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Abstract
Objective—The goal of this research was to examine the extent to which 10-year breast cancer
survivors integrated cancer into their self-concept (i.e., survivor centrality), identify predictors of
survivor centrality, and determine the relation of survivor centrality to well-being.

Methods—Breast cancer survivors (n = 240) were interviewed 10 years following the initial
diagnosis. They completed measures of survivor centrality, illness valence (i.e., positive or
negative views of illness), and well-being (positive and negative affect, mental and physical
functioning, psychological distress, benefit-finding).

Results—There were few predictors of the kinds of women who were more likely to integrate
breast cancer into their self-concepts, but survivor centrality was related to engaging in behaviors
that suggested survivorship was relevant to women’s daily lives, such as becoming involved in
breast cancer activities. Survivor centrality was related to three markers of negative psychological
well-being: more negative affect, poorer mental functioning, and greater psychological distress.
However, in the case of negative affect and psychological distress, this relation was moderated by
illness valence, such that survivor centrality was only related to negative psychological well-being
when the illness was viewed in less positive terms.

Conclusions—Women vary in the extent to which they define themselves in terms of the breast
cancer experience. Survivor centrality in and of itself is not always indicative of adjustment to
disease. When women have a more negative view of being a breast cancer survivor, survivor
centrality is more likely to signify potential problems.
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Scientists in the area of psycho-oncology have been studying women’s adjustment to the
diagnosis and treatment of cancer for several decades now (1–4). With the improvement in
early detection procedures and the development of more effective treatments, the prognosis
for breast cancer has improved dramatically. Thus, researchers have begun to examine
survivorship issues. Whereas most studies show that survivors, on average, do not show
elevated levels of general distress, such as anxiety or depression, compared to healthy
controls or population norms (5–7), moderate levels of cancer-specific worries persist (8).
General quality of life measures do not capture the subtleties in long-term survivorship (7).
With time, stress related to the diagnosis and treatment of cancer diminishes and some of the
memories associated with the trauma wane, but other sources of stress persist. Survivorship
issues have centered on fears of recurrence, the long-term effects of treatment, concerns
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about a shortened life span, impact on body image, practical issues of employability and
insurance (8–12), and, finally, the consequences of having had cancer for one’s self-concept.
It is the impact of cancer on the self-concept that is the subject of the present study.

The diagnosis and treatment for cancer leads to the development of a new social role—the
role of cancer survivor—and that role persists for the rest of one’s life (13). That is, cancer is
not an acute, discrete event with a defined ending, but a process that extends for the rest of
the lifespan (14,15). Regardless of the type of cancer, the severity of disease, or the length of
survival, cancer survivors need to figure out how cancer changes the self and what its
implications are for daily life. According to Zebrack (13), the way that cancer survivors see
themselves in relation to the world has consequences for their well-being. However, little is
known about how or whether people integrate cancer into their self-concept, distinguish
those who do integrate cancer into their self-concept from those who do not, and understand
the implications of a cancer self-concept for quality of life (13). The purpose of the present
research is to examine the extent to which breast cancer is central to 10-year survivors’
identity (i.e., survivor centrality), to examine the determinants of survivor centrality, and to
determine if survivor centrality is associated with positive or negative indices of well-being.

There are many dimensions of illness that have been explored by previous research, such as
the perception of an illness’s consequences, perceptions of personal control over illness, and
attributions for illness (16–18). There also are aspects of illness self-concept that have been
assessed, including the extent to which one feels good about the self and the stigma
associated with illness (19,20). Researchers often ask one of two questions. First, how does
cancer affect one’s self-concept, typically operationalized as self-esteem (21,22)? Second,
how do aspects of self-concept affect adjustment to cancer (19,23)? One study examined
illness self-concepts by asking women who had undergone bone marrow transplants (BMT)
to rate a person who has had a bone marrow transplant on a set of items and then to rate
themselves on the same set of items (24). Correspondence between the two sets of
descriptors was considered to reflect BMT self-concept. BMT self-concept was related to
greater distress, as indicated by more intrusive thoughts about the illness. However, none of
these studies seem to address the extent to which an illness is integrated into the self, or
survivor centrality.

