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Purpose/Objectives: To determine differences in psychological distress, symptoms, coping
capacity, and coping abilities among African American (AA) women with triple-negative
breast cancer (TNBC) and non-TNBC and to explore differences in relationships among
these variables.

Design: A prospective, descriptive, comparative, and correlational design.
Setting: Johns Hopkins Hospital in Baltimore, Maryland.
Sample: 30 AA women with breast cancer.

Methods: Patients completed questionnaires during chemotherapy. The Transactional
Model of Stress and Coping was used to guide the research.

Main Research Variables: Psychological distress, symptoms, coping capacity, and coping
ability.

Findings: Patients with non-TNBC reported more intense present total pain, nausea and
vomiting, better emotional functioning, lower cognitive functioning, use of significantly
more prayer and hope, and more coping self-statements. A lower coping capacity score
was associated with psychological distress in the TNBC group at midpoint and in both
groups at completion of chemotherapy treatment. Patients in both groups used a higher
level of positive religious coping.

Conclusions: AA women with TNBC and non-TNBC might benefit (reduced psychological
distress and improved coping skills) from receiving a comprehensive psychological care
program. The findings can be incorporated and tested in a comprehensive coping strategy
program.

Implications for Nursing: Nurses should work closely with AA women with breast cancer
undergoing chemotherapy to help them identify and consciously use coping strategies
associated with increased coping capacity.

riple-negative breast cancer (TNBC) is a serious form of breast cancer
that occurs more frequently in younger African American (AA) women
(Susan G. Komen, 2012). Although women diagnosed with TNBC can
be successfully treated, they have a poorer prognosis than women
diagnosed with non-TNBC because metastasis is often involved (Dent

et al., 2009; Foulkes, Smith, & Reis-Filho, 2010; National Cancer Institute, 2017).
Breast cancer incidence rates are markedly higher in Caucasian women aged
60-84 years. However, AA women aged younger than 45 years have a higher
rate of breast cancer and are more likely to die from it (American Cancer So-
ciety, 2015). In addition, AA women are more likely to die within seven years
of TNBC diagnosis compared to non-Hispanic Caucasian and Asian women
(Newman et al., 2006).
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Researchers suggest that psychological distress
(depression, anxiety, emotional and cognitive function-
ing) and symptoms (pain, fatigue, nausea and vomit-
ing) are the most common distressing adverse effects
experienced by women treated for breast cancer with
IV chemotherapy (Henderson et al., 2012) and that
coping strategies are beneficial to the emotional and
spiritual well-being of these women (Helgeson, Snyder,
& Seltman, 2004; Silva, Crespo, & Canavarro, 2012).
Psychological distress and burdensome symptoms in
AA women with breast cancer have negative effects on
emotional and cognitive functioning (Gaston-Johansson
et al., 2015). The negative effects experienced by AA
women with breast cancer during chemotherapy may
be reduced by teaching them how to cope effectively
and avoid poor or negative coping behaviors or strate-
gies. Research has shown that a comprehensive coping
strategy program (CCSP) composed of preparatory
information, cognitive restructuring, broad coping
strategies, and relaxation with guided imagery may be
helpful to women dealing with breast cancer (Gaston-
Johansson, Fall-Dickson, Nanda, Sarenmalm, Browall,
& Goldstein, 2013). Given the higher incidence of TNBC
and shorter life span (death at every age and within
seven years of diagnosis) among AA women compared
to non-Hispanic Caucasian and Asian women (Ameri-
can Cancer Society, 2015), AA women may benefit from
learning how to increase their coping capacity, spiri-
tual well-being, and use of helpful coping strategies,
to descrease psychological distress and distressing
symptoms.

However, no studies could be found that focused on
a comprehensive psychological/coping approach to
help AA women with TNBC improve coping capacity,
spiritual well-being, and emotional and cognitive func-
tioning to better cope with psychological distress and
symptoms; or that examined the relationship between
coping capacity and coping strategies, religious coping,
and spiritual well-being associated with breast cancer
and chemotherapy treatment (Huo et al., 2009; Stead et
al., 2009). In addition, little is known about whether cop-
ing capacity and coping abilities during chemotherapy
treatment differ among AA women diagnosed with
TNBC versus AA women diagnosed with non-TNBC.
Tailoring an already tested comprehensive coping strat-
egy program to the needs of AA women with TNBC will
assist them in dealing with breast cancer.

The purpose of this pilot study was to determine
(a) differences in psychological distress (anxiety,
depression, total distress, emotional and cognitive
functioning), symptoms (pain, fatigue, nausea and
vomiting), and coping capacity, and (b) differences
in coping capacity and coping abilities (strategies, ef-
fectiveness, religious) and spiritual well-being among
AA women with TNBC and non-TNBC.
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Literature Review
Psychological Distress and Symptoms

Women diagnosed with breast cancer and treated
with chemotherapy experience substantial psycho-
logical distress (depression, anxiety, emotional and
cognitive functioning) and symptoms (pain, fatigue,
nausea and vomiting) that can have lasting negative
physiologic consequences (Jean-Pierre et al., 2007;
Kenne Sarenmalm, Browall, & Gaston-Johansson,
2014; Paice & Ferrell, 2011). The psychological dis-
tress and burdensome symptoms experienced by
AA women have negative effects on emotional and
cognitive functioning (Gaston-Johanssson et al.,
2015). A strong coping capacity has been associated
with lower psychological distress and symptoms,
and a weaker coping capacity may negatively affect a
person’s ability to cope effectively with psychological
distress (Anke, Damsgard, & Rge, 2013).

