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Abstract
Objective: We examined beneﬁt ﬁnding in patients with lung cancer, including level of beneﬁt
ﬁnding and change in beneﬁt ﬁnding over time, and tested a predictive model postulating that
greater impact of and engagement with the stressor promotes beneﬁt ﬁnding.
Methods: Patients diagnosed with a primary lung cancer within the past 6 months (M 5 16
weeks post-diagnosis) completed measures of beneﬁt ﬁnding, cancer-related intrusions,
perceived stressfulness, coping, and demographic and medical information at study entry
(T1; n 5 118) and 3 months later (T2; n 5 79).
Results: Level of beneﬁt ﬁnding at both assessments was to a ‘mild-to-moderate degree’.
Beneﬁt ﬁnding increased over time for patients with small cell carcinoma, but not for those with
nonsmall cell carcinoma. The proposed model explained 33% of the variance in T1 beneﬁt
ﬁnding, and 64% (using T1 coping measures) and 71% (using T2 coping measures) of the
variance in T2 beneﬁt ﬁnding. Greater beneﬁt ﬁnding was associated with having small cell lung
cancer, higher cancer-related intrusions, lower perceived cancer-related stress, and greater
approach-oriented coping. Positive reframing coping emerged as the single unique approachoriented coping scale predicting beneﬁt ﬁnding at T1, and emotional approach coping was the
single unique approach-oriented coping scale predicting beneﬁt ﬁnding at T2.
Conclusion: Findings provide general support for a theoretical model positing that stressor
impact and engagement with the stressor contribute to the development of beneﬁt ﬁnding
after cancer. Future research with larger, more diverse samples is needed to conﬁrm and extend
these ﬁndings.
Copyright r 2011 John Wiley & Sons, Ltd.
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A large research literature documents the positive
life changes that many cancer survivors associate
with their illness experience (for a review, see
Stanton et al. [1]). A variety of terms have been
used to characterize these positive perceptions,
including posttraumatic growth, stress-related
growth, and beneﬁt ﬁnding. Regardless of terminology, the underlying notion is similar: individuals struggling with highly adverse experiences
such as cancer report both positive and negative
consequences [2]. Although beneﬁt ﬁnding research
has ﬂourished over the past decade, the literature
remains limited by its largely descriptive and crosssectional nature. In the psycho-oncology literature
speciﬁcally, available data are based primarily on
samples of women with breast cancer [3–7], with a
few studies addressing beneﬁt ﬁnding after prostate
cancer [8,9], or in patients with mixed cancer
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diagnoses [10–13]. To our knowledge, no published
research has addressed beneﬁt ﬁnding or its
predictors in patients with lung cancer, the ﬁrst
goal of the current study.
We were interested in examining beneﬁt ﬁnding
in lung cancer patients for several reasons. No
research has explored this construct in lung cancer
patients speciﬁcally, despite the fact that lung
cancer is the second most commonly diagnosed
cancer in women and men in the United States [14].
In addition, one of the tenets of many theories
regarding beneﬁt ﬁnding is that the stressor must
be suﬃciently challenging to motivate the individual to work through the disruption and assimilate
the event into their worldview [15,16]. Lung cancer
qualiﬁes as such a stressor. Not only is long-term
survival poor for the overwhelming majority of
lung cancer patients [14], but also lung cancer
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patients report high rates of symptom distress
[17,18], unmet psychological needs [19], and psychological distress compared to other samples of
cancer patients [20–22]. The high levels of distress
and illness-related disruption that characterize the
lung cancer experience may set the stage for the
development of beneﬁt ﬁnding. We also examined
change in beneﬁt ﬁnding over time. We hypothesized an increase in beneﬁt ﬁnding from the ﬁrst to
second assessment, based on evidence of an increase
in beneﬁt ﬁnding in breast cancer patients over 18
months [3], and theory suggesting that beneﬁt
ﬁnding arises as a result of an active process of
engagement with and deliberative processing of the
stressor, which presumably evolves over time [15].
Another goal of the current research was to
examine predictors of beneﬁt ﬁnding in this novel
population. Although correlates of beneﬁt ﬁnding
have been identiﬁed in many studies, the data are
not entirely consistent across populations or methodologies [1]. In their recent review of the beneﬁt
ﬁnding literature after cancer, Stanton and colleagues [1] identiﬁed two generally facilitative conditions for beneﬁt ﬁnding: (1) perceived impact of the
stressor, and (2) intentional engagement with the
stressor. Both conditions are consistent with Tedeschi and Calhoun’s conceptualization of beneﬁt
ﬁnding [2,23] and support the notion that the
stressor must be suﬃciently disruptive to activate a
coping response aimed at managing the distress
associated with the experience [15]. Further support
for the role of event-related stressfulness in beneﬁt
ﬁnding comes from a recent meta-analysis in which
event-related intrusive and avoidant symptoms were
associated with greater beneﬁt ﬁnding [24].
Approach-oriented coping strategies that involve
the mobilization of personal and social resources
and facilitate active engagement with the stressor
also seem to promote beneﬁt ﬁnding [1]. Speciﬁc
coping strategies that have been associated with
higher levels of beneﬁt ﬁnding include problemsolving coping [5,12], seeking support [5,9,25],
religious coping [25], active coping [7,8], positive
reframing [5,9,12,25], acceptance coping [13,25],
and emotional approach coping [3,26]. The ﬁndings related to coping and beneﬁt ﬁnding are not
entirely consistent, however. Antoni and colleagues
[26] found that emotional approach coping correlated concurrently, but not prospectively, with their
measure of beneﬁt ﬁnding. Bussell and Naus [25]
also found evidence for concurrent relationships
between beneﬁt ﬁnding and several approachoriented coping strategies, but no signiﬁcant
prospective relationships. Fewer studies have tested
for a negative relationship between beneﬁt ﬁnding
and avoidant coping strategies that might be
anticipated to impede the development of beneﬁt
ﬁnding, although at least one study found a
positive relationship between avoidant coping
and beneﬁt ﬁnding [12], and another found no
Copyright r 2011 John Wiley & Sons, Ltd.