Despite the lack of research on survivor centrality, health care professionals have learned
that the integration of an illness, or surviving an illness, into one’s identity is a theme that
emerges from discussions with cancer survivors. In a qualitative study of adult survivors of
childhood cancer, survivors frequently discussed the extent to which the cancer came to
identify themselves (25). In another interview study of adult survivors of childhood cancer,
some individuals said that they defined themselves in terms of the cancer and saw the cancer
as integral to their self (26). In one study, 15 men and women with a history of cancer were
interviewed and issues of identity and changes in identity were explored (27). For some of
the people, survivorship was a defining part of their identities (“I am a survivor”). In her
research on chronic illness, Charmaz (28) discusses the extent to which people incorporate
the illness into their self-concepts, distinguishing between people who define themselves in
terms of the illness and people who try to separate the illness from the rest of their lives.

Wiebe et al. (29) suggested that the impact of illness centrality on health outcomes would
depend on the individual’s attitude toward the illness, that is, whether the individual
perceives the illness in positive or negative terms. In a study of children with diabetes, they
predicted and found that the centrality of diabetes was related to more depressive symptoms
and poor metabolic control only when the illness was perceived in highly negative terms. In
another study of adolescents with diabetes, this pattern of findings was replicated—but only
for females (30).
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In the case of breast cancer, will women’s attitude toward having had this disease be
positive or negative? Research shows that people without cancer tend to have more negative
perceptions of cancer and stigmatize the illness more than people with cancer (31). This is
partly due to the negative portrayal of cancer and exaggeration of the consequences of
cancer by the media (32). Studies have shown that women without breast cancer perceive
cancer as less controllable and overestimate the negative consequences (physical, social,
economic) compared to women with breast cancer (33,34). This is one of the reasons that
cancer is stigmatized (35). Cancer also is stigmatized because it is an illness that is poorly
understood, greatly feared, and evokes images of mortality (35–37). Several studies have
shown that people without cancer tend to make more internal attributions and less chance
attributions than people with cancer (33,34), most likely because locating the blame within
another person removes the threat to the self. Thus, one author concluded that people with
cancer end up being stigmatized for having cancer and for causing cancer (34).

However, the heightened survivorship from cancer has led to a decrease in the stigma
attached to cancer (15). There is a body of research that suggests cancer survivors perceive
the illness in positive terms, in part by experiencing positive changes from the illness (38).
This literature has come to be known as benefit-finding, stress-related growth, and post-
traumatic growth (39). Persons with cancer commonly report an enhanced appreciation of
life, closer relationships, increased spirituality, a shift in priorities, and increased personal
strength (38). In terms of identities, a study of women under active treatment for cancer
showed that many women described themselves in positive terms that they would not have
ascribed to themselves prior to the cancer, such as “strong” and “fighter” (40). An emerging
controversy in that literature is the extent to which these reported positive experiences are
actual or illusory (41,52).

What are the implications of defining oneself in terms of an illness or illness survivorship
for adjustment to disease? Is it psychologically adaptive to view cancer survivorship as part
of the self, or to place having had cancer in the past and separate it from the self? Are the
breast cancer survivors who seem to identify themselves with surviving the illness by
wearing pink ribbons, openly discussing their illness experience with newly diagnosed
women, and participating in breast cancer activities better or worse off for having adopted
these attitudes and behaviors? One might believe that these women are successfully
adjusting to their disease because they are confronting it rather than denying it. However,
one also could suggest that these women have not accepted their disease, are constantly
reliving it, and are unable to put it behind them and move on with their lives. To the extent
that having had breast cancer is viewed as a stigmatizing condition, the stigma literature
predicts that survivor centrality will be related to more psychosocial difficulties (42).
However, from the previous literature it is not clear that cancer survivors today view cancer
as a stigmatizing condition.

There were three goals of the present study. First, we described the extent to which having
had breast cancer is integrated into survivors’ self-concept versus segregated from the rest of
their lives. The survivors are 10 years post diagnosis, making this study unique as most
survivorship studies do not exceed 5 years (7). Second, we determined whether there are
certain groups of women who are more or less likely to perceive themselves in terms of
cancer survivorship by examining whether demographic or medical variables predict
survivor centrality. One might expect that women who were diagnosed with more advanced
disease or that women who have suffered a recurrence define themselves more in terms of
the breast cancer. Younger women also might be more likely to identify with cancer
survivorship because the experience of cancer is more stressful for younger women (8).
Among cancer survivors, younger age has been related to worse mental health (7), but better
physical health (7) and greater stress-related growth (43). Finally, we examined whether
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survivor centrality is related to well-being measures, specifically positive and negative
affect, quality of life, intrusive and avoidant thoughts, and benefit-finding. We hypothesize
that the extent to which women view breast cancer in positive or negative terms will
moderate these associations. That is, survivor centrality will only be related to poor
outcomes if the illness is perceived in negative terms.

