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 Abstract  

The purpose of the current study was to test the curvilinear associations between experiences of stress 

and posttraumatic growth among female breast cancer survivors. Participants (n = 193; 86% Caucasian; 

80% diagnosed with Stage I or II cancer) completed self-report questionnaires assessing socio-

demographic and medical information, perceived general stress, cancer-specific stress, and 

posttraumatic growth. Two hierarchical regression models tested the associations between general and 

cancer-specific stress and posttraumatic growth. After controlling for the effects of age, education, and 

time since diagnosis, there was a significant curvilinear effect of general stress on posttraumatic 

growth. Moderate levels of general stress were associated with the greatest posttraumatic growth. 

Cancer-specific stress was not associated with posttraumatic growth. These findings suggest that stress 

can be adaptive in the aftermath of cancer treatments and different manifestations of stress may require 

individualized intervention. Future research studies are needed to better understand and contextualize 

these findings among other cancer populations.  

 

Keywords: posttraumatic growth, stress, breast cancer, curvilinear effects
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Breast cancer is the most frequently diagnosed cancer among women worldwide (Jemal et al., 

2011). Early detection and effective treatments have led to an increased life expectancy for those 

diagnosed with the disease, with a five-year relative survival rate of approximately 90 percent in North 

America (Canadian Cancer Society, 2011; National Cancer Institute, 2014). While promising, these 

figures do not entirely reflect the number of women who live with the debilitating disease and 

treatment-related health outcomes that span across physical, emotional, and social life domains beyond 

the phase of active treatment. It is well-documented that survivors of cancer report various negative 

outcomes of the illness (Deimling, Bowman, Sterns, Wagner, & Kahana, 2006), yet cancer survivors 

also experience profound positive changes throughout the illness trajectory (see Helgeson, Reynolds, & 

Tomich, 2006 for a review). Specifically, between 53% to 84% of breast cancer survivors report 

positive changes in the aftermath of their diagnosis (Collins, Taylor, & Skokan, 1990; Sears, Stanton, 

& Danoff-Burg, 2003; Taylor, Lichtman, & Wood, 1984). The experience of both positive and negative 

challenges during cancer survivorship suggests that there may be unique experiences requiring different 

interventions in cancer care. 

The interplay of negative and positive experiences following a cancer diagnosis is best captured 

by concepts such as adversarial growth, benefit finding, thriving or posttraumatic growth. There are 

debates among researchers and clinicians as to the distinctions among these concepts and the 

underlying experiences. For a comprehensive overview of the aspects involved in the aforementioned 

conceptual debate, the reader can refer to review papers written by Coyne and Tennen (2010), Linley 

and Joseph (2004), and Park and Helgeson (2006). Although these concepts are sometimes used 

interchangeably in spite of potential differences in the experiences, researchers are urged to specify the 

concept under study and avoid conceptualizing the terms as synonymous. The research in the current 

study focuses on posttraumatic growth. 

Posttraumatic growth [PTG] (Tedeschi & Calhoun, 2004; Tedeschi, Park, & Calhoun, 1998) is 
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broadly defined as the positive psychological change that is triggered by highly stressful events. More 

specifically, it refers to a transformative positive experience from before to after the trauma, which 

occurs as a direct result of struggling with challenging life circumstances. The mechanism driving the 

growth is a process of cognitive restructuring of one’s life and priorities, which could be regarded as 

adaptation to a new reality, that is to life after the trauma (Calhoun & Tedeschi, 2006; Janoff-Bulman, 

1992). The theoretical model of PTG proposed by Tedeschi and Calhoun posits that growth can 

manifest in a number of ways through fostering new relationships with others, developing a new 

appreciation for life, finding new meanings in life, discovering personal strength, experiencing spiritual 

change, and the realization of new opportunities (e.g., Lelorain, Tessier, Florin, & Bonnaud-Antignac, 

2012; Sabiston, McDonough, & Crocker, 2007). In most studies (see Koutrouli, Anagnostopoulos, & 

Potamianos, 2012 for a systematic review), these different facets of PTG are highly correlated and a 

more global concept of PTG has been studied. 

Among cancer populations, reported prevalence rates of perceived PTG range from 53 to 90% 

(Petrie, Buick, Weinman, & Booth, 1999; Rieker, Edbril, & Garnick, 1985) and vary according to the 

type of cancer (Barskova & Oesterreich, 2009), time since diagnosis, heterogeneity and ethnicity of the 

sample (Helgeson et al., 2006), choice of measurement (Park & Helgeson, 2006; Sumalla, Ochoa, & 

Blanco, 2009), and many personal factors. For example, younger age at diagnosis, lower 

socioeconomic status (e.g., income and education), and belonging to a minority group (e.g., African 

American or Hispanic) have been consistently associated with an increased likelihood of PTG (Lechner 

