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Abstract

Objective: Many women describe ‘positive adjustment’ as a consequence of having breast cancer.

It is unclear whether positive experiences reflect the absence of anxiety and depression or are

part of a separate process of adjustment. Existing measures are not specific to breast cancer and

may lack validity. Our aims were as follows: (1) to develop a valid questionnaire to measure

positive adjustment after breast cancer; (2) to clarify whether it measures aspects distinct from

anxiety and depression and (3) to suggest when positive adjustment typically emerges.

Methods: A new measure, the Positive Adjustment Questionnaire (PAQ), was developed and

completed by 156 women with breast cancer, allocated to three groups: 2–4 weeks; 6 months–2

years and 2–5 years post-diagnosis. Other questionnaires were used to assess anxiety and

depression and test the validity of the PAQ.

Results: Principal components analysis of the PAQ identified four domains of positive

adjustment; Fulfilment, Re-evaluation, New ways of living and Valuing Life. Women questioned

2–5 years after diagnosis reported more fulfilment, re-evaluation of life and new ways of living

than those asked shortly after diagnosis. Differences in these aspects of positive adjustment

remained after controlling for anxiety and depression.

Conclusions: This study (1) provides a measure specific to positive adjustment following

breast cancer; (2) suggests that positive adjustment is different from anxiety and depression and

(3) indicates that positive adjustment is seen in women assessed 2–5 years after diagnosis.

Psychological therapies that promote positive adjustment could enhance existing interventions

that focus on reducing anxiety and depression.
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Introduction

Research investigating the effects of traumatic life
events has predominantly focussed on the distress
that these events trigger. Over the last decade, there
has been growing interest in the positive changes that
people also describe following trauma [1–3]. Defin-
ing these positive changes has been challenging,
resulting in several descriptions. Commonly used
terms include ‘posttraumatic growth’, ‘benefit find-
ing’ and ‘stress-related growth’ [4–7]. We adopt the
term ‘positive adjustment’ here to incorporate any
beneficial aspect that occurs in response to trauma.
Whether reports of positive adjustment indi-

cate enduring benefits has been questioned [3,8].
However, positive adjustment following traumatic
experiences is generally related to better well-being
[3] and may be important for long-term adapta-
tion. Developmental theory suggests that positive

adjustment may be part of a broader change in
views of oneself [9,10], enabling people to manage
future trauma more effectively [1]. It is still not
clear whether positive adjustment is related to or
distinct from psychological distress. Research
findings are variable, depending on which aspects
of psychological distress are assessed and how
and when they are measured [11]. A recent meta-
analytic review found that positive adjustment was
unrelated to anxiety and global distress but was
related to depression [3]. This supports the view
that positive adjustment following trauma is a
useful outcome in its own right rather than simply
representing an absence of distress. Indeed, positive
adjustment and distress can be experienced con-
currently following breast cancer [12] and it has
been suggested that it is the balance between stress
and personal resources that predicts how well a
person manages after trauma [11].
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The way in which positive adjustment emerges
following different traumatic events remains un-
clear. It has been measured after a wide range of
traumatic experiences [1,3,12–14] using many differ-
ent questionnaires [4–7,15]. It has been questioned
whether people adjust in similar ways following
different types of trauma and illnesses [3]. However,
the benefits reported can be very different depending
on the type of trauma. Women who were sexually
abused as children reported benefits that were
specific to this trauma, namely, having learnt to
protect themselves and children from abuse [16].
After illness, people report different aspects of
positive adjustment depending on the type of illness
[12,13]. Even within cancer populations different
benefits are reported, men with prostate cancer most
commonly reported greater personal growth,
whereas women typically described closer relation-
ships after breast cancer [17].
Breast cancer can be traumatic for several