relationship between denial/behavioral disengagement coping and beneﬁt ﬁnding [7].
Finally, we also wished to examine the role of
gender in perceptions of growth after lung cancer.
From a theoretical perspective, women may be
more inclined to engage in coping behaviors that are
believed to promote beneﬁt ﬁnding such as positive
reappraisal and self-talk [24], emotional approach
coping [27], and emotion-focused and supportbased coping [28–31]. Recent research also suggests
that women may report more distress in the context
of cancer compared to men, which itself is
hypothesized to set the foundation for beneﬁt
ﬁnding [32]. Although earlier studies did not reveal
diﬀerences between women and men in their overall
levels of beneﬁt ﬁnding [1], recent research [33] and
a meta-analytic review [24] suggest that women
report higher levels of beneﬁt ﬁnding than men.
To summarize, the ﬁrst aim of this research was
to extend the literature on beneﬁt ﬁnding to the
particular case of lung cancer. We hypothesized
moderate levels of beneﬁt ﬁnding in this population, and an increase in beneﬁt ﬁnding from
baseline to follow-up. Our second aim was to
examine predictors of beneﬁt ﬁnding—speciﬁcally
event-related impact, engagement with the event
(coping), and gender. We hypothesized higher
levels of beneﬁt ﬁnding in patients who were
women, who reported higher levels of event-related
stress, and who reported more approach-oriented
coping (i.e. emotional approach coping, positive
reframing, support seeking, and problem-focused
coping) and less avoidant coping.

Method
Participants
Participants were recruited from two medical
centers in Southern California: Loma Linda University Medical Center (LLUMC, n 5 26) and City
of Hope (CoH; n 5 92) with approval from their
institutions’ Institutional Review Boards. Eligible
patients were: (a) diagnosed with a primary cancer
of the lung (nonsmall cell or small cell carcinoma)
within the prior 6 months, (b) greater than 18 years
of age, and (c) able to speak, read, and write in
English. Participants who had a previous cancer
history, who were diagnosed with a non-lung
cancer chest malignancy (i.e. mesothelioma), or
who were not physically well enough to be able to
read and respond to the questionnaires were not
eligible for participation.
Available data regarding participant attrition
diﬀers from site to site due to diﬀerences in
recruitment (described below). At CoH, 143
(80%) of 179 eligible patients consented to
participate, and 92 (51%) patients completed the
T1 questionnaire. Of the 36 patients who did not
consent to participate, 16 were passive refusals (i.e.
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took the consent home but did not return it), 16
declined participation for various reasons (e.g. lack
of interest, too ill), and 4 patients were refused
by their physicians. Reasons for non-completion of
the T1 questionnaire (n 5 51) included: death
(n 5 7), no questionnaire return within the study
window (n 5 43), and patient declined (n 5 1). T2
questionnaire data were available for 63 patients
from CoH. Reasons for loss to follow-up of CoH
patients between T1 and T2 included death prior to
questionnaire completion date (n 5 10) and undocumented reason for non-return (n 5 19).
At LLUMC, 26 participants who met the
eligibility criteria for the study returned T1
questionnaires, and 16 of these also completed
the T2 questionnaire. Reasons for loss to follow-up
of LLUMC patients included: death (n 5 4), too ill
to continue (n 5 3), and no longer interested in
continuing (n 5 3).1
We compared those patients who completed
measures at both time points to those who
completed T1 only on the socio-demographic,
medical, and key study variables measured at T1.
We uncovered no diﬀerences between the two
groups on any of the socio-demographic or medical
variables, nor did the two groups diﬀer in level of
beneﬁt ﬁnding, perceived stress, or cancer-related
intrusions. However, patients who did not complete the T2 questionnaire reported higher levels
of approach-oriented coping at T1, t(110) 5 2.77,
po0.01 (which was due to higher endorsement of
emotional approach and positive reinterpretation
coping).