& Antoni, 2004; Tomich & Helgeson, 2004; Weiss, 2004). Within a meta-analysis encompassing 78 

cross-sectional studies, Helgeson and colleagues (2006) found associations between PTG and socio-

demographic, psychological, and medical variables. Specifically, PTG was greater for females, younger 

individuals, and people who self-identify as being of minority status and it related to higher positive 

affect, optimism, religiosity, and positive reappraisal, increased stress perceptions and intrusive-

avoidant thoughts, lower depression levels, and greater trauma severity (Helgeson et al., 2006). A 



STRESS AND POSTTRAUMATIC GROWTH  5 

second meta-analysis including 38 studies with cancer and HIV-positive populations (Sawyer, Ayers, 

& Field, 2010) generally confirmed the findings. These reviews offer support for the tenets of the PTG 

model by highlighting the co-occurrence of both positive and negative health outcomes and PTG and a 

heightened perception of stress in survivors who also experience PTG. 

According to Tedeschi and colleagues (Tedeschi & Calhoun, 2004; Tedeschi et al., 1998), the 

experience of PTG is highly dependent on whether a circumstance is appraised as stressful. Similarly, 

in the context of cancer, PTG would be dependent on the degree of stress experienced in relationship to 

the cancer diagnosis, cancer treatment, and/or cancer-related lifestyle changes. In studies validating the 

PTG model, qualitative and quantitative analyses, and reviews of the existing scholarship, researchers 

have suggested a potential positive association between prolonged psychological stress and increased 

PTG among survivors of cancer (Lelorain et al., 2012; Sabiston et al., 2007). However, the nature and 

directionality of this relationship is still poorly understood in this population, with some studies 

reporting positive (Lechner et al., 2003; Sears et al., 2003), negative (Love & Sabiston, 2011; Tomich 

& Helgeson, 2004) or null (Manne et al., 2004; Weiss, 2004) relationships between psychological 

stress and PTG. It is possible that a more complex, non-linear relationship between stress and PTG 

needs to be considered in the context of cancer (Helgeson et al., 2006; Lechner, Carver, Antoni, 

Weaver, & Phillips, 2006), as different levels of stress and related processes (i.e., coping, adjustment) 

may be differentially linked to experiences of PTG (Lechner et al., 2006; Taku, 2012).  

To date, only a few studies have explored curvilinear associations between psychological stress 

and PTG. For example, Lechner et al. (2003) investigated the link between objective threat, which was 

measured via stages of cancer (e.g., stage 0-I = lowest threat; stage IV = highest threat), and PTG in a 

sample of 83 patients diagnosed with various types of cancer. The highest growth was found among 

individuals diagnosed with stage II cancer whereas those with stages I and IV experienced the least 

growth. While objective stress was correlated with perceived stress (measured via one item asking 

about the likelihood of dying of cancer), no curvilinear relationship was found between perceived stress 
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and PTG. Further, Lechner et al. (2006) found a curvilinear relationship between psychosocial 

outcomes (e.g., adjustment, depression, state affectivity) and PTG such that the highest adjustment was 

related to low and high levels of growth whereas moderate levels of growth were associated with the 

least adjustment. Curvilinear effects have been documented among survivors of terrorist attacks, 

whereby moderate symptoms of posttraumatic stress disorder were related to highest PTG (Butler et al., 

2005) and in survivors of assault, where negative affective experiences were also related to highest 

PTG (Kleim & Ehlers, 2009). As such, a curvilinear relationship between stress and PTG may provide 

a more comprehensive representation of adjustment to diagnosis and throughout the cancer treatment 

trajectory. Furthermore, different stress manifestations have not been examined in the relationship to 

PTG among cancer survivors.  

Cancer-specific stress encompasses fears or worry about future cancer recurrences, disease 

progression, and other health-related aspects associated with a cancer diagnosis (Gotay & Pagano, 

2007; Kornblith et al., 2007). Among breast cancer survivors, worrying about cancer has been 

associated with higher distress, and mental health such as increased anxiety and depression symptoms 

and lower quality of life (Deimling et al., 2006). Given that up to 60% of survivors report heightened 

cancer worries following diagnosis and treatment (Mehnert, Berg, Henrich, & Herschbach, 2009), it 

seems important to investigate the role of cancer-specific stress on experiences of PTG in order to 

provide an accurate and comprehensive picture of this relationship. 

The objective of the current study was to test the curvilinear associations between perceived 

general and cancer specific stress and PTG in a sample of women who have recently completed breast 

cancer treatment. It was hypothesized that a significant curvilinear association would be observed (i.e., 

an inverted U relationship) such that moderate levels of stress, both general and cancer-specific, would 

relate to the highest reports of PTG. 
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Method 

Participants and Procedures 

A convenience sample of 199 female survivors of breast cancer was recruited via physician 

referral and advertisements in hospitals and medical clinics in Montreal to participate in a cohort study 

entitled Life After Breast Cancer: Moving On. The current study focuses on testing the associations 

between stress and PTG at the first data collection. Eligibility criteria for participation in this project 

included a first diagnosis of breast cancer, completion of active treatment, ability to read and write in 

English or French, and being 18 years of age or above. Participation was voluntary and was initiated as 

soon as possible after the last scheduled primary/systemic treatment for breast cancer. Approval for the 

study was obtained from the Ethics Board of the McGill University Health Centre before study 

commencement.  

