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Background

Coping strategies used by women with breast cancer are vital for adjustment to their
disease. Whilst it is clear that factors such as age at diagnosis, social support and
ethnicity can influence coping mechanisms, there is currently no information about
whether breast reconstruction changes mechanisms of coping for such patients. The
aims of this study, therefore, were to determine how women who have had immediate
breast reconstruction and mastectomy cope, compared to those who have mastectomy
alone, and whether there are differences in coping mechanisms due to breast
reconstruction surgery.

Methods

A retrospective cohort study, using a standardised questionnaire called the Brief Cope
Scale. Inclusion criteria: all women who had had immediate breast reconstruction and
mastectomy in Shropshire from 2003 to 2014 for ductal carcinoma in situ or node
negative invasive breast cancer. Each patient was matched for year of diagnosis,
adjuvant therapy and age to one woman who had mastectomy alone.

Results

234 questionnaires were sent with a 58% response rate. Significantly more patients
from the reconstruction cohort coped by active coping (T value 1.66, P value 0.04)
compared to those in the mastectomy alone cohort. In contrast, significantly more
patients in the mastectomy alone cohort coped by active venting compared to the
reconstruction cohort (T value 1.71, P value 0.04).

Conclusion

This study indicates for the first time that breast reconstruction may alter coping
mechanisms in breast cancer survivors. Awareness of these coping mechanisms will
enable clinicians to provide appropriate, individualised support.
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Conclusion This study indicates for the first time that breast reconstruction may alter
coping mechanisms in breast cancer survivors. Awareness of these coping mechanisms
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Introduction

Breast cancer is the most common malignancy of women with 1.67 million new cases
diagnosed world-wide each year and is the most common cancer in the United Kingdom
[1]. Worldwide Breast Cancer survivors are the largest group of cancer survivors
accounting for 22% of an estimated 14.5 million cancer survivors [2]. In the UK there
are over 500,000 people alive today who have, or have had, a diagnosis of breast cancer
[3].

“Coping” is a dynamic process of both thoughts and behaviour by which individuals
manage the demand of stress. Coping mechanisms are an integral part of the cancer
survivorship pathway and have been shown to affect many aspects of a patient’s health.
Passive coping mechanisms such as avoidance have been shown to increase risk of
anxiety and depression and are strongly related to negative health behaviours that affect
diet, exercise, sleep and stress levels [4]. Similarly, maladaptive coping mechanisms
such as denial, self-blame and venting have been positively related to physical and
psychological distress levels [5]. In contrast, positive coping mechanisms such as
positive reappraisal have been shown to be associated positively with patient’s well-
being [6]. Coping styles in breast cancer survivors have shown to be affected by many
factors such as age at diagnosis, social support and ethnicity [7, 8, 9]. In particular,
immediate breast reconstruction at the time of mastectomy with preservation of the
breast form has been shown to be a positive influence on breast cancer patients [10].
This appears to affect both physical and emotional recovery [11], quality of life (QOL)

[12] and psychosocial functioning [13].
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There are currently no studies, however, to show whether immediate breast
reconstruction at time of mastectomy compared to mastectomy alone changes coping
mechanisms for breast cancer patients. The primary aim of this study, therefore, was to
conduct a prospective cohort study to see how women who have had immediate breast
reconstruction at time of mastectomy cope with breast cancer, compared to those who
have mastectomy alone. The secondary aim was to see if there was a significant

difference in coping styles due to breast reconstruction surgery.
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Methods

Ethics
This cohort study had the full approval of the National Research Ethic Committee

Wales REC4 Reference #14/WA/1174.

Inclusion criteria

The inclusion criteria for this study was all women who had had mastectomy with an
immediate breast reconstruction in Shropshire between 2003 and 2014 for either ductal
carcinoma in situ (DCIS) or invasive breast cancer which was node negative (invited
group 1). The principle exclusion criteria were: men, node positive cancer and
prophylactic mastectomy with breast reconstruction. Node positive cancer patients were
excluded as there is evidence which shows that they have very different coping

mechanisms because the cancer has spread and there is possibility of no cure.