Procedures
At CoH, prospective participants were identiﬁed by
the Project Coordinator (PC) in conjunction with
clinic staﬀ and the attending surgical or medical
oncologist. Patients who met eligibility criteria
were approached in person by the PC during their
clinic appointment. During this meeting they were
provided with a brief verbal overview of the study
and its requirements, the study materials (consent
and questionnaire), and the opportunity to ask
questions about participation. Patients were then
either consented in clinic, or were provided the
opportunity to take the materials home for review
to return at a later date. All patients were provided
a stamped, addressed envelope to return the study
questionnaire packet.
Participants from LLUMC were recruited via
the tumor registry. Eligible patients were contacted
by mail and received a follow-up telephone call
from the PC at LLUMC to determine whether they
were interested in receiving the study materials.
During the telephone call they were provided with
a brief description of the study and its requirements, and provided the opportunity to ask any
questions. Interested patients were sent a baseline
Copyright r 2011 John Wiley & Sons, Ltd.

(T1) study questionnaire packet with a stamped
return envelope.
At both sites, participants who did not return
their questionnaire within approximately three
weeks received a reminder telephone call from the
PC inquiring as to whether they had any questions
about the study or its materials. A duplicate
questionnaire was sent to participants who did
not return their questionnaires within two weeks of
this call. A follow-up questionnaire (T2) was
mailed to participants approximately 3 months
following recruitment, and similar follow-up procedures were used. We used 3 months as a followup period given the high morbidity and mortality
in this group of cancer patients [14]. Participants
received $20.00 following completion of each study
questionnaire and a $30.00 gift card following
completion of both T1 and T2 questionnaires.

Measures
Medical and demographic information

Basic demographic and medical information was
captured at baseline with a brief measure designed
for this study.
Coping

We used scales from the COPE [34,35], and the
Emotional Approach Coping Scales [36] to assess
strategies that patients reported using to manage
distress related to their cancer at T1 and T2. The
COPE is a frequently used measure of coping in the
health psychology literature. Respondents rated
each of the COPE items on a 1 (I don’t do this as
all) to 4 (I do this a lot) scale referring to how they
are coping with the cancer experience. We used the
following COPE scales (a for the current sample at
T1 and T2 are provided in parentheses): positive
reframing coping (four items, aT1 5 0.82,
aT2 5 0.84), coping through social support (four
items assessing emotional and instrumental support, aT1 5 0.80, aT2 5 0.78), problem-focused coping (four items representing active and planning
coping, aT1 5 0.79, aT2 5 0.86), denial coping (four
items, aT1 5 0.73, aT2 5 0.67), and behavioral disengagement coping (four items, aT1 5 0.64, aT2 5
0.69). Mental disengagement coping (four items)
was dropped from analyses because of the unacceptable alpha, aT1 5 0.47, aT2 5 0.47).
The Emotional Approach Coping scales consist
of eight items that assess two aspects of emotional
approach coping: emotional processing and emotional expression [36]. Participants rated each item
on a response scale from 1 (I don’t do this at all) to
4 (I do this a lot), referencing how they coped with
their cancer experience. In the current study,
aT1 5 0.88, and aT2 5 0.90.2
Consistent with prior research [12,37], we developed a composite approach-oriented coping scale
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comprised of the social support coping, problemfocused coping, positive reframing coping, and
emotional approach coping scales (aT1 5 0.93, and
aT2 5 0.94), and a composite avoidance coping scale
comprised of the behavioral disengagement and
denial coping scales (aT1 5 0.66, and aT2 5 0.72).

or left the response blank). Patients reported
having had surgery (26%), chemotherapy (64%),
or radiation (28%) to treat their lung cancer, and
14% of patients were missing treatment data.