Coping Capacity

The Transactional Model of Stress and Coping de-
scribes the process in which individuals evaluate and
respond to stress. An individual’s coping capacity
(mechanisms used to deal with a stressful event or
stressor) is strongly related to mental health and leads
to the use of coping strategies and healthy behaviors
(Antonovsky, 1987). According to Folkman and Laza-
rus (1980) and Lazarus and Folkman (1984), cognitive
primary appraisal is used to evaluate a situation and
its significance, such as how stressful a situation is. A
secondary appraisal, an assessment of a person’s cop-
ing resources and options, addresses what one can do
to resolve a stressful situation (Cohen, 1984). Coping is
defined as the use of cognitive and behavioral efforts
to lessen and control the effects of stress. According
to Antonovsky (1987), sense of coherence is a person’s
capacity to use coping mechanisms when faced with a
stressor and is helpful in explaining how some people
become ill under stress and others stay healthy. Sense
of coherence is strongly related to mental health.
Antonovsky’s (1987) definition of sense of coherence
describes a person’s coping capacity. In the current
study, “coping capacity” is used instead of “sense
of coherence.” Antonovsky (1987) claimed that the
way people relate to their life influences their health.
Coping capacity has three components: (a) compre-
hensibility, defined as the belief that what happens in
life is rational, predictable, and understandable; (b)
manageability, defined as the belief that resources
are adequate and at one’s disposal to help resolve dif-
ficulties as they arise; and (c¢) meaningfulness, defined
as seeing adversity as a challenge that is worthy of
engagement. Coping capacity is an adaptive response
that may be important in the future development of
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tailored interventions. In this regard, a person’s coping
capacity is more than just a coping approach; it leads a
person to engage in coping strategies and healthy be-
haviors (Gaston-Johansson, Haisfield-Wolfe, Reddick,
Goldstein, & Lawal, 2013), and people may potentially
be taught to do so. According to Antonovsky (1987),
individuals with a stronger coping capacity, despite
extremely challenging circumstances, can effectively
handle psychological stress (anxiety and depression)
and symptoms and protect their health.

Coping capacity is hypothesized to be a stable trait
(Antonovsky, 1987). However, longitudinal studies
have yielded mixed results regarding coping capac-
ity stability, with some studies showing a decrease
in coping capacity following psychological distress
(Ferguson, Brown, Taylor, & Davis, 2016; Snekkevik,
Anke, Stanghelle, & Fugl-Meyer, 2003). Others have
shown that mindfulness-based stress reduction can
increase patients’ coping capacity and reduce dis-
tress (Matousek & Dobkin, 2010; Shapiro, Bootzin,
Figueredo, Lopez, & Schwartz, 2003).

Coping Abilities

Many cognitive and behavior strategies are used to
manage internal and external demands on the body
(Lazarus & Folkman, 1984). Women with breast cancer
are challenged to cope with a variety of stressors, such
as anxiety, depression, and emotional distress and
symptoms, during chemotherapy. AA women have
been compared to Caucasian women, and some differ-
ences exist in the use of coping strategies. AA women
have been found to use more coping strategies (Gaston-
Johansson et al., 2013) and more catastrophizing, posi-
tive self-statements, praying, hoping, increased behav-
ior activities, and diverting of attention (Henderson,
Fogel, & Edwards, 2003). The current authors found no
studies that compared the differences in coping capac-
ity and the use of coping strategies among AA women
diagnosed with TNBC versus non-TNBC.

Religious coping refers to aspects of organized activi-
ties, worship, or practice (Jenkins & Pargament,1988).
Religious coping can influence adjustment to illness
by providing emotional comfort, hope, and a sense of
purpose and meaning (Johnson & Spilka, 1991) and has
been associated with better quality of life (Tarakesh-
war et al., 2006). In a study by Buck and Meghani
(2012), AA women reported “that prayer was powerful,
life changing, and signified a direct connection to God”
(p. 8). Prayer helped AA women get through their ill-
ness, offered distraction from their pain, and brought
them inner peace (Buck & Meghani, 2012). Gaston-
Johansson, Haisfield-Wolfe, et al. (2013) found that AA
women with breast cancer used a high level of positive
religious coping and that negative religious coping was
associated with increased anxiety and increased use of
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catastrophizing, as well as decreased use of positive
self-statements and less spiritual well-being. To the
current authors’ knowledge, no studies have explored
the differences between AA women with TNBC and
non-TNBC in regard to psychological distress, symp-
toms, and aspects of religious coping essential for an
evidence-based CCSP (Gaston-Johansson, Fall-Dickson,
et al., 2013) tailored to address the specific needs of AA
women with TNBC.

Spiritual well-being has been defined as the way in
which people understand their lives in view of their
ultimate meaning and value (Koenig, McCullough, &
Larson, 2001) and is an inner resource that is used
to cope with major stressors associated with breast
cancer. Coping capacity has been positively related
to spiritual well-being, and studies suggest that a rela-
tionship with God provides a consistent and reliable
source of support (Gallia & Pines, 2009; Gibson, 2003;
Hamilton, Powe, Pollard, Lee, & Felton, 2007; Holt et
al., 2009; Levine, Yoo, Aviv, Ewing, & Au, 2007; Mullen,
Smith, & Hill, 1994). Faith in God has been reported
by AA breast cancer survivors as an important coping
mechanism; they felt that their breast cancer experi-
ence was guided by God (Torres, Dixon, & Richman,
2016). A study by Best et al. (2015) examining self-rated
health in AA cancer survivors revealed that spiritual-
ity had positive effects on physical distress; greater
peace in cancer survivors was significantly associated
with lower physical and emotional distress in AAs. A
qualitative study by Adams et al. (2017) showed that
AA women with breast cancer viewed spirituality and
religion as important contributors to acceptance and
coping with cancer. The positive aspects of spiritual
coping among AA women with breast cancer include
enhanced coping, decision making, inner strength, and
better psychological well-being (Gibson & Hendricks,
2006). A strong spiritual base is viewed as critical for
survivorship among AA women with breast cancer
(Davis, Myers, Nyamathi, Lewis, & Brecht, 2016).