The analytical sample of the current study includes 193 women who provided complete data. 

Most women (86%) in the current sample identified as Caucasian with ages between 28 to 79 years; 

65% were married or in a common law; and just over half (51%) had completed undergraduate or 

graduate studies. The mean time since diagnosis was 10.6 months (SD = 3.4) and the mean time since 

treatment was 3.5 months (SD = 2.4). Approximately 40% of the women were diagnosed with stage I, 

40% with stage II, and 20% with stage III breast cancer. The most common treatments were 

lumpectomy (60%), chemotherapy (65%), radiotherapy (89%), hormonal therapy (55.3%). Some 

women had single (28%) or double (17%) mastectomy. 

Measures 

Data were collected on socio-demographic (e.g., age) and medical information (e.g., disease 

severity), as well as several psychological constructs captured via validated self-report measures.  

Posttraumatic growth was assessed using the 21-item Posttraumatic Growth Inventory (PTGI; 

Tedeschi & Calhoun, 1996). The PTGI is a 21-item self-report measure assessing five separate domains 



STRESS AND POSTTRAUMATIC GROWTH  8 

of posttraumatic growth: new possibilities (nitems = 5, sample item: “I established a new path for my 

life,”) relating to others (nitems = 7, sample item, “Putting effort into my relationships,”) personal 

strengths (nitems = 4, sample item, “I discovered that I am stronger than I thought I was,”) spiritual 

change (nitems = 2, sample item, “ A better understanding of spiritual matters,”) and appreciation of life 

(nitems = 3, sample item, “Appreciating each day.”)  Respondents were asked to indicate the degree to 

which they had experienced positive changes in their lives following the breast cancer diagnosis. The 

answers were rated on a 6-point Likert-type scale ranging from 0 (not at all) to 5 (a very great degree) 

with higher scores indicating higher growth. A total PTGI score is commonly used as a measure of 

PTG. Internal consistency reliability (Cronbach’s Į) ranged from .90 to .95 for the total scale (Brunet, 

McDonough, Hadd, Crocker, & Sabiston, 2010; Tedeschi & Calhoun, 1996). Two-month test-retest 

reliability for PTGI has been reported as r = .71 (Tedeschi & Calhoun, 1996). In the current study, a 

total score reflecting the construct of PTG was used in analyses. Reliability assessed as internal 

consistency coefficient Cronbach’s alpha was Į = .95. 

Perceived general stress was assessed via the Perceived Stress Scale (PSS; Cohen, Kamarck, & 

Mermelstein, 1983; Cohen & Williamson, 1988). The PSS is a 10-item self-report instrument 

measuring the frequency of stressful events experienced in the month prior to completing the 

questionnaire. Sample items include:  “In the last month, how often have you felt you were unable to 

control the important things in your life” and “… found that you could not cope with all the things that 

you had to do.” The items are rated on a 5-point Likert-type scale ranging from 0 (never) to 4 (very 

often) with higher scores indicating higher stress. The internal consistency reliability of the PSS ranged 

from .75 to .92 in the general population (Cohen & Williamson, 1988) and from .75 to .91 among a 

breast cancer sample (Golden-Kreutz et al., 2005). In the current sample, the internal consistency 

reliability coefficient for the total scale was Į = .78.  

Cancer-specific stress was assessed via the Assessment of Survivors Concerns (ACS; Gotay & 

Pagano, 2007). The ASC is a 6-item instrument assessing cancer-related worries. Sample items include 
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“I worry about my cancer coming back” and “I worry about my death.” Items are rated on a 4-point 

Likert-type scale ranging from 1 (not at all) to 4 (very much) with higher scores indicating more worry. 

In the development sample of 753 cancer survivors, the internal consistency reliability coefficients 

ranged from Į = .72 to .92. A mean score across 5 items was used in the current analyses, while 

excluding the item “I worry about my child’s health” since not all women in the sample reported 

having children. The internal consistency reliability coefficient for the five items was Į = .85. 

Data Analyses 

After computing descriptive statistics (e.g., means, standard deviations, frequencies, Pearson 

correlation coefficients), the linear and curvilinear associations between both perceived general stress 

and cancer-specific stress and PTG were tested in separate hierarchical regression models, as per 

guidelines developed by Aiken and West (1991). Consistent with previous findings from Helgeson et 

al. (2006) and based on significant correlations with PTG, women’s age, education, and time since 

diagnosis were entered as covariates in the first step of the regression models. In step two, the mean-

centered stress variables (i.e., perceived general stress and cancer-specific stress) were entered. In the 

final step, the quadratic terms (e.g., centered stress x centered stress) were added to the models. 

Significant effects on step two reflect linear effects, whereas quadratic effects (step three) illustrate 

curvilinear associations, specifically one bend in the regression line.   