Cancer-related stress

Prior to examining the hypothesized predictors of
beneﬁt ﬁnding, we conducted preliminary analyses of
medical (cancer type, stage, and time since diagnosis)
and sociodemographic (age, marital status, education, ethnicity/race, and recruitment location) variables as potential covariates in the analyses.
Consistent with the Stanton et al. [1] review, we
found little evidence of an inﬂuence of these
variables on beneﬁt ﬁnding with the exception of
type of lung cancer. Participants who were diagnosed
with small cell lung cancer reported signiﬁcantly
higher beneﬁt ﬁnding (M 5 71.63, SD 5 19.55) than
those with nonsmall cell carcinoma (M 5 50.05,
SD 5 25.94; t(69) 5 2.62, po0.05) at T2, but not at
T1 (this ﬁnding was conﬁrmed using nonparametric
tests given the unequal cells and relatively small
number of patients with small cell carcinoma). Thus,
we included lung cancer type as a covariate in the
model predicting T2 beneﬁt ﬁnding.

Because the literature is mixed as to whether
perceived stress or stress-related cognitive intrusions
are more predictive of beneﬁt ﬁnding, we included
measures of both in our analyses. We used the
intrusion subscale of the Impact of Event Scale or
IES [38], a widely used self-report instrument, to
assess cancer-related intrusions at T1 and T2.
Respondents indicated how often they experienced
each of the seven weighted Likert-type items (0 5 not
at all, 1 5 rarely, 3 5 sometimes, 5 5 often) assessing
involuntary intrusive experiences. The scale was
keyed to the cancer experience speciﬁcally and was
internally consistent: aT1 5 0.84, and aT2 5 0.85.3
Participants also rated their level of perceived
cancer-related stress (perceived stress) at baseline
by responding to the following item: ‘Currently,
how stressful is your experience with cancer?’ on a
1 (not at all stressful) to 5 (extremely stressful)
Likert-type scale.
Beneﬁt Finding. We used the total score of the
Posttraumatic Growth Inventory or PTGI [39] to
assess perceived positive changes associated with
the experience of having had lung cancer at T1 and
T2. Respondents completed each of 21 items on a
scale ranging from 0 (I did not experience this
change as a result of my experience with cancer) to 5
(I experienced this change to a very great degree as a
result of my experience with cancer). Higher scores
indicate higher beneﬁt ﬁnding and coeﬃcients
alpha were high in the current sample: aT1 5 0.96,
and aT2 5 0.96.

Results
Participant characteristics
Participants were 68 women and 50 men (N 5 118)
diagnosed with lung cancer within the prior 6
months. At study entry, participants had been
diagnosed an average of 16.00 (SD 5 9.32) weeks
and their average age was 66.81 (SD 5 10.73) years.
Most (85%) participants were Caucasian (4% were
Hispanic, 4% African-American, 5% Asian, and
1% American Indian) and married (68%). The
mean number of years of education was 13.86
(SD 5 2.64). The majority (77%) of patients had
non-small cell lung cancer (17% had small cell
cancer, and the remaining 6% were unknown/
missing data), and most (56%) had Stage III or IV
disease (20% were stage I or II, and nearly 24% of
patients reported that they did not know their stage
Copyright r 2011 John Wiley & Sons, Ltd.

Preliminary analyses

Descriptive data
Descriptive data are presented in Table 1. The
mean PTGI scores at each time point correspond
to a moderate degree of beneﬁt ﬁnding, with
individuals on average reporting that they changed
a ‘small-to-moderate degree’ in the queried life
domains as a result of their experience with cancer.
These scores are slightly lower than those reported
in some studies with breast cancer patients [4,5],
but similar to those reported by others [3,40], and
higher than those reported after prostate cancer [9];
also, for a review that includes levels of beneﬁt
ﬁnding across several studies of patients with
cancer see Stanton and colleagues [1].
The mean scores on the cancer-related intrusions
scale at each time point were T1 5 8.55
Table 1. Mean scores on key study variables at T1 and T2
T1
Variable name
Total PTGI Score
Perceived Stressfulness
Cancer-Related Intrusions
Approach-Oriented Coping
Emotional Approach Coping
Positive Reframing Coping
Problem Focused Coping
Avoidance Coping
Denial Coping
Behavioral Disengagement
Coping

n
112
118
114
112
115
116
114
116
118
115

T2

M (SD)
55.30
2.91
8.55
2.79
2.69
2.88
2.82
1.42
1.41
1.44

(28.22)
(0.96)
(7.62)
(0.64)
(0.69)
(0.84)
(0.77)
(0.40)
(0.56)
(0.52)

n

M (SD)