Methods

Design and Sample

A prospective, descriptive, comparative, and corre-
lational design was used in this pilot study to compare
AA women with TNBC and AA women with non-TNBC.
The Transactional Model of Stress and Coping by
Lazarus and Folkman (1984) was used to guide this
research. Institutional review board approval from
Johns Hopkins Institutional Review Board was ob-
tained, and participants were recruited consecutively
from Johns Hopkins Hospital in Baltimore, Maryland;
Johns Hopkins Bayview Medical Center in Balti-
more; and Suburban Hospital in Bethesda, Maryland,
after they were scheduled for chemotherapy. After
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consulting with comprehensive cancer centers (recruit-
ment sites), a sample size of 30 participants was deter-
mined to be a realistic and achievable goal for recruit-

TABLE 1. Sample Characteristics by Group

TNBC Non-TNBC
(N=13) (N=17)

Characteristic X sD X SD
Age (years) 52.61 8.74 52.82 11.45
Comorbidities 153 112 2 1.36
Characteristic n n
Average yearly income ($)?

Less than 50,000 4 7

More than 50,000 8 10
Breast cancer stage®

| 2 3

] 8 9

] 3 3

v - 1
Diagnosis of diabetes

Yes 2 1

No 11 16
Diagnosis of hypertension

Yes 10 12

No 3 5
Education completed

High school 1 2

Some college 3 6

College graduate 6 6

Graduate degree 3 3

Received care from a mental
health professional in the past

five years?®
Yes 1 2
No 10 14
Used coping strategies in the
past year®
Yes 2 6
No 9 10

Practiced relaxation
techniques in the past year®

Yes 2 4

No 9 12
Martial status

Married 7 6

Single 5 6

Divorced 1 5
Occupation

Professional 9 8

Technical 1 2

Retired or other 3 7
Religion?

Protestant 9 11

Catholic 2 1

Jewish - 1

Other 2 3
Work status

Full-time 10 9

Part-time - 1

Unemployed 3 7

2N values do not total because some data are missing.
TNBC—triple-negative breast cancer
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ing and collecting data during a 12-month period. Data
were collected from a convenience and consecutively
selected sample of 30 adult AA women who met the fol-
lowing inclusion criteria: women aged 18 years or older
diagnosed with breast cancer who were scheduled to
receive chemotherapy of any combination. The only
exclusion criterion was confusion or inability to follow
the instructions to complete the questionnaire.

Instruments

Data were collected and documented on a demo-
graphic form. The authors used the Charlson Comor-
bidity Index, which assigns a score for the existence of
comorbid conditions and one-year mortality, to collect
information about the presence of specific diseases
(Charlson, Szatrowski, Peterson, & Gold, 1994). Ratings
were quantified according to the age of the patient if
older than 40 years and associated disease, with scores
ranging from 0-40. The demographic form took about
three minutes to complete.

Psychological Distress

The Hospital Anxiety and Depression Scale (HADS)
is a 14-item instrument developed to detect depres-
sion and anxiety symptoms (Bjelland, Dahl, Haug, &
Neckelmann, 2002; Zigmond & Snaith, 1983). Of 14
items on the HADS, 7 are specific to anxiety and 7 are
specific to depression. Each response is scored on
a four-point Likert-type scale (0-3). Potential scores
are also weighted on a subscale ranging from 0 (no
symptoms) to 21 (numerous and severe symptoms).
HADS scores for each subscale are defined as follows:
11-21 (cases), 8-10 (suggestive of possible cases),
and 0-7 (non-cases). The HADS takes about two to
five minutes to complete. Cronbach alphas are 0.93
for anxiety and for 0.9 for depression (Bjelland et al.,
2002). In the current study, the Cronbach alphas were
0.89 for anxiety and 0.98 for depression.

Symptoms

Pain intensity was measured and described with the
Pain-O-Meter (POM), which was developed and tested
in patients with cancer to assess total present pain.
The POM is a self-administered pain assessment tool.
Alist of 15 sensory and 11 affective word descriptors
are used to describe the pain. Each word descriptor
is assigned an intensity value that ranges from 1-5. A
present pain intensity score is calculated for the sen-
sory (0-36) and affective (0-34) components of pain
according to the word descriptors that patients use
to describe their present pain. The total present pain
score is obtained by adding the sensory and affective
scores. Completing the POM takes about two minutes.
Test-retest reliability (0.84) and concurrent validity
for the POM have been shown to have good results
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(Gaston-Johansson, 1996). The Cronbach alpha for
the current study was 0.91.

Fatigue, nausea and vomiting, and emotional and
cognitive functioning were measured using the Europe-
an Organisation for Research and Treatment of Cancer
Quality of Life Questionnaire—Core 30 (EORTC QLQ-
C30). The QLQ-C30 is a 30-item, Likert-type scale that
was developed and validated with patients with cancer
by the European Organisation for Research and Treat-
ment of Cancer. Participants were asked to rate each of
the items on a converted scale ranging from 0-100. For
symptom-related items, higher scores indicate worse
symptoms. This instrument takes about 10 minutes
to complete. The Cronbach alphas are 0.7 for nausea
and vomiting and 0.8 for fatigue (Aaronson et al., 1993).
In the current study, Cronbach alphas were 0.65 for
nausea and vomiting, 0.89 for fatigue, 0.89 for emotional
functioning, and 0.79 for cognitive functioning.