Study design

Each index patient from invited group 1 was matched for year of diagnosis, adjuvant
therapy and age to one woman who had mastectomy alone for DCIS or breast cancer
which was node negative (invited group 2). If there was not a similar patient to match
to, the nearest equivalent patient in age or adjuvant therapy was used. Patients were
identified using either British Association Surgical Oncology (BASO) or the Somerset

Cancer Database.
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A standardised questionnaire, the Brief Cope Scale [14], was sent to the two cohorts.
This is an abbreviated version of the original Cope Inventory which was developed to
reduce the time burden of the original protocol and also omitted scales that were found
not to be important among breast cancer patients. It is a 28 point item and is rated by a
four-point Likert scale ranging from “I haven’t been doing this at all” (score one) to “I
have been doing this a lot” (score four). The Brief Cope Scale covers 14 dimensions,
with each dimension having two items.

The questionnaire was anonymised and sent out with a detailed information sheet
explaining the nature of the study. Participants, by returning the questionnaire, were
implicitly consenting to be involved in the study. Patients identified by BASO system
for inclusion in the study are termed invited groups 1&2 for reconstruction and
mastectomy respectively. Participants who responded are termed cohorts 1 &2 for
reconstruction and mastectomy respectively. Cohort demographics were assessed for
comparability using Chi-squared analysis. Mean scores for each different coping style
were calculated for each cohort and were compared using independent T-test analysis.
Using a power calculation, the aim was to achieve a 56% response rate which would

achieve a confidence level of 95% with a margin error of 5.5%.
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Results

Questionnaires were sent to a total of 234 patients: 117 in mastectomy and immediate
reconstruction cohort (invited group 1), and 117 in mastectomy alone cohort (invited

group 2).

Demographics and clinical characteristics of study population

The invited group’s demographics are summarised in Table 1. The mean age of the
reconstruction group was 50, with a range of 29 to 70. The mean age of the mastectomy
group was 52, with a range of 32 to 70. Invited groups were matched for both age and
year of diagnosis. The reconstruction group had significantly more patients with DCIS
47% (P=0.0006) and good prognostic tumours 7% (P=0.009), compared to mastectomy
group 25% and 1% respectively. The mastectomy group had significantly more patients

that had adjuvant therapy 73% compared to mastectomy group 50% (P= 0.0002).

Response rate and demographics of responders

The response rate of the study was 58% (136 patients, with 77 responses from the
reconstruction cohort 66% (Cohort 1) and 59 from the mastectomy cohort (Cohort 2)
51%). This response rate was of sufficient power to achieve expected confidence level

of 95% with a margin error of 5.5%.

Demographics of responders are summarised in Table 2. The mean age of the
reconstruction cohort was 52.4, with range 28-77, and the mean age of the mastectomy
cohort was 53.3, with range 31 to 75. The majority of patients for both cohorts were

White British or British/English.
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Two thirds (i.e. 66%) of responders in the reconstruction cohort were supported (i.e.
married or had a partner) and 72% of those in the mastectomy cohort were supported.

The two cohorts of responders were similar in age, ethnicity and social support.

Coping mechanisms

The mean scores for each coping mechanism for the reconstruction cohort and the
mastectomy alone cohort are presented in Table 3. For each of the fourteen coping
dimensions there were two items “I haven’t been doing this at all” (score one) to “I have
been doing this a lot” (score four), with range of scores from 2-8 for each coping style.
Common coping mechanisms for the reconstruction cohort were acceptance, active
coping and use of emotional support. Common coping mechanisms for the mastectomy
cohort were acceptance, use of emotional support and positive reframing. Significantly
more patients from the reconstruction cohort coped by active coping (T value 1.66 at P
value 0.04). Significantly less patients coped by active venting in the reconstruction
cohort compared to the mastectomy cohort; (T value 1.71 at P value 0.04). These
results suggest that breast reconstruction has a positive effect on coping styles of breast

cancer patients, allowing higher levels of active coping and lower levels of venting.