Method
Participants

The data examined in this paper are drawn from 10-year follow-up interviews of women
who were diagnosed with Stages 1, 2, or 3 breast cancer, treated with surgery followed by
adjuvant chemotherapy, had no history of cancer (except skin cancer), and lived within a 1-
hour radius of Pittsburgh. The majority (86%, or 312 or 364) of the women who were
recruited into the study at diagnosis agreed to be randomly assigned to one of four arms of a
clinical trial of support interventions (44). The remaining 14% continued to complete
questionnaires over the course of the study. This study is based on our attempts to contact all
of the women approximately 10 years after the initial interview.

At 10-year follow-up, we interviewed 240 of the original 364 (66%) women enrolled in the
study. The other women had either died (22%), withdrawn from the study in the past or
refused the 10-year interview (10%), or were unable to be located (2%). Neither
participation in the randomized support intervention trial nor the specific support condition
was associated with survival or participation in the 10-year follow-up interview. Of the 240
women we interviewed, 37 had sustained a recurrence and 10 had had another cancer.
Demographic characteristics for these 240 women are shown in Table 1.

Procedure
We contacted women by phone about 10 years following their initial interview. The initial
interview took place 4 months after diagnosis (M = 119 days), and the 10-year follow-up
interview took place on average 10.58 years after diagnosis. We interviewed women in their
homes. All of the instruments described below were administered at the 10-year follow-up
interview.

Instruments
Survivor centrality—We modified a measure of survivor centrality that has been used in
the area of diabetes (29,30) by replacing diabetes with breast cancer survivor. This measure
included 7 items (e.g., Being a breast cancer survivor is an important part of who I am; I
think of being a breast cancer survivor when I think of who I am; Having had breast cancer
is a small part of my life [reverse-scored]). The internal consistency was good (alpha = .72).

We also included several other markers of survivor centrality that we could use to validate
this measure. We asked survivors: (1) whether they had been involved in any activities
related to breast cancer over the past year (e.g., volunteering, Race for the Cure; 1 = not at
all; 4 = a lot); (2) whether they owned anything with a pink ribbon on it (yes or no); (3)
whether they liked having symbols of breast cancer, like the pink ribbon, around them (1 =
dislike a lot; 5 = like a lot); (4) whether they currently do anything to mark or celebrate
anniversaries of their breast cancer diagnosis (yes or no), and (5) whether having had breast
cancer was the most stressful thing that had ever happened to them.

Valence—We adapted an open-ended measure of valence used in the area of diabetes to
breast cancer (29,30). Survivors were asked to think about how they see themselves as
breast cancer survivors. Then, they were asked to fill in the blank of the following sentence:
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“I am a __________ person because I had breast cancer.” They were asked to give up to 5
responses. Two persons independently rated each of these responses as having either a
positive valence (e.g., stronger, more mature), a negative valence (e.g., less patient, more
angry), or neutral valence (e.g., more of a risk taker; vague items that could not be clearly
determined to be positive or negative). The two raters agreed in 77% of the cases (kappa = .
59 which indicates moderate agreement). Discrepancies were resolved by a third
independent rater. The majority of disagreements centered around one rater assigning a
neutral value and the other rater assigning a positive value. If clear positive valence could
not be established, we assigned the response to the neutral category.

To validate our open-ended measure of valence, we included two valence statements with
which respondents disagreed (1) or agreed (5): “Being a breast cancer survivor makes me
feel good about myself” and “I feel bad about being a breast cancer survivor.”

Positive and negative affect—Positive and negative affect over the past week were
measured with the 20-item Positive and Negative Affect Scale (45). Each item is rated on a
5-point scale (1 = not at all; 5 = extremely). The internal consistency of the positive affect
scale was high (alpha = .89), as was the negative affect scale (alpha = .86).