Coping

The sense of coherence (SOC) short form was used
to measure coping capacity (Antonovsky, 1987; Eriks-
son, Lindstrém, & Lilja, 2007; Langius, Bjorvell, & An-
tonovsky, 1992). The SOC consists of 13 questions that
are scored on a seven-point Likert-type scale ranging
from 1 (weak) to 7 (strong). The SOC assesses patients’
comprehensibility of stressors (five items), manage-
ability of stressors (four items), and meaningfulness
of stressors (four items) (Antonovsky, 1987). Higher
scores indicate a stronger coping capacity, with cumu-
lative scores ranging from 13-91 (Antonovsky, 1987).
A score of 13-63 points indicates low coping capacity,
64-79 indicates moderate coping capacity, and 80-91
indicates high coping capacity (Eriksson et al., 2007).
The SOC takes about five minutes to complete. The
Cronbach alpha for the current study was 0.85. Alpha
coefficients have ranged from 0.74-0.93 (Antonovsky,
1987; Post-White, 1998).

The Coping Strategies Questionnaire (CSQ) was
used to evaluate coping strategies (Keefe, 1982;
Rosenstiel & Keefe, 1983). The CSQ consists of seven
subscales for coping strategies: praying and hop-
ing, reinterpreting pain, ignoring pain, coping self-
statements, diverting attention, catastrophizing, and
increased behavioral activities. Higher overall scores
indicate more practical application of the strategy,
with each subscale consisting of six items and pos-
sible scores ranging from 0-36. The Cronbach alpha
for the CSQ in the current study was 0.86. The CSQ
takes about seven minutes to complete. The alpha
coefficient ranges from 0.71-0.89 (Culver, Arena,
Antoni, & Carver, 2002), and construct validity has
been demonstrated (Keefe, 1982). The Effectiveness
Coping Subscale is part of the CSQ questionnaire,
and scores range from 0-10.
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The Brief Religious Coping Inventory (Brief RCOPE)
was used to explore religious coping. The Brief RCOPE
is a 14-item Likert-type scale with responses ranging
from 1 (not at all) to 4 (a great deal). Positive and nega-
tive religious coping are measured using two subscales
with seven items per subscale. The respective subscale
scores range from 7-28. Positive religious coping cor-
relates with compassionate or benevolent religious
involvement. Conflicts in coping with a situation are
reflected in negative religious coping. The Brief RCOPE
takes about three minutes to complete. The Cronbach
alpha coefficient is 0.87 for the positive religious cop-
ing scale and 0.69 for the negative religious coping
scale (Pargament, Smith, Koenig, & Perez, 1998). In the
current study, the Cronbach alphas were 0.87 for the
positive scale and 0.84 for the negative scale.

The Functional Assessment of Chronic Illness
Therapy-Spiritual Well-Being (FACIT-Sp) was used to
assess spiritual well-being. This consists of 12 indica-
tors on a five-point Likert-type scale with subdomains
of faith, peace, and meaning. Each subdomain score
ranges from 0-16, with the total FACIT-Sp score rang-
ing from 0-48. Higher scores indicate a greater sense
of well-being. The FACIT-Sp takes about three minutes
to complete. The Cronbach alpha is 0.87, and con-
struct validity has been determined (Bredle, Salsman,
Debb, Arnold, & Cella, 2011). In the current study, the
Cronbach alpha was 0.94.

Procedure

Eligible participants were identified by the health-
care provider, who asked them if they would be in-
terested in participating in the study. The research
nurse contacted women who expressed interest, and
arrangements were made to meet in an outpatient
center for an appointment. After discussion about the
study, women who agreed to participate were asked
to sign an informed consent form. Patients completed
the demographic form and study instruments at

TABLE 2. Hospital Anxiety and Depression Results
at Midpoint of Chemotherapy by Group (N = 26)

TNBC Non-TNBC

Variable n n
Anxiety

Normal 9 8

Borderline abnormal 2 3

Abnormal 2 2
Depression

Normal 11 10

Borderline abnormal 1 2

Abnormal 1 1

TNBC—triple-negative breast cancer
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TABLE 3. CC of Patients Measured by the Sense of Coherance Scale Short Form at Midpoint

and Completion of Chemotherapy by Group

Midpoint Completion
TNBC Non-TNBC TNBC Non-TNBC
(N =10) (N=12) (N=9) (N=11)
Variable X sD Range X SD Range X sD Range X sD Range
Comp 23.7 718 14-35 22.66 455 13-29 21.77 8.18 11-33 24.72 492 17-35
Manage 20.7 432 13-26 18.16 285 14-24 19.66 576 13-28 21.09 441 12-27
Meaning 23.9 4.5 16-28 21.66 592 10-28 23.77 463 15-28 229 3.67 16-28
Total CC 68.3 1489 45-88 625 1128 41-76 6522 17.13 39-86 68.72 10.55 55-84

CC—coping capacity; comp—comprehensibility; manage—manageability; meaning—meaningfulness; TNBC—triple-negative breast

cancer

Note. Variables were rated on a 7-point Likert-type scale ranging from 1 (weak) to 7 (strong). Total scores can range from 13-91,

with higher scores indicating stronger CC.

baseline (prior to the start of first chemotherapy
treatment). Data were collected at midpoint of the
study and at the completion of chemotherapy. Partici-
pants were permitted to complete the instruments at
home but were asked to return them within one week.
The study research nurse assisted with the comple-
tion of the surveys and instruments as requested by
participants while receiving chemotherapy or while at
home via telephone. Clinical elements of the patients’
history were obtained from medical records.