Several factors, including age and social support, have been associated with differences
in coping styles [4, 7, 8]. We were interested, therefore, to determine whether there are
differences in coping styles between the mastectomy alone and the reconstruction
cohort that relate to these two factors. When the data were analysed according to
whether patients were supported or not, we found that significantly more patients in the
supported group who had breast reconstruction coped by active coping compared to the

mastectomy cohort (T value =2.28 P = 0.01).
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To assess whether age is related to any differences in coping styles, each cohort was
split into two groups: a younger group (aged less than 49 years old) and an older group
(aged more than 49 years old) (Table 4 and 5). Significantly more patients in the
younger age group from the mastectomy cohort used either behavioural disengagement
or emotional support as coping mechanisms (T value 1.86 at P value 0.03 and T value
1.97 at P value 0.02, respectively), compared to the younger age group from the
reconstruction cohort. Both of these coping styles are thought to represent types of
maladaptive psycho-social adjustment [4, 5]. In the older age groups, significantly more
patients in the reconstruction cohort used active coping than the mastectomy cohort (T

value 1.88 at P value 0.03).
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Discussion

Both mastectomy and breast reconstruction have been shown to have individual effects
on every aspect of a breast cancer survivors psychosocial adjustment from QOL to the
ability of a patient to return to normal life [10, 11, 12, 13]. For the first time this study

presents evidence to suggest that coping styles may be similarly affected.

Common coping styles

This study has shown that common coping mechanisms for both the immediate
reconstruction cohort and the mastectomy alone cohort were acceptance and the use of
emotional support. Similarly, a meta-analysis of 11,948 breast cancer patients found
that acceptance (i.e. facing the reality even if it does not fit one’s expectations or
desires, and the willingness to deal with this reality) was used as a primary coping

mechanism and was associated with higher well-being and health [15].

Use of emotional support as a primary coping mechanism (i.e. talking to friends to
discuss emotions and seeking moral support) also correlates with findings in the
literature [16, 17]. This coping mechanism has been shown to be associated with better
health status, and lower psychological distress [18].The other common coping
mechanism within the mastectomy cohort was positive reframing. This coping style
works to manage distressed emotions rather than dealing with the immediate stressor.

Positive reframing has been shown to promote higher well-being and health [15].

10
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The effect of breast reconstruction on coping mechanisms

Within our study we found that a larger number of patients who had undergone
immediate breast reconstruction coped by active coping (a positive coping style) and
significantly less by venting (a negative coping style), compared to the mastectomy
alone cohort. Venting, as an emotional coping strategy, results in focus on the distress
that is being experienced and venting of feelings. Venting has been shown to be the
greatest predictor of emotional distress [5] and has been shown to prevent adjustment to
diagnosis with increased levels of anxiety and depression [19]. Active coping strategies
involve an awareness of the stressor, followed by attempts to reduce any associated
negative outcome, and have been shown to improve QOL and well-being in all types of
cancer survivors including breast [20], ovarian [21] and prostate cancer [22]. It is also
an important form of coping in other forms of reconstruction, such as for total nasal
defects following radical tumour resection [23] and skin graft reconstruction for severe
burns injury [24]. It is not unsurprising, therefore, that this is the predominant coping
style within the reconstruction cohort, as breast reconstruction reduces the impact of the
loss of breast form and associated effects on the patient’s identity. This reinforces the
importance of this study by highlighting how individual treatments can alter coping

mechanisms of the patient.

11
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Age differences and coping mechanisms

The results from this study indicate that common coping mechanisms in the younger
responders from the mastectomy alone cohort are behavioural disengagement and the
use of emotional support. It has been shown previously those patients who survive
cancer at a younger age struggle more with their diagnosis due to the implications on

life goals and subsequent roles in life [7].

Behavioural disengagement is a form of avoidance where the participant withdraws or
does not engage in any actions in order to cope. Thus, young women who are diagnosed
with breast cancer and need a mastectomy struggle to cope and do so by disengagement.
This type of coping has been shown to be consistently associated with poor adjustment

to cancer diagnosis [15].

The other common coping style of the younger mastectomy cohort was the use of
emotional support. This is a common coping style in breast cancer survivors and has
been shown to be predicted by uncertainty in illness [16, 17]. This finding would
certainly fit with our study as there is a recognised increase in uncertainty for patients
diagnosed at younger age with changing life goals and roles. In contrast, older patients
in our study commonly coped by active coping. Older patients are thought more likely
to anticipate the onset of chronic illness in their advancing years and they are more
likely to have achieved life goals. Thus, as concluded by Costanzo (2009, p.147), “age
appeared to confer resiliency; older survivors were more likely than younger adults to

show psychosocial functioning”.