75
—
76
73
74
74
75
74
75
75

52.95 (26.22)
—
8.88 (7.31)
2.53 (0.67)
2.49 (0.73)
2.63 (0.90)
2.63 (0.87)
1.42 (0.44)
1.34 (0.48)
1.51 (0.58)
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intrusions in the second step, and the approachoriented and avoidant coping composites in the
third step. As shown in Table 2, T1 beneﬁt ﬁnding
was higher in patients who reported higher cancerrelated intrusions and more approach-oriented
coping. In a follow-up analysis to determine which
speciﬁc components of approach-oriented coping
were most strongly associated with beneﬁt ﬁnding,
positive reframing coping (b 5 0.31, po.01)
emerged as the single signiﬁcant approach-oriented
coping variable (table not shown).4
Table 3 contains the results for the model
predicting T2 beneﬁt ﬁnding. The variance
accounted for by T1 beneﬁt ﬁnding was partialled
out by entering it in the ﬁrst step of the model along
with the type of lung cancer, which was related to
beneﬁt ﬁnding in the preliminary analyses. In this
model, beneﬁt ﬁnding increased over time in
patients who were diagnosed with small cell lung
cancer, reported lower perceived stress, and
reported more approach-oriented coping at T1.5
In an analysis to examine which speciﬁc approachoriented coping components tested in this model
most strongly related to T2 beneﬁt ﬁnding, none of
the individual coping scales was a unique predictor.
However, when we excluded the T1 PTGI covariate from the model, emotional approach coping
was signiﬁcant (b 5 0.32, p 5 0.05), along with
intrusive symptoms (b 5 0.27, po0.05), type of
cancer (b 5 0.29, po0.005), and perceived stress
(b 5 0.23, p 5 0.06).
In a ﬁnal set of analyses, we aimed to predict T2
beneﬁt ﬁnding using gender and the covariates
(lung cancer type, T1 PTGI score), T1 perceived
stress (not administered at T2), T2 cancer-related
intrusions, and T2 coping. Results shown in Table 4
demonstrate that an increase in beneﬁt ﬁnding was
associated with having been diagnosed with small
cell lung cancer, and with reporting lower perceived
stress at T1 as well as higher intrusive symptoms
and approach-oriented coping at T2. Approachoriented coping accounted for a unique 10% of the
variance in the increase in beneﬁt ﬁnding. In a
follow-up analysis examining which speciﬁc T2
approach-oriented coping components predicted

(SD 5 7.62), and T2 5 8.88 (SD 5 7.31), suggesting
mild-to-moderate intrusive symptoms of cancerrelated stress. This mean is comparable to, but
slightly lower than, the means reported in a study
of breast cancer survivors over an 18-month time
span where the mean ranged from 13.6 at baseline
to 7.9 at 18 months later [3]. The mean perceived
stressfulness of the cancer experience was 2.91 (out
of a possible 5), suggesting a moderately high level
of stress. Approach-oriented coping was endorsed
more frequently than avoidance coping.
The hypothesis that patients would report an
increase in beneﬁt ﬁnding over time was not
supported, t(73) 5 0.34, p 5 0.74. However, as
suggested in the preliminary analyses, there was a
signiﬁcant time  type of cancer interaction, F(1,
68) 5 11.66, po0.001, such that patients with small
cell cancer reported an increase in beneﬁt ﬁnding
from T1 (M 5 52.45, SD 5 23.16) to T2
(M 5 71.63, SD 5 19.55) that was not observed in
patients with nonsmall cell cancer (T1 M 5 52.89,
SD 5 26.79; T2 M 5 50.12, SD 5 26.16).
As hypothesized, we identiﬁed a relationship
between gender and beneﬁt ﬁnding, which was
signiﬁcant at T2, t(73) 5 2.44, po0.05, and
approached signiﬁcance at T1, t(84.16) 5 1.70,
po0.10. The mean score on the PTGI for women
at T2 was 58.31 (SD 5 24.35) versus 43.40
(SD 5 27.15) for men. At T1, the mean was 59.32
(SD 5 24.28) for women, and 49.94 (SD 5 32.22)
for men.

Regression of benefit finding on predictors
Hierarchical multiple regression was used to test
the hypothesis that PTGI scores would be higher in
women compared to men, and in patients who
reported higher levels of cancer-related intrusive
stress symptoms and perceived stress, more approach coping, and less avoidant coping. In the
ﬁrst model we tested the contribution of this set of
variables within time to T1 PTGI. No covariates
were identiﬁed for the model regarding T1 PTGI.
Thus, we entered gender in the ﬁrst step of the
model, perceived stress and T1 cancer-related

Table 2. Benefit finding at T1 regressed on T1 stress and composite coping scales (N 5 107)
Step 1
Variable
Gender
T1 Perceived Stress
T1 Cancer-Related Intrusions
T1 Approach-Oriented Coping
T1 Avoidant Coping
DF for step
DR2 for step
Total R2 5 0.33