Data Analysis

All analyses were performed using STATA statisti-
cal software, version 14.1. Summary statistics were
used to describe demographic and clinical data. The
Wilcoxon rank sum and Fisher’s exact tests were used
to assess differences among patients with TNBC and
non-TNBC. The relationships between (a) coping
capacity, psychological distress, and symptoms, and
(b) between coping capacity with coping ability and
spirituality were examined using Spearman correla-
tions. Statistical significance was set at p = 0.05.

Results
Demographic Variables

Sample characteristics are shown in Table 1. Thirty
AA women participated in the study, and 13 were
diagnosed with TNBC (estrogen receptor-negative,
progesterone receptor-negative, and HER2/neu
marker-negative), with a mean age of 52.61 years.
Seventeen participants were diagnosed with non-
TNBC, with a mean age of 52.82 years. No significant
differences existed between the groups in regard to
demographic variables. Most participants reported
full-time employment and Protestant religion. Twenty-
two women reported hypertension as a comorbidity.
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Most women had stage Il breast cancer. Only a few
patients had practiced coping strategies and relax-
ation techniques or had consulted a mental health
professional during the past five years.

Differences Between Psychological Distress
and Symptoms During Chemotherapy

No significant differences in anxiety or depression
existed between women diagnosed with TNBC versus
non-TNBC. At midpoint of chemotherapy, nine partici-
pants in the total group had HADS scores indicative
of anxiety, and five had scores indicative of depres-
sion (see Table 2). Of the total group, 17 had normal
scores for anxiety and 21 patients had normal scores
for depression.

The mean score for anxiety in the non-TNBC group
was 5.92 (SD = 4.15) compared to 7.3 (SD = 4.47) in
the TNBC group. The mean score for depression in
the non-TNBC group was 5.69 (SD = 5.6) compared
to 4.38 (SD = 3.84) in the TNBC group. No signifi-
cant differences in psychological distress existed
between groups. The mean total for psychological
distress (anxiety plus depression) was 11.61 (SD =
7.68) for the non-TNBC group and 11.69 (SD = 7.92)
for the TNBC group.

At baseline, significant differences in emotional
functioning were identified between women with
TNBC (X = 66.6, SD = 24.5) and women with non-TNBC
(X = 81.3, SD = 23.1), with the latter reporting greater
emotional functioning (z = 2.1, p < 0.05). At comple-
tion of chemotherapy, women in the non-TNBC group
reported lower cognitive functioning (X = 71.42, SD =
16.67) than women with TNBC (X 85, SD = 12.29, z =
-2.04, p < 0.05). No significant group differences in
catastrophizing existed.

In regard to symptoms, at completion of chemo-
therapy, women with non-TNBC experienced
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significantly more intense present total pain (z = 2.02,
p < 0.05) (measured by POM), and at midpoint, more
nausea and vomiting (z = 2.01, p < 0.05) (measured by
EORTC QLQ-C30) than the TNBC group.

Coping Capacity and Abilities

No significant group differences regarding coping ca-
pacity existed in the total scores or subcategories at the
midpoint or at the completion of chemotherapy. How-
ever, all values for coping capacity were low to moder-
ate in both groups (see Table 3), indicating a need to
increase coping capacity in both groups of patients.

At midpoint of chemotherapy, women with non-TN-
BC prayed and hoped significantly more (z = 2.04, p <
0.05; “I pray to God it won’t last” and “I know someday
someone will be here to help me and it will go away
for a while”), as well as expressed more coping self-
statements (z = 2.15, p < 0.05; “No matter how bad it
gets, [ know I can handle it” and “I see it as a challenge
and don’t let it bother me”) than the TNBC group.
The mean scores for the remaining coping strategies
ranged from 3.84-15.38 in the non-TNBC group and
3.33-10.08 in the TNBC group.The highest score pos-
sible for a coping strategy is 36, which means that the

mean values for the five remaining coping strategies
scores were low in both groups.

No significant group differences related to effective-
ness ratings in control over pain and ability to decrease
pain existed. The ratings for both groups were very
low, with scores of 4 or less on a 10-point scale. In ad-
dition, no significant group differences in positive or
negative religious coping were observed (see Table 4).
Patients in both groups reported a high level of posi-
tive religious coping (“looked for a stronger connection
with God”) compared to a lower level of negative reli-
gious coping. Analysis of spiritual well-being between
groups revealed no significant differences.

Relationships Between Coping Capacity,
Psychological Distress, and Symptoms

At midpoint of chemotherapy, significant inverse
relationships were identified between coping capac-
ity and anxiety (r = -0.69) in the TNBC group, as
well as between coping capacity subcategories and
total scores and depression (r ranged from -0.68 to
-0.76). Lower coping capacity subcategories and
total scores were related to significantly higher de-
pression (-0.68 to —-0.76) and total distress (r ranged

TABLE 4. Coping Abilities at Midpoint of Chemotherapy by Group

TNBC Non-TNBC
(N=12) (N=13)
Variable X SD X SD Z Score
Brief Religious Coping Inventory
Positive religious coping 22.08 5.86 21.5 6.99 0.25
Negative religious coping 9.83 5.57 8 1.73 -0.86
Coping Strategies Questionnaire (CSQ)
Coping self-statement 14.75 10.61 23.23 8.34 2.15*
Diverting attention 10.08 8.07 13.07 9.63 0.76
Praying and hoping 14.41 7.2 20.76 8.13 2.04%
Increased behavioral activity 10.83 6.36 15.38 6.13 1.71
Ignoring sensations 9.58 7.53 12.38 10.85 0.35
Catastrophizing 5.25 6.77 5.23 6.46 -0.33
Reinterpreting pain 3.33 5.21 3.84 6.34 0.02
CSQ Effectiveness Coping Subscale
Control of pain 391 1.83 3.84 1.67 -0.14
Ability to decrease pain 4.25 1.48 3.92 1.38 -0.57
FACIT-Sp®
Meaning 13.76 3.89 15.46 1.05 1.44
Faith 13.53 2.53 14 3.65 0.94
Peace 10.38 4.7 13.23 2.86 1.58
Total 37.69 10.14 42.69 5.58 1.28
*p<0.05
aTNBCN =13

FACIT-Sp—Functional Assessment of Chronic lliness Therapy-Spiritual Well-Being; TNBC—triple-negative breast cancer

Note. The Wilcoxon rank sum test was used to evaluate differences between the two groups.

