, symptom relief, 

quality of life) Why? How do you feel these outcomes reflect what is important to you 
regarding your health and wellbeing? Why is this?  

 
11. How do the treatments you use help you to achieve these outcomes (as listed in question 9)? 

Were there treatments that had a negative impact on you? How? How do you know whether a 
treatment is helping you?  

 
12. What do you use to cope with your treatments and/or your diagnosis of cancer? Can you 

identify some of the ways you help decrease stress or burdens? Can you identify what 
specifically works and what you do that doesn’t work so well? 

 
13. How do you see your treatments working together to help you achieve your outcomes? Do 

you see your treatments as a coherent package of carefully selected treatments? Why? What 
challenges have you experienced in combining your treatments?  

 
14. For you, what in your life has been the most influential in how you have made decisions 

about your care? Probe: The treatments you have chosen? Beliefs, values? Life events? Other 
people?  

 
15. For those with children living at home ask:  
 

a. Have your children affected your decisions about care? How? Can you provide specific 
information?  

 
16. How would you describe your approach to cancer care?  

 
17. What would you advise others diagnosed with cancer? (e.g., type of treatments, how to select 

treatments, coping, information, other?)  
 
18. What else would you like to tell me? 
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FOR PARTICIPANTS ONLY USING CONVENTIONAL TREATMENTS (version 2)  

1. Treatment decisions can be very difficult. Can you describe how your treatment decisions 
have been made? Did your physicians recommend your treatments? What physicians? Were 
you part of making treatment decisions? How? (e.g., what did you suggest? Why? Where did 
you hear about the therapy? What factors did you consider when making the decision?) How 
satisfied were you with this process?  

 
2. Did you consider complementary therapies or self care practices such as diet and nutrition?  
 
3. Are you using treatments for conditions other than cancer? What do you use?  
 
4. If this has not been (fully) addressed in Question 5 and 6 : You mentioned…. [information 

sources] What information (or: what other types of information) did you look for? Why? 
What helped you to make your treatment decisions? What type of information was missing?  

 
5. If this has not been (fully) addressed in Question 5: You mentioned...[people you talked 

to]…who (or who else) did you talk to when making your treatment decisions? (doctor, 
family, friends, other health professionals) What was/were his/her/their reaction(s)? What 
was helpful in talking with him/her/them? Were there people you chose not to talk to? Why?  

 
6. What are the most important outcomes of treatment for you? (e.g., cure, symptom relief, 

quality of life) Why? How do you feel these outcomes reflect what is important to you 
regarding your health and wellbeing? Why is this?  

 
7. How do the treatments you use help you to achieve these outcomes (as listed in question 11)? 

Were there treatments that had a negative impact on you? How? How do you know whether a 
treatment is helping you?  

 
8. IF PERSON CURRENTLY USES MORE THAN ONE TREATMENT: How do you see 

your treatments working together to help you achieve your outcomes? Do you see your 
treatments as coherent package of carefully selected treatments? Why? What challenges have 
you experienced in combining your treatments?  

 
9. For you, what in your life has been the most influential in how you have made decisions 

about your care? Probe: The treatments you have chosen? Beliefs, values? Life events? Other 
people? 

 
10. For those with children living at home ask: Have your children affected your decisions 

about care? How? Can you provide specific information?  
 
11. How would you describe your approach to cancer care?  
 
12. What would you advise others diagnosed with cancer? (e.g., type of treatments, how to select 

treatments, coping, information, other?)  
 
13. What else would you like to tell me?  
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Pathways Monthly Interview Guide 
 
This is an attempt at a minimalist monthly interview guide, oriented toward obtaining ES data.  
 
What happened over the past month that occupied your attention the most, or had the most 
impact on you? 
  Life event 

 Event characteristic (absolutely anything) 
 
What did you do for your cancer care this month? 
  Care event; example, went to spiritual healer 
 What did you want to accomplish with this? 
   Event characteristic; example, wanted to lessen pain 
 Where did you learn about it? 
   Event characteristic; example, my sister told me 
 How often did you go (or how much did you take)? 
   Event characteristic; example, two times; example, one bottle of pills 
 Would you try this again? Do you think it worked? 
   Event characteristic; positive, negative, ambiguous 
 
What else did you do for your cancer care? 
 