12
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Social support and coping mechanisms

Supported patients (e.g. those married or living with a partner) in the reconstruction
cohort also coped more by active coping. Social support has been shown to be an
important factor in determining coping styles. For example, emotional support in the
form of husband/wife, partner, or friends has been shown to have the strongest
relationship with positive coping styles such as active coping [8]. This is also supported
by a study that showed that cancer survivors who have perceived high levels of social
support tend to choose active coping strategies and have more positive changes in their

health behaviours [4].

Potential limitations

It has been shown that scores on coping with cancer can vary over time [25]. A
limitation of the current study, therefore, is that it included patients diagnosed over an
eleven year period. Though patients were matched for year of diagnosis it is possible
that they may have not responded to questions on how they coped at the time of
diagnosis but how they are coping currently. In the future, it will be important to
compare coping at more than one time interval point, to look at the stability of coping

mechanisms over time.

Non-responder bias is another potential limitation in questionnaire cohort research. It
may be, for example, that the non-responders were struggling to cope and felt unable or
unwilling to respond, and so we may have missed an important finding. Due to the
anonymity of responders, we cannot delineate the demographics of the non-responders,
apart from acknowledging a higher non response rate in the mastectomy cohort than the

reconstruction cohort, with 50% and 35% respectively.
13
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In particular, we do not know the tumour type the responders have as this was not
included within the questionnaire. However, as reasoned above, this research study was
sufficiently powered and thus we can be confident that we have a representative

response from each cohort.

In this research study there was significant variability between the two invited groups
and tumour types (Table 1), in that more patients in the reconstruction cohort had DCIS
than invasive breast cancer. One of the main reasons for this is that better prognosis
tumours are less likely to need adjuvant therapy such as chemotherapy and these
patients are more likely to be considered suitable for breast reconstruction. This is an
expected difference as patients who have mastectomy for DCIS usually don’t need
adjuvant therapy such as radiotherapy and thus are very suitable candidates for
reconstruction. Similarly, those less common tumours such as papillary and tubular
which have better prognosis were more common in the reconstruction cohort.
Subsequently, significantly more patients in the mastectomy cohort had ductal
carcinoma and lobular carcinoma. Other published research shows similar variability

between surgical groups [26, 27].

In our study the mastectomy cohort had significantly more patients who had
chemotherapy and this is because patients and surgeons may choose to opt for
mastectomy alone if adjuvant therapy will be required to make sure recovery for breast
reconstruction does not delay this therapy. Indeed, not having neo-adjuvant treatment

has been shown to be a predictor of immediate breast reconstruction [28].
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Though chemotherapy has been shown to effect coping styles [29], there is growing
evidence that this only occurs in a third of cancer survivors with many patients having
cognitive deficits following surgery prior to starting any adjuvant therapy [30]. Thus,
we have reason to explain the variability within our cohorts and in context with the
evidence of the literature it may not necessarily represent a confounding factor to our

results.

Future research

Though the work presented here has shed some light on coping mechanisms in breast
cancer survivors, there is much scope for future work on this important research topic.
To increase the generalisability of the results, a large multi-centre prospective cohort
study of breast cancer patients with immediate reconstruction and mastectomy or
mastectomy alone should be conducted to include representation from both urban and
rural populations. By capturing a wider range of demographic data such as age,
ethnicity, social support (marital status and social network), religion, socio-
demographic characteristics: education level, family income, tumour type, and adjuvant
therapy; chemotherapy, radiotherapy, Herceptin or hormone therapy, a more detailed
analysis could be conducted to gain further insights into the complex issues that may
influence coping mechanisms. It would also be important to look at whether reasons
that might preclude breast reconstruction such as existing co-morbidities and if surgical
outcome from reconstruction also have influence. In addition, quality of life measures,
along with data from anxiety and depression scales could potentially highlight any
neuropsychological deficits related to coping styles. The stability of coping mechanisms
could be determined by longitudinal analysis of Brief Cope Scale data at (for example),

time of diagnosis, twelve months and five years.
15
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Conclusion