Note. Brief Religious Coping Inventory subscale scores range from 7-28, with higher scores indicating more positive or nega-
tive religious coping. CSQ scores range from 0-36, with higher overall scores indicating more practical application of the
strategy. CSQ Effectiveness Coping subscale scores range from 1-10, with higher scores indicating more practical applica-
tion of the strategy. FACIT-Sp subdomain scores range from 0-16 (total range = 0-48), with higher scores indicating a greater

sense of well-being.
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and hoping was related to two categories of higher
coping capacity (comprehensibility r = -0.76 and
total r = -0.62) (see Table 6). The current data also
demonstrated an inverse relationship between cata-
strophizing and coping capacity among AA women
diagnosed with TNBC (r ranged from —0.67 to —-0.76).
No significant relationships existed among any of
the seven coping strategies and coping capacity at
completion of chemotherapy for AA women diag-
nosed with TNBC.

For AA women diagnosed with non-TNBC, at mid-
point, significant inverse relationships existed be-
tween catastrophizing and coping capacity (mean-
ingfulness, r = —=0.59) and total coping capacity at
completion (r = -0.72 ) of chemotherapy. At comple-
tion of chemotherapy, diverting attention, coping self-
statements, and behavioral activities were directly
related to coping capacity in the non-TNBC group (r
ranged from 0.65-0.77).

Control of pain was directly related to coping capac-
ity at midpoint (r ranged from 0.7-0.76) and at com-
pletion (r ranged from 0.72-0.92) of chemotherapy
for patients with TNBC. Ability to decrease pain was
also significantly related to a higher coping capacity
at midpoint (r ranged from 0.69-0.94) but was not
significant at completion for patients with TNBC. No
significant relationships existed between coping ca-
pacity and control of pain or ability to reduce pain in
patients with non-TNBC at midpoint or at the comple-
tion of chemotherapy.

At the midpoint of chemotherapy, negative reli-
gious coping and struggle were significantly and
inversely related to coping capacity (comprehensi-
bility and manageability) for patients with TNBC (r
ranging from -0.61 to —0.84). Among AA women di-
agnosed with non-TNBC, at completion, inverse rela-
tionships existed between negative religious coping
and meaningfulness and total coping capacity. The
only significantly positive religious coping correla-
tion related to a negative and weaker coping capacity
was at midpoint for patients with non-TNBC.

Spiritual Well-Being

Among AA women diagnosed with TNBC, all sub-
categories of spiritual well-being were significantly
and directly related to coping capacity categories at
midpoint and at completion of chemotherapy, with
correlation coefficients ranging from 0.7-0.94. Only
one subcategory from spiritual well-being (meaning)
was directly related to two coping capacity subcat-
egories (manageability: r = 0.59; meaningfulness: r =
0.62), with significant correlations for patients with
non-TNBC at midpoint.

In summary, no significant differences existed be-
tween the groups regarding demographic variables

ONCOLOGY NURSING FORUM - VOL. 44, NO. 6, NOVEMBER 2017

and psychological distress. Differences in cognitive
and emotional functioning existed. Women with non-
TNBC reported a greater emotional functioning and
lower cognitive functioning than the TNBC group.
The non-TNBC group also reported more intense pain
(present total pain) and nausea and vomiting than the
TNBC group. No differences regarding effectiveness
ratings, religious coping, and coping capacity were
observed between the groups, but all scores were low
for both groups, indicating a need for improvement.
In regard to coping strategies, the non-TNBC group
used significantly more prayer, hope, and coping self-
statements. The mean scores for the remaining coping
strategies for both groups were low. The main findings
revealed that an increased coping capacity was sig-
nificantly associated with less anxiety and depression
(total distress), as well as catastrophizing and fatigue,
and an increase in emotional and cognitive function-
ing. A higher coping capacity was also associated with
lower negative religious coping and struggle, as well
as greater spiritual well-being.

Discussion

Thirteen of the participants were diagnosed with
TNBC, of which 11 were diagnosed with stage II or III
breast cancer and 10 were diagnosed with hyperten-
sion. Seventeen of the current sample was diagnosed
with non-TNBC, of which 12 were diagnosed with
stage Il or IIl breast cancer and 12 were diagnosed
with hypertension. Eleven of the total sample re-
ported a household income of less than $50,000 per
year. These sociodemographic, disease, and comor-
bidity results suggest that this sample represents a
segment of a population experiencing health dispari-
ties (Gaston-Johansson, Hill-Briggs, Oguntomilade,
Bradley, & Mason, 2007; O’Keefe, Meltzer, & Bethea,
2015). Enhanced and targeted research efforts and
early treatment interventions are needed to help
AA women cope with a breast cancer diagnosis and
reduce hypertension. Given the evidence of poor out-
comes among AA women diagnosed with TNBC and/
or non-TNBC, there is an urgent need to develop and
test targeted and culturally competent interventions
to enhance psychological care, relaxation techniques,
and coping strategies at diagnosis (Whitehead &
Hearn, 2015). Relaxation training and visual imagery
can be conceptualized as coping efforts directed at
regulating the emotions, decreasing chemotherapy
side effects (Burish & Jenkins 1992), and improving
mood and quality of life (Walker et al., 1999).