Quality of life—We administered the SF-36 from the Medical Outcomes Study (46). This
instrument has excellent reliability and validity and has been used to evaluate functional
status in depressed, chronically ill, and healthy populations (47). The SF-36 consists of 36
items that form eight multi-item scales. The internal consistencies of the scales were all
good (alphas ranged from .70 to .92). These scales have been reduced to two composite
scores, the mental health component score which represents mental and emotional
functioning and the physical health component score which represents physical functioning
(48). Higher scores indicate better functioning.

Intrusive and avoidant thoughts—We measured illness-related intrusive and avoidant
thoughts over the past month with the Impact of Events Scale (49). This scale measures
intrusive, undesirable, uncontrollable thoughts about a stressful experience as well as
tendencies to avoid thinking about a stressful experience. The internal consistency of the
intrusive thoughts measure was high (alpha = .83) as was the avoidant thoughts measure
(alpha = .79). Because the two scales were highly correlated (r = .57, p < .001), we
combined the two into a distress index by taking the average.

Benefit-finding—We administered the 16-item Benefit-Finding Scale (50). Five positive
growth domains are represented: personal priorities (e.g., more grateful for each day), daily
activities (e.g., interest in new activities), family (e.g., more sensitive to family issues),
world views (e.g., more concerned for the future of humankind), and relationships (e.g.,
closer to people). Participants rated the extent to which each of these changes had occurred
as a result of having had breast cancer on a 4-point scale, ranging from 1 (not at all) to 4
(very much). The internal consistency was very high (alpha = .92). The average score was
2.51 (SD = .76).

Results
Descriptive Statistics

The mean score for survivor centrality was 3.58 (SD = .82) on a 5-point scale ranging from 1
to 5, which indicates a moderate amount of survivor centrality and good variability in the
measure. Higher survivor centrality was related to younger age, r = −.27, p < .001, and to
current work status (more likely to be working), F (1, 237) = 7.88, p < .01, eta2 = .03, but
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was not related to any other demographic variable shown in Table 1. Because younger
women are more likely to be working, we examined whether the relation to work status was
independent of age. When age was statistically controlled, there was no relation of survivor
centrality to work status. Survivor centrality also was not related to stage of disease, number
of positive lymph nodes, or whether survivors had sustained a recurrence.

Next, we calculated a valence score. The proportion of positive responses made to the open-
ended valence prompt was high (76%). The rest of the responses were negative (10%) or
neutral (14%). We calculated the valence score by substracting the proportion of negative
responses from the proportion of positive responses for each person. We used the proportion
rather than the number of responses because women differed in the number of responses that
they made. Thus, positive scores reflect a more positive than negative valence. The average
valence score was .73 (SD = .39), indicating an overall positive valence. Valence was not
related to any of the demographic or medical variables shown in Table 1.

Construct Validity for Survivor Centrality and Valence
To establish construct validity for our measure of survivor centrality, we measured several
behaviors that we thought would be indicative of someone who viewed the illness as part of
themselves. Survivor centrality was related to owning something with a pink ribbon on it, F
(1, 237) = 5.67, p < .05, eta2 = .02, and observing breast cancer anniversaries, F(1, 220) =
5.13, p < .05, eta2 = .02. Survivor centrality also was related to breast cancer activism, r = .
25, p < .001, and to liking to have symbols of breast cancer around, r = .28, p < .001. In
addition, women who said that breast cancer was the most stressful thing that had ever
happened to them (41% of sample) scored higher in survivor centrality (M = 3.77; SD = .73)
than women who did not agree with this statement (M = 3.44, SD = .85), F(1, 236) = 9.41, p
< .01, eta2 = .04.

To establish construct validity for our measure of valence, we examined its relation to the
two self-report valence items. The valence measure was positively related to the positive
valence statement (r = .24, p < .001) and negatively related to the negative valence statement
(r = −.17, p < .05).

Links to Well-Being Outcomes
As shown in Table 2, survivor centrality was related to greater negative affect, but was not
related to positive affect. Survivor centrality was related to poorer mental functioning, but
was unrelated to physical functioning. Survivor centrality was related to greater distress, but
also greater benefit-finding.

Positive valence was linked to indices of favorable well-being (see Table 2). Positive
valence was related to greater positive affect, but not negative affect. Positive valence was
related to greater physical functioning, but not mental functioning. Positive valence was
related to less distress and greater benefit-finding.