This study presents the first evidence to suggest that breast reconstruction alters coping
mechanisms and styles in breast cancer patients. In particular, breast reconstruction
appears to alter coping mechanisms in breast cancer survivors by allowing less venting
coping style and more active coping. Older patients and those with social support cope
with more positive coping styles such as active coping, while younger patients tended to
struggle and cope with maladaptive styles such as behavioural disengagement.
Understanding how breast surgery, in particular breast reconstruction, changes coping
mechanisms will allow clinicians to understand cancer survivorship in breast cancer
patients and helps to inform individualised care plans and needed support. Further

research is needed on this important issue.

16



©CO~NOOOTA~AWNPE

378

379

380

381

382

383

384

385

386

387

388

389

390

391

392

393

394

395

396

Conflicts of interest and project finance
There are no conflicts of interest to be declared. All the finance for this project was
provided by the Chief Investigator. Keele University provided the insurance for this

research project.

17



©CO~NOOOTA~AWNPE

397

398

399

400

401

402

403

404

405

406

407

408

409

410

411

412

413

414

415

416

References

1. Globocan International Agency for Research on Cancer. World Health Organisation

2012

2. Densantis CE, Lin CC, Mariotto AB et al Cancer treatment and survivorship

statistics. Cancer J Clin. 2014; 64:252-271

3. NICE 2012

4. Park C, Edmondson D, Fenster J, Blank T Positive and negative health behaviour
changes in cancer survivors: A stress and coping perspective. Journal of Health

Psychology 2008; 13:1198-1206

5. Bussell VA, Naus MJ. A longitudinal Investigation of Coping and Posttraumatic

growth in Breast cancer survivors. Journal of Psychosocial Oncology 2010; 28: 61-78

6. Carver CS, Antonio MH. Finding benefit in breast cancer during the year after
diagnosis predicts better adjustment 5 to 8 years after diagnosis. Health Psychology

2004; 23: 595-8

7. Costanzo ES, Ryff CD, Singer BH. Psychological adjustment among cancer
survivors: Findings from a national survey of health and well-being. Health Psychology

2009; 2: 147-156

8. Helgsen VS, Cohen S. Social support and adjustment to cancer: Reconciling
descriptive, correlational and intervention research. Health Psychology 1996; 15: 135-

148

18



©CO~NOOOTA~AWNPE

417

418

419

420

421

422

423

424

425

426

427

428

429

430

431

432

433

434

435

436

437

438

9. Henderson PD, Fogel J, Edwards Q T. Coping strategies among African American
Women with Breast Cancer. Southern Online Journal of Nursing Research 2003; 3(4):

1-23

10. National Mastectomy and Breast Reconstruction Audit Annual Report (2011)

11. Spector DJ, Mayer DK, Knafl K, et al Women’s Recovery Experiences after Breast

Cancer Reconstruction Surgery. Journal of Psychosocial Oncology 2011; 29:664-676

12. Parker PA, Youssef A, Walker S et al Short-Term and Long-Term Psychosocial
Adjustment and Quality of Life in Women Undergoing Different Surgical Procedures

for Breast Cancer. Annals of Surgical Oncology 2007; 14(11):3078-3089

13. Al-Ghazal S K, Fallowfield L, Blamey RW. Comparison of psychological aspects
and patient satisfaction following breast conserving surgery, simple mastectomy and

breast reconstruction. European Journal of Cancer 2000; 36: 938-1943

14. Carver CS. You want to measure coping but your protocol’s too long: Consider the

Brief COPE. International Journal of Behavioural Medicine. 1997; 4: 92-100

15. Kvillemo P, Branstrom R. Coping with Breast Cancer: A Meta-Analysis. PL0S

ONE 2014; 9(11): e112733. doi:10.1371/journal.pone.0112733

16. Mukwato KP, Mweemba P, Makukula MK et al Stress and coping mechanism
among breast cancer patients and family caregiver: a review of literature. Medical

Journal of Zambia 2010; 37(1): 40-45

17. Anusasananun B, Pothiban L, Kasemkitwatana S, et al Coping Behaviours and
predicting factors among Breast Cancer survivors during each Phase of Cancer