Psychological Distress and Coping Capacity

An important finding from this study was the in-
verse relationship between coping capacity score and
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psychological distress (anxiety and depression) in the
TNBC group at midpoint, as well as in both groups at
completion of chemotherapy treatment, when symp-
toms have been reported as most severe (Gaston-

Johansson et al., 2015). Similar results have been
reported from studies of Caucasian samples (Eriksson
et al.,, 2007; Ferguson et al., 2016; Haukkala et al., 2013;
Kenne Sarenmalm, Browall, Persson, Fall-Dickson, &

TABLE 6. Pairwise Correlations Between CC and Coping Abilities by Group

Comprehensibility Manageability Meaningfulness Total CC
Mid C Comp C Mid C Comp C Mid C Comp C Mid C Comp C
Non-TNBC group
Coping strategy (N=12) (N=11) (N=12) (N=11) (N=12) (N=11) (N=13) (N=13)
Diverting attention -0.26 0.34 0.14 0.65* -0.003 0.27 -0.21 0.5
Reinterpretation -0.37 0.21 -0.24 0.36 -0.52 -0.12 -0.51 0.36
of pain sensations
Coping SS -0.23 0.34 -0.45 0.66* -0.49 -01 -0.43 0.47
Ignoring sensations -0.03 0.47 -0.53 0.43 -0.2 -0.04 -0.08 0.28
Praying/hoping -0.56 -0.09 -0.32 0.29 -0.51 -0.28 -0.56 0.07
Catastrophizing 0.1 -0.28 -0.18 -0.57 -0.59* -0.49 -0.44 -0.72*%*
Increased behavioral -0.25 0.62* -0.18 0.77** -0.08 0.24 -0.21 0.68*
activities
Effectiveness coping (N=12) (N=11) (N=12) (N=11) (N=12) (N=11) (N=13) (N=13)
Control of pain -0.36 0.27 0.21 0.41 -0.03 0.46 -0.06 0.18
Ability to decrease -0.29 0.21 0.08 0.35 0.02 0.2 0.24 -0.01
pain
Religious coping (N=12) (N=11) (N=12) (N=9) (N=12) (N=11) (N=13) (N=13)
Negative coping -0.13 0.002 -0.2 -0.5 -0.26 -0.64* -0.34 -0.76**
Positive coping -0.51 0.03 -0.31 -0.01 -0.55 0.11 -0.65* -0.04
Struggle® -0.23 - -0.48 - -0.29 - -0.52 -0.53
Spiritual well-being (N=12) (N=11) (N=12) (N=9) (N=12) (N=11) (N=13) (N=13)
Faith -0.56 -0.21 0.15 -0.2 -0.33 -0.35 -0.49 -0.02
Meaning 0.33 0.18 0.59* -0.2 0.62* 0.03 0.43 0.31
Peace 0.04 -0.002 0.09 -0.25 0.49 0.42 0.41 0.41
Spiritual well-being -0.39 0.004 0.21 -0.21 0.13 0.2 0.08 0.21
TNBC group
Coping strategy (N=9) (N=8) (N=9) (N=28) (N=9) (N=28) (N=12) (N=9)
Diverting attention -0.3 0.41 -0.28 -0.07 -0.25 0.29 -0.13 0.24
Reinterpretation 0.2 0.15 0.04 -0.03 -0.11 0.12 -0.23 -0.1
of pain sensations
Coping SS -0.33 0.55 -0.05 - -0.04 0.37 -0.26 0.3
Ignoring sensations -0.32 0.47 -0.04 -0.13 -0.09 0.36 -0.34 0.31
Praying/hoping -0.76* 0.02 -0.66 -0.3 -0.44 -0.02 -0.62* -0.33
Catastrophizing -0.66 -0.48 -0.76* -0.49 -0.67* -0.49 -0.5 -0.66
Increased behavioral -0.12 0.53 0.12 -0.05 -0.07 0.36 -0.2 0.29
activities
Effectiveness coping (N=9) (N=7) (N=9) (N=7) (N=9) (N=7) (N=12) (N=18)
Control of pain 0.7* 0.69 0.54 0.51 0.76* 0.92** 0.76** 0.72*
Ability to decrease 0.69* 0.45 0.74* 0.41 0.94%** 0.65 0.82** 0.38
pain
Religious coping (N=9) (N=8) (N=9) (N=18) (N=9) (N=18) (N=12) (N=9)
Negative coping -0.84** -0.46 -0.84** -0.46 -0.55 -0.55 -0.77** -0.5
Positive coping -0.59 0.28 -0.24 -0.35 -0.25 0.1 -0.01 0.33
Struggle® -0.76* -0.45 -0.76* -0.44 -0.49 -0.53 -0.61* -0.49
Spiritual well-being (N=10) (N=9) (N=10) (N=9) (N=10) (N=9) (N=13) (N=10)
Faith 0.72* 0.72* 0.39 0.39 0.56 0.7* 0.57 0.57
Meaning 0.89** 0.89** 0.79* 0.79* 0.81** 0.89** 0.55 0.55
Peace 0.86** 0.86** 0.7% 0.7* 0.72* 0.94*** 0.73* 0.73*
Spiritual well-being 0.84** 0.87** 0.71* 0.66 0.77** 0.92%** 0.71** 0.74*

*p < 0.05, ** p < 0.01, *** p < 0.001

aMidpoint n values for comprehensibility, manageability, and meaningfulness were 10; the midpoint n value for total CC was 11.
® Midpoint n values for comprehensibility, manageability, and meaningfulness were 8; the midpoint n value for total CC was 11.
C—correlation; CC—coping capacity; comp—completion; mid—midpoint; SS—self-statements; TNBC—triple-negative breast cancer
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Gaston-Johansson, 2013). The current results suggest
that routine screening for anxiety and depression
prior to and during breast cancer treatment, as well
as an intervention that provides strategies to enhance
coping capacity, will help to recognize and diminish
the adverse effects of a breast cancer diagnosis on
depressive and anxiety symptoms.