Results 

A Pearson correlation coefficient matrix, along with means, standard deviation, and ranges for 

all study measures are presented in Table 1.  Of note, the association between general and cancer-

specific stress was moderate (r = .38, p < .001), suggesting that the concepts are related yet the two 

scales tap different facets of stress. Lastly, PTG was related to cancer-specific stress (r = .20, p = .005), 

but not to general stress. 

In the main analyses, the regression model predicting PTG from general stress was significant, 

F (5, 187) = 6.12, p < .001 (see Table 2). In step 1, age, education, and time since diagnosis accounted 
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for 9% of the variance in the PTG. In step 2, general stress was entered into the equation, but accounted 

for only a non-significant 1% in variance in PTG. This step assessed the linear effect of PSS on PTG. 

Step 3 assessing the curvilinear effect of PSS on PTG was significant and accounted for an additional 

4% of the variance in PTG. This curvilinear effect, which is graphed in Figure 1, shows that moderate 

levels of general stress were associated with the highest PTG. 

The final regression model predicting PTG from cancer-specific stress was significant, F (5, 

187) = 4.65, p = .001. However, after controlling for the effects of age, education, and time since 

diagnosis, there was no significant linear or curvilinear effect of cancer-specific stress on PTG (see 

Table 2).  

Discussion 

The purpose of the current study was to test the curvilinear associations between general and 

cancer-specific stress and posttraumatic growth (PTG) in a sample of female survivors of breast cancer. 

After controlling for covariates, which have been found to contribute to the experiences of growth 

(Helgeson et al., 2006), there was a significant curvilinear effect between general stress and PTG, but 

no significant relationships among cancer-related stress and PTG. The PTG levels reported in the 

current sample were comparable with PTG reports from other studies with similar populations 

(Cordova et al., 2007; Danhauer et al., 2013; Lelorain et al., 2012). These findings may suggest that 

different manifestations of stress should be considered differently in cancer care, and tests of the PTG 

model (Tedeschi & Calhoun, 2004; Tedeschi et al., 1998) should include assessments of both linear and 

non-linear associations between stress and challenges and PTG. 

As hypothesized, general stress demonstrated a curvilinear association with PTG. The 

significant curvilinear effect corroborates previous findings about high levels of stress (O'Connor, 

Rasmussen, & Hawton, 2010) being detrimental to one’s health. As shown in the current study, 

moderate levels of stress were related to the most positive or desirable outcomes. These findings 

complement previous literature, which reported on a curvilinear association between objective threat 
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(i.e., cancer stage, which can be conceptualized as a proxy measure of stress) and PTG (Lechner et al., 

2003). This effect is also consistent with the inverted-U hypothesis (Yerkes & Dodson, 1908) which 

posits that curvilinear associations exist between arousal and performance whereby moderate levels of 

arousal predict better or optimal performance (Gould & Krane, 1992). In the current study general 

stress was found to relate to PTG much in the same way physiological arousal related to physical 

performance (Arent & Landers, 2003).  

The non-significant curvilinear relationship between cancer-specific stress and PTG was 

contrary to hypothesis. In partial support of the PTG model (Tedeschi & Calhoun, 2004; Tedeschi et 

al., 1998), a small positive bivariate correlation was found between cancer-specific stress and PTG. 

However, in multivariate models controlling for covariates, the linear and curvilinear effect of cancer-

related stress on PTG did not reach significance. It may be that the pervasive nature of cancer worries 

(Janz et al., 2011) is not perceived as a challenge that fosters PTG. Further, the measure used to assess 

cancer-specific stress in the current study focuses on only a few of the many cancer-related worries that 

are likely experienced among breast cancer survivors. For example, cancer stressors related to physical 

functioning, emotional well-being, social relationships, body image and weight, and health have been 

reported (Hadd, Sabiston, McDonough, & Crocker, 2010). Furthermore, these results are consistent 

with previous findings that global stress predicted both positive (e.g., positive affect and positivity 

about the illness) and negative adjustment outcomes (depression, anxiety; negative affect) among 

breast cancer patients while cancer-specific stress only predicted negative affective outcomes (Groarke, 

Curtis, & Kerin, 2013). Based on their findings, it can be inferred that perceived general stress might be 

of greater importance to adaptation than cancer-specific stress. Specifically, stress at moderate levels 

may be perceived as a challenge and could be related to adaptive outcomes, such as higher PTG. 

Cancer stress may be perceived as stress appraised as a threat and would likely be related to higher 

distress (Tedeschi & Calhoun, 2004). While it is possible that different appraisal processes occurred for 



STRESS AND POSTTRAUMATIC GROWTH  12 

stress (challenge) compared to cancer-related stress (threat), the two measures were not specifically 

designed to measure different stress appraisals, and this proposition requires further research. 