reasons. It develops without warning, prognosis
can be difficult to predict [18] and treatments such as
mastectomy and chemotherapy can be very unplea-
sant [19]. Even after successful treatment, it is not
clear whether remission will be permanent and fears
of recurrence can persist [20]. Nevertheless, breast
cancer can lead to positive adjustment [21] and one
study found that 50–80% of women reported at
least one positive life change afterwards [22]. More
specifically, women have described a greater appre-
ciation of life, stronger relationships and a better
view of themselves since breast cancer [2,12]. There
is evidence that positive adjustment is important for
long-term adjustment to breast cancer: patients who
found benefits in the first year after diagnosis went
on to report less distress and a better quality of life
4–7 years later [23]. However, the relationship
between aspects of positive adjustment at particular
time points may not be linear. Women reporting
both high and low benefit finding concurrently had
better adjustment than those stating intermediate
levels [24]. Clinically, there is increasing interest in
survivorship after breast cancer because improved
treatments have reduced mortality [25]. However, to
time psychological interventions that enhance well-
being, we need to know when positive adjustment
typically occurs. This remains unclear because
previous studies have measured positive adjustment
to breast cancer either only once [12,26] or in a
heterogeneous sample including women several
years after diagnosis [12,20,27,28]. Whether positive
experiences following breast cancer are related to
anxiety or depression also needs clarification [11,29].
A wide variety of measures have been used to

assess positive adjustment after trauma [3]. Well-
established measures commonly used to investigate
positive adjustment in medical populations include
the Posttraumatic Growth Inventory (PTGI) [4]
and Benefit Finding Scale (BFS) [5]. The PTGI was
developed using a literature review of positive

changes reported in a range of trauma studies and
validated with college students who had experi-
enced traumas such as bereavement and parental
separation [4]. The BFS was developed specifically
for women with breast cancer [5] but was adapted
from a questionnaire assessing benefits reported
by parents of disabled children [30]. Both may be
limited in assessing domains of positive adjustment
specific to breast cancer populations because they
were developed with populations who were not
medically ill and did not have cancer [4,30]. This is
important because research has widely reported
how the nature of positive adjustment is strongly
related to the type of trauma or illness experienced
[8,12,13,16,17]. It has, therefore, been questioned
whether these existing measures are comprehen-
sive, have content validity and can therefore
accurately assess domains of positive adjustment
that are specific to breast cancer populations [3,17].
It has been suggested that these measures are not
sophisticated enough to capture the conceptual
distinctions in positive adjustment [3] and that
more refined instruments need to be developed [17].
The aims of this study were, therefore, as

follows: (1) to develop a way of measuring positive
adjustment that is valid for women with breast
cancer; (2) to determine the extent to which the
measure identifies different components of positive
adjustment than those included within existing
questionnaires; (3) to compare positive adjustment
reported by groups of women assessed during
different time periods following diagnosis and (4)
to determine whether positive adjustment is distinct
from anxiety and depression. The study used a
cross-sectional design to gain preliminary informa-
tion about when positive adjustment is reported by
women up to 5 years after diagnosis.

Methods

Derivation of the Positive Adjustment
Questionnaire (PAQ)

To ensure content validity, a questionnaire to
measure positive adjustment was based on pre-
viously reported in-depth interviews of women
diagnosed with breast cancer [31]. Additional
items, related mainly to personal growth and social
relationships, were included to identify forms of
positive adjustment described in other studies and
existing questionnaires based on health-related
trauma [1,10,32,33]. Following the procedure
reported previously [10], relevant items were
identified and a single pair of opposing statements
was constructed for each, presented as anchors of a
1–7 scale. Approximately half were reversed to
limit response bias. Women were asked to circle the
number on the scale attached to each item in
response to the prompt ‘since you found out about
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your illness’. The draft questionnaire was evaluated
in discussion with four women with breast cancer,
two consultant surgeons, four breast care nurses
and two clinical psychologists. Items were adjusted
and the modified questionnaire was given to 10
women with breast cancer and altered again
according to their feedback. The final question-
naire contained 39 items. Two existing measures of
positive adjustment that were developed using
medical populations and included breast cancer
patients were chosen to assess convergent validity
of the PAQ [10,33].