Sheppard, Harper, Davis, Hirpa, and Makambi (2014)
recommended routine distress screening during
breast cancer care, particularly in AA women. Deliver-
ing such an intervention to people who are diagnosed
with a depressive or anxiety disorder requires close
consultation with a psychologist or psychiatrist. Ac-
cording to Winger, Adams, and Mosher (2016), few
studies have examined intervention effects on cop-
ing capacity; however, research has suggested that
mindfulness-based stress reduction can increase cop-
ing capacity and reduce distress in patients with can-
cer (Matousek & Dobkin, 2010; Shapiro et al., 2003).

The current research team found greater emotional
functioning, lower cognitive functioning, more intense
pain, and more nausea and vomiting in the non-TNBC
group compared to the TNBC group. For the non-
TNBC group, emotional functioning was strongly and
directly related to coping capacity at midpoint and
at completion of chemotherapy treatment. This find-
ing suggests that improving emotional functioning
with psychological care in the non-TNBC group and
increasing cognitive functioning with appropriate
medical and psychological treatment could benefit
AA women diagnosed with breast cancer. A qualitative
study by Rust and Davis (2013) recommended educat-
ing AA women with breast cancer pretreatment about
potential effects on cognitive difficulties during and
after chemotherapy treatment. In addition, providing
patients with information on managing cancer-related
side effects (American Cancer Society, 2017) to reduce
anxiety, depression, pain, fatigue, and nausea and
vomiting prior to chemotherapy treatment may delay
the onset of and/or reduce the severity of symptoms
that accompany breast cancer and its treatment.

Significant mean differences were reported, with
the non-TNBC group reporting more use of the two
coping strategies (coping self-statement and pray-
ing and hoping) than the TNBC group. Both groups
had low mean values regarding the use of coping
strategies, suggesting that the coping strategies
were not appropriate or that they were not familiar
with them.

A focus group of AA women with TNBC could re-
view the coping strategies on the coping strategy
questionnaire for appropriateness and, if found to be
adequate, could receive education on how to use the
them. More emphasis should be placed on teaching
patients how to better recognize and consciously use

ONCOLOGY NURSING FORUM - VOL. 44, NO. 6, NOVEMBER 2017

Knowledge Translation

* Fatigue was strongly correlated with coping capacity in
African American (AA) women with triple-negative breast
cancer (TNBC).

* AA women with TNBC and non-TNBC reported a low coping
capacity score and used few coping strategies.

* In AA women with TNBC, higher spiritual well-being was
associated with higher coping capacity.

coping strategies associated with increased coping
capacity, such as coping self-statements, praying and
hoping, and increased behavior activities. In addition,
the results support more emphasis on recognizing
and avoiding strategies, such as catastrophizing
and negative religious coping, which are strongly
and negatively related to coping capacity. Self-care
information and methods of how to increase effective
coping by controlling and decreasing pain could also
be provided to patients in written materials, with ap-
propriate, culturally orientated pictures to convey the
information. A more tailored CCSP with fewer coping
strategies could be used to teach women with TNBC.
Women should be given examples of negative coping
and catastrophizing and be taught how to recognize
and avoid negative coping statements and thoughts.

AA women with TNBC should be involved in select-
ing, approving, and building spiritual coping aspects
to be included in the CCSP. Finally, results from the
current study suggest that AA women diagnosed
with TNBC or non-TNBC could benefit from a com-
prehensive psychological care program, including a
psychological health insurance package that covers
the cost of care for this program, as a part of treat-
ment of breast cancer.

Limitations

This pilot study used a small and nonprobability
sample, so findings need to be considered with cau-
tion. Future studies should assess a larger sample of AA
women to verify the findings from this study before in-
corporating the results into a CCSP. Knowledge gained
from the current study could be used to enhance an
already developed research-based CCSP directed
at addressing the needs of AA women with TNBC
(Gaston-Johansson et al., 2000; Gaston-Johansson,
Fall-Dickson, et al., 2013; Gaston-Johansson, Haisfield-
Wolfe, et al., 2013).

Implications for Nursing

Nurses should work closely with AA women with
breast cancer undergoing chemotherapy to identify
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and consciously use coping strategies. Based on the
findings of this study, coping strategies associated with
increased coping capacity, such as coping self-state-
ments, praying and hoping, and increased behavior ac-
tivities, should be taught. AA women with breast cancer
should also be educated on how to recognize and avoid
the use of negative coping, such as catastrophizing and
negative coping statements and thoughts. Also recom-
mended are routine screening and risk assessments
for psychological distress and psychosocial needs or
deficits by clinic and inpatient nurses during follow-up
visits, chemotherapy treatment, and inpatient stays.
Patients in need of follow-up should be referred to a
case management nurse or team. Case managers are
in a unique position to facilitate the coordination of
interprofessional care, referrals, and follow-up needed
to improve quality of life and the breast cancer treat-
ment experience.

Conclusion

CCSPs should be based partly on the meaningful-
ness component of coping capacity, encouraging
individuals to engage in activities that improve emo-
tional and cognitive functioning and use relaxation
activities. Developing and incorporating the findings
of this study into a CCSP could reduce psychological
distress in AA women with breast cancer.
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