Notwithstanding the strengths and contributions of this study, there are certain limitations that 

may impact the generalizability of the results. First, given the cross-sectional design, the directionality 

of the effects could not be empirically established and claims about cause-and-effect could not be 

made. Second, this study used a convenience sample of volunteer participants, which precludes 

generalizability of the results. Third, PTG was assessed via a self report measure, the PTGI (Tedeschi 

& Calhoun, 1996), which although widely used in psycho-social oncology, it subjectively and 

retrospectively assesses the perceived experience of growth while also asking respondents to assess the 

changes they had undergone from before to after their diagnosis: this is in itself quite problematic, as it 

may yield unreliable reports of growth (Coyne & Tennen, 2010). Further, the suitability of assessing 

growth in cancer survivors via the PTGI is not well researched: the chronic type of trauma that 

survivors endure is arguably different from the acute types of traumas (e.g., university exams; failed 

romantic relationships) based on which the PTGI items were developed (Sumalla et al., 2009). 

Future studies should examine PTG among other cancer populations. Studies with a 

longitudinal design are also needed in order to examine causal relationships between stress and PTG 

over time. Furthermore, future studies should continue to challenge the existing linear PTG model 

(Tedeschi & Calhoun, 2004) while highlighting the adaptive and maladaptive roles of stress 

perceptions during the post-treatment cancer trajectory. In order to better understand the interplay of 

PTG and stress variables, further research will benefit from exploring the effect of moderator variables, 

such as coping, adjustment to cancer, and various personality traits. Deciphering the nature and 

directionality of these relationships might provide critical insight for clinicians who deliver 

psychosocial services to cancer patients. For example, nurturing the experiences of PTG in patients 

with moderate levels of distress may facilitate faster adaptation to day-to-day reality in cancer survivors 

and decrease distress. It has been shown that patients, who experience high levels of stress benefit from 
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psychosocial interventions targeting stress and distress reduction (see Jacobsen & Jim, 2008 for a 

review). By reducing stress to manageable levels, such interventions could simultaneously facilitate 

PTG.  

To conclude, the current findings suggest that among female cancer survivors, who recently 

completed treatment for breast cancer, the association between stress and PTG is not necessarily linear, 

as postulated in the PTG model (Tedeschi & Calhoun, 2004). Instead, a curvilinear association between 

the two variables better explained the PTG experiences. More specifically, moderate levels of general 

stress predicted the highest posttraumatic growth. Interventions geared towards reducing stress levels in 

breast cancer survivors who experience high levels of stress might indirectly facilitate growth. 

Intervention strategies may be needed to target stress appraisals to help breast cancer survivors 

appreciate stressors as challenges as opposed to threats.  



STRESS AND POSTTRAUMATIC GROWTH  14 

 
Conflict of interests 
All authors declare they have no conflict of interest. 

 
Human Rights and Informed Consent 
All procedures followed were in accordance with the ethical standards of the responsible committee on 
human experimentation (institutional and national) and with the Helsinki Declaration of 1975, as 
revised in 2000. Informed consent was obtained from all patients for being included in the study. 



STRESS AND POSTTRAUMATIC GROWTH  15 

 

References 

Aiken, L. S., & West, S. G. (1991). Multiple regression: Testing and interpreting interactions. 

Newbury Park: Sage. 

Arent, S. M., & Landers, D. M. (2003). Arousal, anxiety, and performance: A reexamination of the 

inverted-U hypothesis. Research Quarterly for Exercise and Sport, 74(4), 436-444. doi: 

10.1080/02701367.2003.10609113 

Barskova, T., & Oesterreich, R. (2009). Post-traumatic growth in people living with a serious medical 

condition and its relations to physical and mental health: A systematic review. [Article]. 

Disability & Rehabilitation, 31(21), 1709-1733. doi: 10.1080/09638280902738441 

Brunet, J., McDonough, M. H., Hadd, V., Crocker, P. R. E., & Sabiston, C. M. (2010). The 

Posttraumatic Growth Inventory: An examination of the factor structure and invariance among 

breast cancer survivors. Psycho-Oncology, 19(8), 830-838. doi: 10.1002/pon.1640 

Butler, L. D., Blasey, C. M., Garlan, R. W., McCaslin, S. E., Azarow, J., Chen, X. H., . . . Spiegel, D. 

(2005). Posttraumatic growth following the terrorist attacks of September 11, 2001: Cognitive, 

coping, and trauma symptom predictors in an internet convenience sample. Traumatology, 

11(4), 247-267. doi: 10.1177/153476560501100405 

Calhoun, L. G., & Tedeschi, R. G. (2006). The foundations of posttraumatic growth: An expanded 

framework. In L. G. Calhoun & R. G. Tedeschi (Eds.), Handbook of posttraumatic growth: 

Research & practice (pp. 3-23). Mahwah, NJ, US: Lawrence Erlbaum Associates Publishers. 

Canadian Cancer Society. (2011). Canadian Cancer Statistics, 2011. Toronto, Canada: Canadian 

Cancer Society. 

Cohen, S., Kamarck, T., & Mermelstein, R. (1983). A global measure of perceived stress. Journal of 

Health and Social Behavior, 24(4), 385-396. doi: 10.2307/2136404 



STRESS AND POSTTRAUMATIC GROWTH  16 

Cohen, S., & Williamson, G. (1988). Perceived stress in a probability sample of the U.S. In S. 