Participants and procedure

Consecutive patients diagnosed with breast cancer
were recruited at outpatient clinics into three
groups: 2–4 weeks (Group 1); 6 months–2 years
(Group 2) and 2–5 years post-diagnosis (Group 3).
Group 1 was used to provide a baseline group, to
which positive adjustment reported by groups of
patients assessed during later time periods (Groups
2 and 3) could be compared. Based on prior theory
and research on positive adjustment to breast
cancer, it was assumed that positive adjustment
would not arise until at least 6 months post-
diagnosis [3,4,8,12,13,17]. Patients 4 weeks to 6
months post-diagnosis were, therefore, not invited
to take part. Other exclusions were patients under
18 years old; judged too distressed or ill to take
part; with recurrent breast cancer and with insuffi-
cient ability to consent or complete questionnaires.
Patients were sent an invitation letter and informa-
tion sheet before attendance at the clinic, where
they were asked for consent. Consenting patients
received questionnaires to complete at the clinic.
Clinical and demographic data were obtained from
patients and their clinical records.
From 69 outpatient clinics, attended by 1168

patients, 302 (26%) were potentially eligible. For
practical reasons, we were able to approach 236. Of
these, 156 (71%) consented. The final sample of 156
patients had median age of 56 years (range 30–88);
58 were 2–4weeks post-diagnosis (Group 1), 54
were 6 months–2 years post-diagnosis (Group 2)
and 44 were 2–5 years post-diagnosis (Group 3).
Most participants (80%) were living with other
people and were married or with a partner (63%).
Most were either employed (35%) or retired (40%)
and had left education at or before 16 years (79%).
About 58% presented with symptomatic breast
cancer; 65% had a palpable breast lump and 15%
had a palpable lymph node; 12% had a Grade 1
tumour, 26% had Grade 2, 30% had Grade 3 and
20% had a non-invasive tumour. About 55% had a
wide local excision and 42% had a mastectomy.
About 19% had received chemotherapy, 10%
radiotherapy and 33% had received both. Most
(67%) were taking endocrine medication. Demo-
graphic and clinical characteristics were compared

between each pair of groups by t-test or w2-test. The
only difference was that Groups 1 and 3 differed on
marital status (po0.05), in that Group 1 had more
women than Group 3 who were divorced or
separated (n5 5 and 1, respectively).

Additional questionnaires

Existing questionnaires were used to assess mood,
perceived health and positive adjustment to health
problems.
Mood. The Hospital Anxiety and Depression

Scale (HADS) was specifically designed to measure
anxiety and depression in people with physical
illness [34]. For both anxiety and depression there
are seven items; total scores range from 0 to 21. It
has been widely used for assessing mood in patients
with cancer [35,36].
Perceived health. The 12-item-short-form health

survey (SF-12) was used to evaluate participants’
general health and functioning. Two subscales
assess Mental Health and Physical Health, scores
ranging between 6–27 and 6–20, respectively [37].
The SF-12 has been used to assess general health
perceptions of people with cancer [38].
Existing measures of positive adjustment to ill-

ness. The Life Evaluation Questionnaire (LEQ)
was developed using a cancer population and
measures how patients with incurable cancer
evaluate their lives [10]. Two sub-scales were used:
‘Freedom versus Restriction’ measures the extent of
freedom versus restriction resulting from the illness
(10 items) and ‘Appreciation of Life’ describes
whether a person has gained from the illness
(5 items). Scores on the Freedom and Appreciation
subscales range from 10 to 70 and 5 to 48,
respectively. The Silver Lining Questionnaire
(SLQ) is a 38-item questionnaire based on inter-
views with people who reported positive conse-
quences following illnesses, including breast cancer
[16,33]. Scores range from 38 to 190. Higher scores
indicate positivity [15,33]. A description of all vari-
ables for the whole sample is presented in Table 2.