(Loop until done) 
 
Did you consider any other kinds of cancer care that you decided against? 
  Care event 
   Event characteristic; rejected 
 
Was there anything else you considered? 
 
(Loop until done.) 
 
I’m going to read you a list of things that people sometimes include in their cancer care. Please 
tell me if you used any of them this month? *** 
  Prompted care event (no detail info) 
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APPENDIX F: MATRIX OF TREATMENT DECISIONS
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First order matrix for treatment decisions made by individuals (n=12) 

With Children Without Children 
B109:  
bilateral mastectomy 
Chemotherapy 
Radiation 
Arimidex  
Prayer 
 

107:  
lumpectomy 
second surgery b/c margins weren’t clean 
radiation 
flaxseed 
green tea 
exercise 
meditation 
support group 
Calcium 
B3 
fish oil 
vitamin E 
Ayurveda, yoga 
Arimidex,  

B111:  
Bilateral Mastectomy 
Chemo  
Radiation 
Organic Foods, reduce sugar, eat dark 
chocolate 
Massage therapy 
Tamoxifen 
Omega-3 
Fish oil 
Vitamin D 
Multivitamins 
Reconstruction surgeries 
Boot Camp 
Prayer 

B110:  
Arimidex (Arimicin) 
Walking 
Vitamin D 
Support group 
Lumpectomy 
Radiation 
Equine Retreat 
Reiki 

AB10:  
Radiation 
Mastectomy 
Omega 3 
Ash Raguanda (naturopath) 
Vitamin D 
Vitamin E 
Calcium 
Black cohash 
Black seed 
Green tea 

AB01:  
Lumpectomy 
Double mastectomy 
Chemo 
Radiation 
Arimidex 
Vitamin C – IV 
AHCC + 
Ultra indinol Plus 
Mushroom extract 
CoQ Melt 
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Enzymes 
Melatonin 
Chiropractor/Massage 
Reflexology 
Ion cleanse 
Reiki 
Meditations/Yoga 

Progesterone/Testosterone Cream 
Stem Enhance 
Massage 

BC01:  
Mastectomy 
Mindful Meditation 
Support Group 
Radiation 
Chemotherapy 
Iron Pills 
Walking 
Diet (less soda, fruit/veggies) 

BC02:  
Massage 
Spiritual health/Pastor 
Friends  
Nutritionist 
Physiotherapy 
Lumpectomy 
Mindfulness Meditation 
Yoga 
Vitamin D 
Chemotherapy 
Green tea 
DHA 
Flaxseed 
Melatonin 
Relaxation 
Diet 
Prayer 
Reconstruction  
Naturopath 
Folic Acid 

BC08: Lumpectomy 
Calcium 
Vitamin D 
 
 

BC03:  
Modified R, Simple L Mastectomy 
relaxation 
Prayer 
Exercise 
Vitamin d 
Physiotherapist 
Biofeedback 

AB17: 
Bilateral mastectomy 
Reflexology 
Chemotherapy 
Naturopath 
Diet – cut meat, veggies 
Physiotherapy 
B6 

BC05: Chemotherapy 
Radiation 
Mastectomy (unilateral) 
Massage  
Yoga 
Acupuncture 
Exercise 
Omega 3 
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B12 
Yoga 
Epson salt baths 
Meditation 
Herseptin 
Glutamine 
Adrenasept 
Multivitamins 
Homeopath 
Tea tree oil 
Genetic counselor 
 

Flaxseed 
Fish oil 
CoQ10 
Vitamin b 
Vitamin D 
Evening primrose 
Spirulina 
Green tea 
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APPENDIX G: MATRIX OF COPING STRATEGIES
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First order matrix for coping strategies made by individuals (n=12) 