Spacapam & S. Oskamp (Eds.), The social psychology of health. Newbury Park, CA: Sage. 

Collins, R. L., Taylor, S. E., & Skokan, L. A. (1990). A better world or a shattered vision? Changes in 

life perspectives following victimization. Social Cognition, 8(3), 263-285. doi: 

http://dx.doi.org/10.1521/soco.1990.8.3.263 

Cordova, M. J., Giese-Davis, J., Golant, M., Kronenwetter, C., Chang, V., & Spiegel, D. (2007). Breast 

cancer as trauma: Posttraumatic stress and posttraumatic growth. Journal of Clinical 

Psychology in Medical Settings, 14(4), 308-319. doi: 10.1007/s10880-007-9083-6 

Coyne, J. C., & Tennen, H. (2010). Positive psychology in cancer care: Bad science, exaggerated 

claims, and unproven medicine. [Article]. Annals of Behavioral Medicine, 39(1), 16-26. doi: 

10.1007/s12160-009-9154-z 

Danhauer, S. C., Case, L. D., Tedeschi, R. G., Russell, G., Vishnevsky, T., Triplett, K. N., . . . Avis, N. 

E. (2013). Predictors of posttraumatic growth in women with breast cancer. Psycho-Oncology, 

22(12), 2676-2683. doi: 10.1002/pon.3298 

Deimling, G. T., Bowman, K. F., Sterns, S., Wagner, L. J., & Kahana, B. (2006). Cancer-related health 

worries and psychological distress among older adult, long-term cancer survivors. Psycho-

Oncology, 15(4), 306-320. doi: 10.1002/pon.955 

Golden-Kreutz, D. M., Thornton, L. M., Wells-Di Gregorio, S., Frierson, G. M., Jim, H. S., Carpenter, 

K. M., . . . Andersen, B. L. (2005). Traumatic stress, perceived global stress, and life events: 

Prospectively predicting quality of life in breast cancer patients. Health Psychology, 24(3), 288-

296. doi: 10.1037/0278-6133.24.3.288 

Gotay, C., & Pagano, I. (2007). Assessment of Survivor Concerns (ASC): A newly proposed brief 

questionnaire. Health and Quality of Life Outcomes, 5(1), 15. doi: 10.1186/1477-7525-5-15 

http://dx.doi.org/10.1521/soco.1990.8.3.263


STRESS AND POSTTRAUMATIC GROWTH  17 

Gould, D., & Krane, V. (1992). The arousal–athletic performance relationship: Current status and 

future directions Advances in sport psychology (pp. 119-142). Champaign, IL, England: Human 

Kinetics Publishers. 

Groarke, A. M., Curtis, R., & Kerin, M. (2013). Global stress predicts both positive and negative 

emotional adjustment at diagnosis and post-surgery in women with breast cancer. Psycho-

Oncology, 22(1), 177-185. doi: 10.1002/pon.2071 

Hadd, V., Sabiston, C. M., McDonough, M. H., & Crocker, P. R. E. (2010). Sources of stress for breast 

cancer survivors involved in dragon boating: examining associations with treatment 

characteristics and self-esteem. Journal of Women's Health, 19(7), 1345. doi: 

10.1089/jwh.2009.1440 

Helgeson, V. S., Reynolds, K. A., & Tomich, P. L. (2006). A meta-analytic review of benefit finding 

and growth. Journal of Consulting and Clinical Psychology, 74(5), 797-816. doi: 

10.1037/0022-006X.74.5.797 

Jacobsen, P. B., & Jim, H. S. (2008). Psychosocial interventions for anxiety and depression in adult 

cancer patients: Achievements and challenges. CA: A Cancer Journal for Clinicians, 58(4), 

214-230. doi: 10.3322/CA.2008.0003 

Janoff-Bulman, R. (1992). Shattered assumptions: Towards a new psychology of trauma New York: 

Free Press. 

Janz, N. K., Hawley, S. T., Mujahid, M. S., Griggs, J. J., Alderman, A., Hamilton, A. S., . . . Katz, S. J. 

(2011). Correlates of worry about recurrence in a multiethnic population-based sample of 

women with breast cancer. Cancer, 117(9), 1827-1836. doi: 10.1002/cncr.25740 

Jemal, A., Bray, F., Center, M. M., Ferlay, J., Ward, E., & Forman, D. (2011). Global cancer statistics. 

CA: A Cancer Journal for Clinicians, 61(2), 69-90. doi: 10.3322/caac.20107 



STRESS AND POSTTRAUMATIC GROWTH  18 

Kleim, B., & Ehlers, A. (2009). Evidence for a curvilinear relationship between posttraumatic growth 

and posttrauma depression and PTSD in assault survivors. Journal of Traumatic Stress, 22(1), 

45-52. doi: 10.1002/jts.20378 

Kornblith, A. B., Powell, M., Regan, M. M., Bennett, S., Krasner, C., Moy, B., . . . Winer, E. (2007). 