Data analysis

Psychometric analysis of the PAQ

Principal components analysis was followed by a
screen test to identify the number of components to
retain for varimax rotation. Loadings reaching 0.5
were regarded as significant. Items that cross-
loaded at 0.4 or above were excluded. Construct
validity was indicated by whether the components
reflected aspects of theory on positive adjustment
to cancer. Component-based scale scores were
computed by summing items loading on each
component. Internal consistency of the scores was
assessed using Cronbach’s a values 40.70 being
regarded as acceptable. Convergent and divergent
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validity was assessed by the Pearson correlations
between the scale scores and the validation ques-
tionnaires. To protect against type-1 errors, in view
of the number of correlations being calculated, the
criterion for significance was po0.01.

Comparing positive adjustment and mood between

groups

To compare positive adjustment and mood re-
ported by groups of women assessed during
different time periods following diagnosis, PAQ,
LEQ, SLQ and HADS scale scores were compared
between groups by analyses of variance. Significant
effects were examined by Tukey post hoc tests, in
order to minimise type 1 errors. To test the
hypothesis that positive adjustment following
breast cancer is distinct from anxiety and depres-
sion, analyses of covariance were conducted to
determine whether group differences were still
evident after controlling for women’s anxiety and
depression. Since marital status was different
between Groups 1 and 3, it was included as a
control variable in the analyses.

Results

Properties of the PAQ

From the principal components analysis, four
components, explaining 50.7% of the variance,
were retained for rotation. Loadings are listed in
Table 1. ‘Fulfilment’ describes participants having
incorporated the illness into life in such a way that
they were able to gain greater fulfilment from life.
‘Re-evaluation’ describes incorporating the illness
by re-evaluating life, for example, by changing
their view of themselves and their relationships.
‘New Ways of Living’ describes integrating illness
into life by changing activities and better managing
daily stresses. ‘Valuing Life’ describes appreciating
and valuing life more than before illness. Internal
consistency of all the component-based scales was
high (Table 2).
Inter-correlations for all measures are listed in

Table 3. All PAQ scales were positively correlated
with the SLQ and one or both of the LEQ scales.
However, relationships with existing measures of
quality of life and mood were weak or inconsistent.

Table 1. Results of the principal components analysis of PAQ responses

PAQ item % Agreeing Fulfilment Re-evaluation New Ways of Living Valuing Life

I feel I’m living life to the full 56 0.70

I’m content with what I get from life now 50 0.70

I haven’t felt this happy in years 17 0.69

My life is not limited by my illness 68 0.65

I feel life is better 32 0.65

I feel brought into reality 42 0.62

My view of life is clearer 49 0.61

I feel really positive about life 72 0.59

I never worry how long or short my life will be 40 0.55

I see life differently 49 0.68

I don’t take life for granted as much as I did 48 0.66

There are many people I feel closer to now 71 0.66

I feel brought down to earth 50 0.61

I feel I’m a different person 33 0.59

I appreciate my family and friends more 67 0.59

My outlook on life is totally different 42 0.58

I feel I’m a better person now 33 0.56

I feel I’ve ‘grown’ as a person 45 0.51

I don’t worry about the things I used to 44 0.63

I can take things more in my stride 53 0.59

I make sure I do more of what I want to do 46 0.58

I’ve done things I haven’t done before 24 0.57

I feel brought out of a rut 33 0.57

Nothing gets to me like it used to 39 0.56

I feel I have more to offer other people 49 0.52

My illness has helped free me from doing things 25 0.52

I’m more patient with people than I used to be 44 0.52

Something good has come out of having my illness 59 0.51

I value life a lot more now 79 0.82

My relationships have become closer 60 0.72

I feel work and money are less important now 60 0.62

I appreciate being alive more 76 0.61

I’m more sensitive to other people’s needs 55 0.57

I’ve realised how beautiful life is 63 0.57

There’s more to my life now 48 0.51

Item loadings exceeding 0.50 are shown. The % agreeing shows the percentage of participants agreeing with each item as stated (n 5 156).

J. S. Boot et al.
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Fulfilment and New Ways of Living correlated
positively with perceived physical and mental
health and negatively with Anxiety and Depres-
sion. There was a positive relationship between Re-
evaluation and Anxiety. Neither Re-evaluation nor
Valuing Life correlated with Depression.