Survivorship. Pacific Rim International Nursing Research. 2013; 17 (20):148-166

19



©CO~NOOOTA~AWNPE

439

440

441

442

443

444

445

446

447

448

449

450

451

452

453

454

455

456

457

458

459

18. Stanton AL, Danoff-Burg S, Cameron CL et al Emotionally Expressive Coping
Predicts Psychological and Physical Adjustment to Breast Cancer. Journal of Consulting

and Clinical Psychology 2000; 68 (5): 875-882

19. Elshestawy EA, Abo-Elez WF, Ashour HS et al Coping Strategies in Egyptian

Ladies with Breast Cancer Breast Cancer (Auckland) 2014; 8:97-102

20. Maners A, Champion VL. Coping and quality of life outcomes in younger breast

cancer survivors. Western Journal of Nursing Research 2011: 3398:1106-1107

21. Canada AL, Parker PA, Demoor JS et al Active coping mediates the association
between religion/spirituality and quality of life in ovarian cancer. Gynaecologic

Oncology. 2006; 101(1):102-107

22. Roesch SC, Adams L, Hines A. et al Coping with Prostate Cancer: A Meta-Analytic

Review 2005; 28 (3):281-293

23. Moolenburg SE, Mureau MA, Versnel SL et al The impact of nasal reconstruction
following tumour resection on psychosocial functioning, a clinical-empirical

exploration. Psycho-Oncology 2009; 18 (7):747-752

24. Amoyal NR, Mason ST, Gould NF et al Measuring Coping Behaviour in Patients
with Major Burn Injuries: A Psychometric Evaluation of the BCOPE Journal Burn Care

& Research 2011;32:392-398

25. Ferreo J, Baretto M P, Toledo M. Mental adjustment to cancer and quality of life in

breast cancer: An exploratory study. Psycho-Oncology 1994; 3:223-232

20



©CO~NOOOTA~AWNPE

460

461

462

463

464

465

466

467

468

469

470

471

472

473

474

475

476

477

478

479

480

481

26. Benediktsson KP, Perbeck L. Survival in breast cancer after nipple-sparing
subcutaneous mastectomy and immediate reconstruction with implants: A prospective
trial with13 year’s median follow-up in 216 patients. European Journal of Surgical
Oncology 2008; 34:143-148

27. Romics L, Chew BK, Weiler-Mithoff E et al Ten-year follow-up of skin-sparing
mastectomy followed by immediate breast reconstruction. British Journal of Surgery

2012; 99:799-806

28. Roder D, Zorbas H, Kollias J et al Factors predictive of immediate breast
reconstruction following mastectomy for invasive breast cancer in Australia. Breast

(Edinburgh, Scotland) 2013; 22(6):1220-1225

29. Hervantin R, Sperlich S, Koch-Giesselmann H. Variability and stability of coping

women with breast cancer Support Care Cancer 2012, 20:2277-2285

30. Cimprich B, Reuter-Lorenz P, Nelson J et al Pre-chemotherapy alterations in brain
function in women with breast cancer. Journal of Clinical and Experimental

Neuropsychology 2010; 3:324-331

in

21



Table

Table 1 Demographics of invited groups

Reconstruction invited Mastectomy invited Statistic
group group

Age 50.2 (range 29-66) 51.7 (range 32-70) T value 1.39 P=0.08
Year of Diagnosis

2003 5 5

2004 3 3

2005 4 4

2006 4 4

2007 4 4

2008 3 3

2009 13 13

2010 13 13

2011 21 21

2012 14 14

2013 16 18

2014 17 15*
Pathology
DCIS 55 30 y>=11.6 P=0.0006
Ductal cancer 45 67 ¥*=8.29 P=0.004
Lobular cancer 8 19 ¥?=5.07 P=0.02
Other 9 1 x> =6.69 P=0.009
Adjuvant therapy
None 59 31 ¥ =14.2 P=0.0002
Hormone therapy 30 30 > =0 P=1
Hormone therapy 4 13 ¥%=5.14 P=0.02
and radiotherapy
Chemotherapy and 24 43 ¥* =7.55 P=0.006
other adjuvant
therapy
Total 117 117