Long-term psychosocial adjustment of older vs younger survivors of breast and endometrial 

cancer. Psycho-Oncology, 16(10), 895-903. doi: 10.1002/pon.1146 

Koutrouli, N., Anagnostopoulos, F., & Potamianos, G. (2012). Posttraumatic stress disorder and 

posttraumatic growth in breast cancer patients: A systematic review. Women and Health, 52(5), 

503. doi: 10.1080/03630242.2012.679337 

Lechner, S. C., & Antoni, M. H. (2004). Posttraumatic growth and group-based interventions for 

persons dealing with cancer: What have we learned so far? [Article]. Psychological Inquiry, 

15(1), 35-41. doi: Retrieved from: http://www.jstor.org/stable/20447199 

Lechner, S. C., Carver, C. S., Antoni, M. H., Weaver, K. E., & Phillips, K. M. (2006). Curvilinear 

associations between benefit finding and psychosocial adjustment to breast cancer. Journal of 

Consulting and Clinical Psychology, 74(5), 828-840. doi: 10.1037/0022-006X.74.5.828 

Lechner, S. C., Zakowski, S. G., Antoni, M. H., Greenhawt, M., Block, K., & Block, P. (2003). Do 

sociodemographic and disease-related variables influence benefit-finding in cancer patients? 

Psycho-Oncology, 12(5), 491-499. doi: 10.1002/pon.671 

Lelorain, S., Tessier, P., Florin, A., & Bonnaud-Antignac, A. (2012). Posttraumatic growth in long term 

breast cancer survivors: relation to coping, social support and cognitive processing. Journal of 

Health Psychology, 17(5), 627-639. doi: 10.1177/1359105311427475 

Linley, P. A., & Joseph, S. (2004). Positive change following trauma and adversity: A review. Journal 

of Traumatic Stress, 17(1), 11-21. doi: 10.1023/B:JOTS.0000014671.27856.7e 

http://www.jstor.org/stable/20447199


STRESS AND POSTTRAUMATIC GROWTH  19 

Love, C., & Sabiston, C. M. (2011). Exploring the links between physical activity and posttraumatic 

growth in young adult cancer survivors. [Article]. Psycho-Oncology, 20(3), 278-286. doi: 

10.1002/pon.1733 

Manne, S., Ostroff, J., Winkel, G., Goldstein, L., Fox, K., & Grana, G. (2004). Posttraumatic growth 

after breast cancer: Patient, partner, and couple perspectives. Psychosomatic Medicine, 66(3), 

442-454. doi: 10.1097/01.psy.0000127689.38525.7d 

Mehnert, A., Berg, P., Henrich, G., & Herschbach, P. (2009). Fear of cancer progression and cancer-

related intrusive cognitions in breast cancer survivors. Psycho-Oncology, 18(12), 1273-1280. 

doi: 10.1002/pon.1481 

National Cancer Institute. (2014). SEER cancer statistics review 1975 - 2011. Retrieved from: 

http://seer.cancer.gov/csr/1975_2011/results_merged/topic_survival.pdf. 

O'Connor, R. C., Rasmussen, S., & Hawton, K. (2010). Predicting depression, anxiety and self-harm in 

adolescents: The role of perfectionism and acute life stress. Behaviour Research and Therapy, 

48(1), 52-59. doi: http://dx.doi.org/10.1016/j.brat.2009.09.008 

Park, C. L., & Helgeson, V. S. (2006). Introduction to the special section: Growth following highly 

stressful life events - current status and future directions. Journal of Consulting and Clinical 

Psychology, 74(5), 791-796. doi: 10.1037/0022-006X.74.5.791 

Petrie, K. J., Buick, D. L., Weinman, J., & Booth, R. J. (1999). Positive effects of illness reported by 

myocardial infarction and breast cancer patients. Journal of Psychosomatic Research, 47(6), 

537-543. doi: 10.1016/S0022-3999(99)00054-9 

Rieker, P. P., Edbril, S. D., & Garnick, M. B. (1985). Curative testis cancer therapy: Psychosocial 

sequelae. Journal of Clinical Oncology, 3(8), 1117-1126. doi: Retrieved from 

http://jco.ascopubs.org/ 

Sabiston, C. M., McDonough, M. H., & Crocker, P. R. E. (2007). Sport psychology psychosocial 

experiences of breast cancer survivors Iivolved in a dragon boat program: Exploring links to 

http://seer.cancer.gov/csr/1975_2011/results_merged/topic_survival.pdf
http://dx.doi.org/10.1016/j.brat.2009.09.008
http://jco.ascopubs.org/


STRESS AND POSTTRAUMATIC GROWTH  20 

positive psychological growth. Journal of Sport & Exercise Psychology 29(4), 419-438. doi: 

Retrieved from http://journals.humankinetics.com/jsep 

Sawyer, A., Ayers, S., & Field, A. P. (2010). Posttraumatic growth and adjustment among individuals 

with cancer or HIV/AIDS: A meta-analysis. Clinical Psychology Review, 30(4), 436-447. doi: 

http://dx.doi.org/10.1016/j.cpr.2010.02.004 

Sears, S. R., Stanton, A. L., & Danoff-Burg, S. (2003). The yellow brick road and the emerald city: 

Benefit finding, positive reappraisal coping and posttraumatic growth in women with early-

stage breast cancer. Health Psychology, 22(5), 487-497. doi: 10.1037/0278-6133.22.5.487 

Sumalla, E. C., Ochoa, C., & Blanco, I. (2009). Posttraumatic growth in cancer: Reality or illusion? 