With Children Without Children 
B109:  
Individual Coping strategies:  

Problem-focused: 
Information gathering  
New habits  
Cancer events  

 
Emotion-focused 
Journal  
Prayer  
Distraction  
Support from friends  
Be an advocate 

 
Appraisal-focused 
Optimism 
Self-motivation 
Humor  
 

 

B107:  
Individual Coping strategies:  
Problem-focused: 

Information gathering 
Seeing health care provider 
Exercise 
Medication  

 
Emotion-focused: 

Breath  
Journaling  
Focusing on others 
Meditate  
Exercise 
Support group  
Yoga 
Support from others 
Focusing on others 

 
Appraisal-focused: 

Being pro-active 
Changing thought patterns  
Determination  
Denial  
Optimism  
Support Group 

B111:  
Individual Coping strategies:  
Problem-focused: 

Information gathering 
Exercise  
Being pro-active 

 
Emotion-focused: 

Praying  
Relaxing  
Faith  
Support from others 
Exercise  

 
 

B110:  
Individual Coping strategies:  
Problem-focused: 

Seeking care from professional 
Support group  
Medication  
Health changes  

 
Emotion-focused: 

Distraction  
New Habits  
Distraction  
Visualization  
Reiki 
Retreat  
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Appraisal-focused: 
Changing thought patterns 
Optimism 
Minimizing 
Denial  
  

Appraisal-focused: 
Optimism 
Distancing  
Being pro-active 
Thought changes  
Determination 

AB10:  
Individual Coping strategies:  
Problem-focused: 

Information gathering 
Talking with people  
Keeping normal routine  

 
Emotion-focused: 

Yoga  
Mediations  
Habits  

 
Appraisal-focused: 

Determination 
Optimism 

AB01:  
Individual Coping strategies:  
Problem-focused: 

Exercise 
 

Emotion-focused: 
Volunteer  
Hypnotherapy  
Support from others  
Faith  
Release of emotions  

 
Appraisal-focused: 

Changing thoughts  
Optimism  
Determination  
Goal  
Humor  
Distraction 

BC01:  
Individual Coping strategies:  
Problem-focused: 

Seeking care from professional  
 Medication  
Exercise  
Health changes  
New habits 
Information gathering 

 
Emotion-focused: 

Distraction 
Journaling  
Mediation  
Support group  

 
 
 
 

BC02:  
Individual Coping strategies:  
Problem-focused: 

Information gathering  
Seeking health care provider 

 
Emotion-focused: 

Prayer 
Support group  
Emotional release 
Meditation 
Health change  
Support from others  
Breathing  
Prayer  
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Appraisal-focused: 
Denial 
Distancing  
Changing priorities  
Goals  

Appraisal-focused: 
Making plans  
Thought changes 
Optimism  
Changing priorities  
Denial  
Goals 

BC08:  
Individual Coping strategies:  
Problem-focused: 

Exercise 
 

Emotion-focused: 
Distraction 
Support from others  
Exercise  
Yoga  

 
Appraisal-focused  

Making plans  
Goals  

 

BC03:  
Individual Coping strategies:  
Problem-focused: 

Information gathering 
Medication 
Exercise  

 
Emotion-focused: 

Relaxing 
Praying  
Volunteer  

 
Appraisal-focused: 

Thought changes  
Humor  
Denial  
Optimism  

AB17: 
Individual Coping strategies:  
Problem-focused: 

Being pro-active 
Information gathering 
Seeking health professional 
Diet changes  

 
Emotion-focused: 

Emotional release  
Support from others 
Music  
Mediation  
Yoga  
Chi gong 

 
Appraisal-focused: 

Distancing  
Goals  
Changing priorities  

BC05:  
Individual Coping strategies:  
Problem-focused: 

Seeing health professional 
New habits 
Health changes 
Information gathering  

 
Emotion-focused: 

Distancing  
Yoga  
Relaxation  
Regular routine 
Emotional release  
Support from others  
Distraction  

 
Appraisal-focused: 

Determination  
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