B
10.92

4.03
0.04

Step 2

SE

b

5.44

0.19

Step 3

B

SE

b

B

SE

b

8.36
2.14
1.46

5.18
2.98
0.37

0.15
0.07
0.39

4.02
1.01
1.38
17.36
7.90
12.13
0.16

4.79
2.77
0.35
3.68
6.32

0.07
0.03
0.37
0.39
0.11

8.07
0.13

po0.05. po0.01. po0.001.
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Table 3. Benefit finding at T2 regressed on T1 benefit finding, stress and composite coping scales (N 5 69)
Step 1
Variable

B

SE

Step 2
b

B

SE

Step 3
b

B

Step 4
b

SE

0.66 0.09
0.65
0.65
T1 PTGI
0.69
0.08
0.68
Cancer Type
21.82
5.87 0.30
21.30 5.91 0.30 22.64
Gender
4.31 4.76
0.08
4.93
T1 Perceived Stress
5.59
T1 Cancer-Related Intrusions
0.14
T1 Approach-Oriented Coping
T1 Avoidant Coping
DF for step
41.31
0.82
3.13
DR2 for step
0.55
0.01
0.04
Total R2 5 0.64

B

SE

0.09
0.64
0.57
5.75 0.32 21.37
4.64
0.09
2.15
2.31 0.21
4.08
0.38
0.04
0.30
9.45
1.94
3.50
0.04

b

0.09
0.56
5.57 0.30
4.63
0.04
2.30 0.15y
0.38
0.08
3.65
0.23
5.64 0.03

po0.10.  po0.05.  po0.01.  po0.001.

y

Table 4. Benefit finding at T2 regressed on T1 perceived stress, T2 cancer-related intrusions, and T2 composite coping
scales (N 5 65)
Step 1
Variable

B

T1 PTGI
0.72
Cancer Type
18.61
Gender
T1 Perceived Stress
T2 Cancer-Related Intrusions
T2 Approach-Oriented Coping
T2 Avoidance Coping
DF for step
42.08
2
DR for step
0.57
Total R2 5 0.71

SE

Step 2
b

B

Step 3
b

SE

B

0.68 0.09
0.67
0.64
0.08
0.71
6.03 0.26 18.40 6.03 0.25 19.93
4.81 4.95

0.95
0.01

0.09

6.86
5.79
0.42

3.02y
0.04

SE

Step 4
b

B

SE

0.09
0.63
0.53
5.94 0.27 14.76
4.87
0.13
2.38 0.22
0.33
0.12

3.84
4.49
0.58
13.91
1.77
9.91
0.10

b

0.09
0.53
5.42 0.20
4.35
0.07
2.21 0.17
0.29
0.16
3.13
0.35
5.03 0.03

po0.10. po0.01. po0.001.

y

T2 beneﬁt ﬁnding, emotional approach coping was
the single signiﬁcant approach-oriented coping
variable (b 5 0.27, po0.05).

Discussion
This longitudinal study examined beneﬁt ﬁnding
and its predictors across time in newly diagnosed
lung cancer patients. Those diagnosed with lung
cancer attributed a moderate degree of beneﬁt to
their cancer experience. The mean level of beneﬁt
ﬁnding was also comparable to what has been
reported in the research with other samples of
cancer patients [4,5], suggesting that lung cancer
patients may be more similar to than diﬀerent from
other samples of cancer patients in their tendency
to attribute something positive to this stressful
experience.
The hypothesis that patients would report an
increase in beneﬁt ﬁnding over time was only
partially supported, with the mean level of beneﬁt
ﬁnding increasing over time for patients with small
cell lung cancer, but not for those with nonsmall
cell cancer. In addition, the mean beneﬁt ﬁnding
score was signiﬁcantly higher in patients with small
Copyright r 2011 John Wiley & Sons, Ltd.