Next, we tested the interaction between centrality and valence in predicting these same
outcomes with multiple regression analysis. Survivor centrality and positive illness valence
were modestly positively related (r = .13, p = .05). We entered the main effects for centrality
and valence on the first step (centered) and the interaction between the two on the second
step. The interaction predicted negative affect and distress, as shown in Table 3. To interpret
the interactions, we used Aiken and West’s (51) procedure of plotting the dependent
variable scores at plus and minus one standard deviation for the two independent variables.
As shown in Figure 1, survivor centrality was related to greater negative affect, especially
when positive valence was low. The same pattern of findings held for distress, shown in
Figure 2. Survivor centrality was related to greater distress, especially when positive valence
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was low. Thus, survivor centrality was only associated with negative outcomes when the
illness was viewed in less positive terms. The interaction did not predict positive affect,
quality of life, or benefit-finding.

Discussion
First, we examined the extent to which 10-year breast cancer survivors viewed having had
breast cancer as central to their self-concepts. Average scores on this measure indicated a
moderate amount of survivor centrality. This is consistent with the perspective that cancer is
not an acute event but a process that extends throughout the lifespan (14,15). Although
previous researchers have discussed the idea that some women are more likely than others to
define themselves in terms of having had breast cancer, this is the first study that has tried to
quantify this effect and attempted to identify determinants. In terms of who was more or less
likely to identify themselves in terms of having had breast cancer, with the exception of age,
no demographic variable was predictive. Younger women were more likely to define
themselves in terms of breast cancer survivorship, perhaps because there is a greater
incongruence between the experience of a life-threatening illness and a young age. Illness-
related variables associated with treatment or prognosis were not predictive. Even the
experience of a recurrence was not diagnostic of survivor centrality. Thus, we did not learn a
lot about who is more likely to define themselves in terms of cancer survivorship—but, it is
certainly not women who had a worse prognosis or women who are experiencing more
illness-related problems.

However, there were characteristic behaviors associated with survivor centrality. Women
who defined themselves in terms of their illness were more likely to engage in behaviors that
indicated that breast cancer was self-relevant, such as owning something with a pink ribbon
on it and involving themselves in breast cancer activities. In addition, women who said that
breast cancer was the most stressful thing that had ever happened to them (slightly less than
half of the sample) were more likely to define themselves in terms of their illness. Thus, we
established some construct validity for the concept of survivor centrality by showing that it
was linked to the self-report of behaviors that one would expect to reflect identifying with
having had breast cancer. Future research should continue to examine the concept of
survivor centrality to see how it changes over time. Is this a stable construct that is set in
motion after diagnosis, does it emerge with time, or does it fluctuate with other events in
one’s life?

Next, we examined whether survivor centrality had implications for well-being. Overall,
there was some evidence that greater survivor centrality was associated with poorer indices
of well-being. The one exception was benefit-finding. Women who scored higher in
survivor centrality were more likely to perceive that they had grown in positive ways from
the illness. The experience of personal growth from traumatic events does not necessarily
occur without the experience of psychological distress. Again, we remind the reader that
there is controversy in the literature as to whether reports of personal growth are actual or
illusory (41,52).

We also examined the valence that women attached to being a breast cancer survivor. The
majority of women viewed survivorship in positive terms, which is consistent with the
literature that shows women hold more positive views of cancer than laypersons (31).
However, there may have been some demand characteristics to reporting one’s views of
survivorship aloud to an interviewer. Positive valence was related to positive indices of
well-being. Future research should examine the source of illness valence. Interestingly,
valence was not related to specific medical variables—stage at diagnosis, type of surgery, or
even recurrence status. The valence one attaches to survivorship could be related to
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interactions with social network members or health care professionals, or even be a product
of exposure to the media as suggested by some researchers (32).

Importantly, and as predicted, for some outcomes the relation of survivor centrality to well-
being depended on illness valence. For negative affect and psychological distress, survivor
centrality was only associated with poor outcomes if the woman viewed the illness in less
positive (or more negative) terms. It is unclear why this interactive effect did not appear for
the other outcomes. The centrality by valence interaction is consistent with previous
research on stigma in general (42) as well as the specific work in the area of diabetes that
demonstrated this same finding (30). Identifying with a domain is only problematic if that
domain is associated with a stigma. Thus, knowing whether a women defines herself in
terms of survivorship—wears emblems related to breast cancer survivorship, commemorates
survivorship markers, and participates in survivorship activities—is not necessarily
indicative of problems coping with having had breast cancer or difficulties moving on with
life after the diagnosis and treatment of breast cancer. It is moreso that when these same
women view survivorship in negative terms that there may be psychological difficulties.