Significant results at P<0.05 Highlighted in purple
*No suitable patients in 2014 to match so two extra patients from 2013 included
** Other (Adenocarcinoma, Medullary, Papillary, Tubular)



Table 2 Demographics of responders

Reconstruction Mastectomy cohort Statistic
cohort (Cohort 1) (Cohort 2)

Age 52.4 (range 28-77) 53.3 (range 31-75) T value 0.44 P =0.32
Ethnic group

White British 55 46

British/English 12 11

Black Caribbean 2 0

Chinese 1 0

White European 1 0

Not recorded 6 2

Marital Status

24 17 x> =0.024 P0.877
Single 6 7
Divorced 15 8
Widowed 3 2
51 42
Married 45 36
Partner 6 6
Not recorded 2 0
Total 7 59

Table 3 Mean scores for coping styles of responders

Coping Style Reconstruction Mastectomy cohort Statistic

cohort
Self-distraction 4.83 4.81 T value 0.05 p=0.48
Active coping 5.49 4.90 T value 1.88 P<0.04
Denial 3.12 3.29 T value 0.57 p=0.25
Substance use 2.79 2.81 T value 0.09 P=0.46
Use of emotional 521 5.26 T value 0.13 p=0.45
support
Use of instrumental 4.16 4.33 T value 0.51 p=0.30
support
Behavioural 2.63 2.74 T value 0.53 P=0.30
disengagement
Venting 3.29 3.79 T value 1.71 p<0.04
Positive reframing 4.96 5.00 T value 0.64 P=0.26
Planning 4.65 4.88 T value 0.97 p=0.16
Humor 4.56 4.93 T value 0.03 P=0.49
Acceptance 6.72 6.84 T value 0.03 P=0.49
Religion 3.01 3.00 T value 0.04 p=0.48
Self-blame 3.51 3.16 T value 1.16 P=0.12

Significant results at P<0.05 Highlighted in purple



Table 4 Means scores for Coping styles in younger age group <49

Coping Style

Reconstruction
cohort

Mastectomy cohort

Statistic

Self-distraction
Active coping
Denial

Substance use

Use of emotional
support

Use of instrumental
support
Behavioural
disengagement
Venting

Positive reframing
Planning

Humor
Acceptance
Religion
Self-blame

5.17
5.39
3.22
3.04
4.57

3.91

2.52

3.65
5.35
4.57
491
6.26
2.74
3.91

5.81
5.38
3.13
2.75
5.75

4.75

3.38

4.19
5.19
4.93
5.06
7.06
3.13
3.44

T value 1.13 p=0.13
T value 0.03 p=0.49
T value 0.19 p=0.43
T value 0.58 p=0.28
T value 1.97 p<0.02

T value 1.37 p=0.09
T value 1.86 p<0.03

T value 0.94 p=0.18
T value 0.25 p=0.40
T value 0.68 p=0.25
T value 0.20 P=0.42
T value 1.48 P=0.07
T value 0.78 P=0.22
T value 0.73 P=0.23

Significant results at P<0.05 Highlighted in purple

Table 5 Mean scores for Coping Styles in older age group 49 or older

Coping style

Reconstruction
cohort

Mastectomy cohort

Statistic

Self-distraction
Active coping
Denial

Substance use

Use of emotional
support

Use of instrumental
support
Behavioural
disengagement
Venting

Positive reframing
Planning

Humor
Acceptance
Religion
Self-blame

4.67
5.54
3.08
2.67
5.5

4.27

2.67

3.13
4.79
4.69
4.4

6.92
3.13
3.33

4.43
4.71
3.36
2.83
5.07

4.17

2.5

3.64
4.93
4.86
4.88
6.76
2.95
3.05

T value 0.60 P=0.27
T value 1.88 P<0.03
T value 0.74 P=0.23
T value 0.50 p=0.31
T value 1.02 P=0.16

T value 0.27 P=0.40
T value 0.73 P=0.23

T value 1.51 P=0.07
T value 0.32 P=0.37
T value 0.39 P=0.36
T value 1.07 P=0.14
T value 0.49 P=0.31
T value 0.51 P=0.30
T value 0.84 P=0.21

Significant results at P<0.05 Highlighted in purple
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