cell cancer at T2. We interpret these ﬁndings
conservatively given the small sample size and the
unequal cell sizes. However, it is possible that the
increase in beneﬁt ﬁnding observed in patients with
small cell cancer reﬂects the tendency of patients
with small cell lung cancer to respond rapidly to
chemotherapy and experience some resolution of
their symptoms, which might inﬂuence their ability
to ﬁnd beneﬁt in their illness experience.
The ﬁnding that levels of beneﬁt ﬁnding were
higher in patients with small cell cancer may
buttress claims that beneﬁt ﬁnding is related to
event impact. Small cell carcinoma is the most
aggressive form of lung cancer and generally has a
poorer prognosis given the tendency to grow and
metastasize quickly [14]. To the extent that patients
with small cell carcinoma experience greater life
disruption, they may report more beneﬁt ﬁnding. It
is important to note, however, that cancer type and
the measures of stress (perceived stress and
intrusive thoughts) were not signiﬁcantly related.
Some evidence indicates that patients with more
advanced cancers report more beneﬁt [6,41],
suggesting that greater threat to mortality may
serve as a precursor to eﬀorts at making meaning
from the experience [1], which may include beneﬁt
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ﬁnding. Future research is needed to replicate and
examine these issues as well as to examine whether
beneﬁt ﬁnding changes as patients experience
tumor progression or recurrent disease.
The majority of patients (who also had nonsmall
cell cancer) did not exhibit an increase in beneﬁt
ﬁnding over time. Although theoretical work
suggests that beneﬁt ﬁnding evolves as a result of
an active struggle to manage the challenges
brought on by a serious life stressor, which
presumably evolves over time [1,15], no consistent
relationship between stressor duration and beneﬁt
ﬁnding has emerged from the numerous crosssectional studies that are available [1], although
one longitudinal study reported an increase in
beneﬁt ﬁnding over time [3]. Thus, it may be the
case that the extent to which an individual
attributes beneﬁt to their experience with cancer
is related less to the amount of time that passes,
and more to the resources that the individual
brings to bear on the situation, which is consistent
with conceptualizations of beneﬁt ﬁnding after
adversity. The fact that beneﬁt ﬁnding was
reported relatively soon following diagnosis and
remained stable over time for most patients could
also be interpreted as suggesting that beneﬁt
ﬁnding reﬂects a dispositional tendency or underlying personality variable, which may be an
important direction to explore in future research.
At the same time, however, the duration of followup was brief, necessitating future research with
longer follow-up. It should be noted that participants were diagnosed an average of 16 weeks prior
to study entry, and greater change in beneﬁt ﬁnding
might have been evident if it had been assessed
more immediately after lung cancer diagnosis.
This study provides general support for Tedeschi
and Calhoun’s [2,15] model of posttraumatic
growth, and the impact-engagement model of
Stanton and colleagues [1]. At study entry, levels
of beneﬁt ﬁnding were higher in patients who
endorsed greater cancer-related intrusive symptoms
and approach-oriented coping, with positive reframing coping accounting for signiﬁcant unique
variance in the prediction of beneﬁt ﬁnding
compared to other types of approach-oriented
coping. Perceived stress and avoidance coping were
unrelated to beneﬁt ﬁnding at this initial time point.
Approach-oriented coping also emerged as a
signiﬁcant predictor of beneﬁt ﬁnding at T2, both
concurrently and prospectively. More speciﬁcally,
emotional approach coping was the single unique
component of approach-oriented coping that we
identiﬁed in the prediction of T2 beneﬁt ﬁnding.
Intrusive symptoms also were predictive of greater
beneﬁt ﬁnding at T2, but only when measured
concurrently—intrusive symptoms measured at T1
did not prospectively predict T2 beneﬁt ﬁnding. In
addition, patients who reported perceiving their
cancer as less stressful at T1 reported higher levels
Copyright r 2011 John Wiley & Sons, Ltd.