The research on cancer survivorship needs to continue to examine the centrality of having
had breast cancer to survivors’ self-concepts as well as whether survivorship is viewed in
positive or negative terms. This research will help us to understand the implications of
having had breast cancer for one’s self views and the implications of self-concept for quality
of life. Rather than focus on whether survivorship is associated with stigma at a societal
level, here we focused on whether the women themselves associate survivorship with
stigma. We note that viewing survivorship in more negative terms is not a proxy for illness
severity, as it was not the case that women who had more severe disease or who had
experienced a recurrence viewed the illness in more negative terms.

The question arises as to whether survivor centrality or the valence associated with
survivorship reflect stable personality traits, such as neuroticism, rather than responses to
illness. Although we did not measure neuroticism in this study, we did measure negative
affect at both study start and 10-year follow-up. Perhaps, somewhat surprisingly, illness
valence was unrelated to negative affect at either time of assessment. That is, those who
viewed cancer survivorship in more negative terms 10 years later were not the same people
who experienced more negative emotions. However, as noted in the results section, survivor
centrality was related to negative affect at 10-year follow-up. We also found that survivor
centrality was related to negative affect at baseline (r = .27, p < .001)--although it was not
related to changes in negative affect over time. Thus, the possibility exists that people who
experience more negative emotions are more likely to define themselves in terms of their
illness. Because the data are cross-sectional, we do not know if survivor centrality leads to
negative affect or a more stable personality trait related to negative affect drives survivor
centrality.

The findings from this research have implications for health care professionals who see
women over the course of diagnosis, treatment, and survivorship. Whether women seem to
be integrating cancer into their identities or separating it from the rest of their lives is only
partially diagnostic of adjustment difficulties. The women who may be at greatest risk for
psychological distress are those who have integrated breast cancer into their identities and
perceive the illness in negative terms. Therefore, when treatment is terminated and women
move on to the survivorship phase of illness, health care professionals should examine
women’s views of their situations whether they perceive survivorship in positive or negative
terms. Those who attach a negative label to survivorship may be at risk for psychological
distress. The question remains as to whether educational groups, peer support groups,
cognitive behavioral therapy, or other types of counseling can affect illness valence. Before
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such recommendations can be made, further research needs to be conducted on the sources
and malleability of survivor centrality and survivorship valence.
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Figure 1.
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Figure 2.
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Table 1

Descriptive Statistics on Demographic Variables (n = 240)

Age M = 58.58 (SD = 8.95)

Education 2.1% less than high school

32.3% high school graduate

25.1% some college

25.1% college graduate

15.5% post graduate school

Race 96% Caucasian

4% African American

.4% Hispanic

Marital status 69.2% married

10.4% single

10.4% divorced

3.8% separated

6.3% widowed

Work status 60% currently working

40% not working

Stage at diagnosis 31.3% stage I

65% stage II

3.8% stage III

Number of positive lymph nodes 1.63 (SD = 2.85)

Type of surgery 1.7% bilateral mastectomy

30% mastectomy

68.3% lumpectomy

Health status 80.4% no evidence of cancer

15.4% recurrent breast cancer

4.2% another type of cancer
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Table 2

Relations (Correlations) of Survivor Centrality and Valence to Well-Being Indices

Survivor Centrality Positive Valence

Negative Affect .20** −.05

Positive Affect −.01 .29***

Mental Functioning −.13* .05

Physical Functioning .01 .30***

Distress Index .31*** −.15*

Benefit-Finding .28*** .23***

*
Note: p < .05;

**
p < .01;

***
p < .001
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Table 3

Regression: Testing Interactions Between Survivor Centrality and Valence

Beta Change in R2 Total R2

Negative Affect

 Step 1:

  survivor centrality .22***

  positive valence −.07 .05 .05

 Step 2:

  survivor centrality .21**

  positive valence −.10

  centrality X valence −.13* .02 .06

Distress Index

 Step 1:

  survivor centrality .33***

  positive valence −.19** .12 .12

 Step 2:

  survivor centrality .32***

  positive valence −.22***

  centrality X valence −.13* .02 .14

*
Note: p < .05;

**
p < .01;

***
p < .001
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