Clinical Psychology Review, 29(1), 24-33. doi: http://dx.doi.org/10.1016/j.cpr.2008.09.006 

Taku, K. (2012). Posttraumatic growth in American and Japanese men: Comparing levels of growth 

and perceptions of indicators of growth. Psychology of Men & Masculinity, 14(4), 423-432. doi: 

10.1037/a0029582 

Taylor, S. E., Lichtman, R. R., & Wood, J. V. (1984). Attributions, beliefs about control, and 

adjustment to breast cancer. Journal of Personality and Social Psychology, 46(3), 489-502. doi: 

10.1037/0022-3514.46.3.489 

Tedeschi, R. G., & Calhoun, L. G. (1996). The posttraumatic growth inventory: Measuring the positive 

legacy of trauma. Journal of Traumatic Stress, 9(3), 455-471. doi: 10.1002/jts.2490090305 

Tedeschi, R. G., & Calhoun, L. G. (2004). TARGET ARTICLE: "Posttraumatic growth: Conceptual 

foundations and empirical evidence". Psychological Inquiry, 15(1), 1-18. doi: 

10.1207/s15327965pli1501_01 

Tedeschi, R. G., Park, C. L., & Calhoun, L. G. (1998). Posttraumatic growth: Conceptual issues. In R. 

G. Tedeschi & L. G. Calhoun (Eds.), Posttraumatic growth: Positive changes in the aftermath 

of crisis (pp. 1-22). Mahwah, NJ: Lawrence Earlbaum Associates. 

http://journals.humankinetics.com/jsep
http://dx.doi.org/10.1016/j.cpr.2010.02.004
http://dx.doi.org/10.1016/j.cpr.2008.09.006


STRESS AND POSTTRAUMATIC GROWTH  21 

Tomich, P. L., & Helgeson, V. S. (2004). Is finding something good in the bad always good? Benefit 

finding among women with breast cancer. Health Psychology, 23(1), 16-23. doi: 10.1037/0278-

6133.23.1.16 

Weiss, T. (2004). Correlates of posttraumatic growth in married breast cancer survivors. [Article]. 

Journal of Social & Clinical Psychology, 23(5), 733-746. doi: Retrieved from 

http://search.proquest.com.proxy1.library.mcgill.ca/docview/57139179?accountid=12339 

Yerkes, R. M., & Dodson, J. D. (1908). The relation of strength of stimulus to rapidity of habit-

formation. Journal of Comparative Neurology and Psychology, 18, 459-482. doi: 

10.1002/cne.920180503 

http://search.proquest.com.proxy1.library.mcgill.ca/docview/57139179?accountid=12339


STRESS AND POSTTRAUMATIC GROWTH  22 

Table 1 

Correlation Matrix Between the Study Measures 

Variable 1 2 3 4 5 6 

1. Age -      

2. Education -.17** -     

3. Months since diagnosis  -.21** -.06 -    

4. General stress  -.24** -.06 .07 -   

5. Cancer-specific stress -.12* -.14 .15* .38** -  

6. Posttraumatic growth  -.20* -.18* .12* -.02 .20* - 

M 55.11 - 10.64 15.79 12.85 62.95 

SD 11.02 - 3.45 5.41 3.86 21.57 

Range 28-79  2-20 4-30 5-20 1-101 

*p < .05; **p < .003, as per the Bonferroni correction 
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Table 2 

Hierarchical Multiple Regression Analyses Predicting PTG Among Female Breast Cancer Survivors 

Step and Variable 

PTG regressed on General Stress PTG regressed on Cancer-specific Stress  

 
R2 

 
ǻR2 

 
ǻF 

 
ȕ 

 
R2 

 
ǻR2 

 
ǻF 

 
ȕ 

1. Covariates .09 .09 5.98*  .09 .09 5.98*  

Age    -.22*    -.22* 

Education    -.21*    -.21* 

Time since diagnosis    .06    .06 

2. Stress  .10 .01 1.86 -.10 .10 .01 1.69 .09 

3. Stress X Stress .14 .05 9.79* -.22* .11 .02 3.31 -.13 

 Overall F (5,187) = 6.12* Overall F (5,187) = 4.61* 

Note. PTG = Posttraumatic growth 
*p < .01  
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Figure 1. Curvilinear relationships between PTG and General Stress  
Note. PTG = Posttraumatic Growth 
 