of beneﬁt ﬁnding at T2, as did patients who were
diagnosed with small cell lung cancer.
Taken together, these results suggest that patients
who endorse greater use of coping by actively
approaching and engaging with the stressor are
more likely to ﬁnd beneﬁt in the experience. In
addition, we found that diﬀerent components of
approach-oriented coping were more strongly associated with beneﬁt ﬁnding at the two time points. At
study entry, positive reframing, the attempt to
identify something positive in the experience, was
most predictive of beneﬁt ﬁnding. Positive reframing
has been linked to beneﬁt ﬁnding in several other
studies [5,9,12] and is perhaps the coping strategy
that is most conceptually similar to beneﬁt ﬁnding.
Positive reframing coping also shares some overlap
conceptually with dispositional optimism, which
itself has been linked to higher levels of beneﬁt
ﬁnding [5,26]. It is intriguing that emotional
approach coping and not positive reframing was
more important in the prediction of T2 beneﬁt
ﬁnding. Emotional approach coping is an active
process that includes both the expression and
processing of one’s stressor-related emotions and
conceptually is a coping strategy expected to be
especially predictive of beneﬁt ﬁnding during
uncontrollable stressors, given the emphasis on
approaching and working through the distress
associated with the stressful event. Our data suggest
that emotional approach coping may be a more
important predictor than positive reframing coping
to sustained reports of beneﬁt ﬁnding.
These data also provide partial support for the
hypothesis that beneﬁt ﬁnding is positively related
to how much of an impact the event produces:
reports of beneﬁt ﬁnding after lung cancer were
higher in patients who experienced more intrusive
stress symptoms related to their cancer. The
measure of intrusive stress symptoms that we used
may also be construed as an indicator of cognitive
processing [24], which also would be consistent
with theory suggesting that beneﬁt ﬁnding arises as
a result of engaging with a highly stressful event [2].
It may be important in future research to tease
apart the extent to which perceived stress versus
stressor-related cognitive processing is more predictive of beneﬁt ﬁnding after cancer.
We had not expected that lower levels of
perceived stress at study entry would be related to
higher levels of beneﬁt ﬁnding 3 months later at T2.
If anything, perceived stress has tended to demonstrate a positive relationship to beneﬁt ﬁnding in the
literature [5,7,12], although ﬁndings have not been
entirely consistent [1]. With acknowledgment of the
limitations inherent in using a single-item measure
of perceived stress, one interpretation of this ﬁnding
is that patients who perceived cancer as less stressful
at study entry were those who felt that they had the
resources available to manage the experience, and
thus were those who also reported greater beneﬁt
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ﬁnding at follow-up. It is also possible that these
patients may have been less symptomatic and
experienced better survival, which could also have
been related to more beneﬁt ﬁnding.
To our knowledge, this is the ﬁrst longitudinal
study to test a model of beneﬁt ﬁnding in lung
cancer patients, although it is not without limitations. One limitation is that the sample is not very
racially or ethnically diverse, and most patients were
well-educated and economically advantaged. Thus,
these results may be limited in their generalizability.
Second, the sample size was not large, although it
was an achievement given the morbidity and
mortality associated with this particular population
of cancer patients and the longitudinal design.
Although the study was longitudinal, the follow-up
period of 3 months was relatively brief and we
experienced signiﬁcant attrition even with this short
follow-up. Although attrition was not unexpected
given the physical health issues and mortality facing
this particular population, it is possible that diﬀerent
results would have been obtained with longer
follow-up, and the response and attrition rates pose
additional limitations to the generalizability of the
results. However, a longer time between assessments
would likely have resulted in even greater attrition.
Despite these limitations, the current study
contributes to the beneﬁt ﬁnding literature in
several respects and provides direction for future
research. Additional studies are needed to replicate
and extend the ﬁndings reported here in larger and
more diverse samples to reﬁne theoretical conceptualizations of beneﬁt ﬁnding after cancer. It will
also be important in future research to explore the
relationship of various clinical parameters to
beneﬁt ﬁnding in studies incorporating a longer
follow-up period. In light of the consistent relationship between approach-oriented coping eﬀorts and
beneﬁt ﬁnding, facilitation of such attempts may be
useful clinically. The divergent ﬁndings that were
obtained when using the measure of event-related
intrusive thoughts versus perceived stress in predicting beneﬁt ﬁnding suggest a need for further
careful consideration of the relationship between
event-related stress and cognitive processing of the
event over time in the facilitation of beneﬁt ﬁnding.
Finally, a cautionary note is warranted. Although
beneﬁt ﬁnding seems to be a common experience
following cancer, it is not universal and is not
consistently related to other indicators of adjustment [1]. Future research is required to understand
what (if any) implications beneﬁt ﬁnding has for
long-term psychological adjustment and clinical
intervention following cancer.

Notes
1. We were unable to ascertain the speciﬁc
response rate for patients at LLUMC because
of diﬀerences in recruitment. However, at
Copyright r 2011 John Wiley & Sons, Ltd.

2.
3.

4.
5.

LLUMC, 338 potential participants were identiﬁed from the cancer registry (with no time
since diagnosis limitation). T1 questionnaires
were sent to 338 potential participants, of whom
141 (41.7%) responded and returned the questionnaire, and 26 of these met eligibility criteria
for the current study (i.e. were within 6 months
of diagnosis). Because date of diagnosis was not
available from registry data, it was not possible
to ascertain the response rate separately for
those who were within 6 months of diagnosis
and those who were beyond the 6-month
eligibility criterion.
Findings were similar whether the EAC, emotional processing, or emotional expression subscale was used in the analyses.
We used the intrusions subscale because it
appeared to be a cleaner measure of the extent
to which the event was producing a stress
response in the participant and also to minimize
any potential overlap with the avoidant coping
composite. We obtained identical results with
the avoidant scale score as well as with the total
score.
Including cancer type in this model did not
change the results.
When the T1 PTGI score was not included in
the model, cancer-related intrusions retained
signiﬁcance along with the other signiﬁcant
predictors.
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