Comparing positive adjustment between different
groups

Groups differed on Fulfilment (Fð2;153Þ ¼ 7:32,
po0.01), Re-evaluation (Fð2;152Þ ¼ 3:74, po0.05),
New Ways of Living (Fð2;151Þ ¼ 5:40, po0.01),
Appreciation (Fð2;151Þ ¼ 3:81, po0.05) and Positive
Consequences (Fð2;152Þ ¼ 4:93, po0.05). Post hoc
tests showed that Fulfilment (po0.01), Re-evalua-
tion (po0.05), New Ways of Living (po0.01),
Appreciation (po0.05) and Positive Consequences
(po0.05) were greater in the group assessed 2–5
years after diagnosis (Group 3) than those assessed
shortly after (Group 1). Greater Fulfilment was

seen 2–5 years after diagnosis (Group 3) than
6 months–2 years after (Group 2, po0.05). More
Appreciation was present 6 months 2 years after
diagnosis (Group 2) than at baseline (Group 1,
po0.05, Table 4).

Dissociating group differences in positive
adjustment from anxiety and depression

Groups differed in Anxiety (Fð2;142Þ ¼ 4:32, po0.05)
but not Depression. Anxiety was similar in the
groups assessed at diagnosis (Group 1) and
6 months–2 years after diagnosis (Group 2) but less
in the group assessed 2–5 years after diagnosis
(Group 3) than in Group 1 (po0.05, Table 4).
Analyses of covariance of Fulfilment (Fð2;138Þ ¼
4:67, po0.05), Re-evaluation (Fð2;138Þ ¼ 9:47,
po0.001) and New Ways of Living (Fð2;138Þ ¼ 4:44,
po0.05) found that groups continued to differ
after adjustment for Anxiety, Depression and
marital status.

Table 3. Correlations of PAQ scales with each other, the Life Evaluation Questionnaire (LEQ), Silver Lining Questionnaire (SLQ),
Short-Form-12 (SF-12) and Hospital Anxiety and Depression Scale (HADS)

Scales PAQ scale

Fulfilment Re-evaluation New Ways of Living Valuing Life

PAQ

Fulfilment �0.13 0.61� 0.42�

Re-evaluation 0.30� 0.33�

New Ways of Living 0.49�

Valuing Life

LEQ

Appreciation 0.18 0.71� 0.56� 0.51�

Freedom 0.61� �0.14 0.42� 0.39�

SLQ

Positive Consequences 0.24� 0.45� 0.44� 0.39�

SF-12

Physical Health 0.32� �0.08 0.24� 0.10

Mental Health 0.59� �0.25 0.37� 0.05

HADS

Anxiety �0.66� 0.38� �0.32� �0.07

Depression �0.61� 0.12 �0.48� �0.19

�po0.01.

Table 2. Description of variables for the whole sample including n, possible and actual ranges, mean and standard error of the mean
(SEM)

Variable n a Possible range Actual range Mean SEM

Fulfilment 155 0.86 0–63 12–62 46.34 0.88

Re-evaluation 155 0.83 0–63 9–57 38.40 0.91

New Ways of Living 154 0.84 0–70 13–68 42.65 0.86

Valuing Life 154 0.83 0–49 7–49 36.55 0.57

Anxiety 144 0.79 0–21 0–20 7.01 0.40

Depression 145 0.78 0–21 0–16 2.94 0.27

Physical Health 143 0.88 0–20 6–20 15.28 0.36

Mental Health 143 0.89 0–27 8–27 19.95 0.60

Appreciation of Life 155 0.84 0–48 8–35 22.85 0.46

Freedom 138 0.82 0–70 19–67 48.63 0.92

Positive Consequences 136 0.85 0–190 47–185 116.49 2.29

Positive adjustment to breast cancer
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Discussion

This study, to our knowledge, is the first to
use a disease-specific measure to assess positive
adjustment after breast cancer. It finds that by
comparisons with patients assessed shortly after
diagnosis, aspects of positive adjustment are seen in
patients assessed 2–5 years after diagnosis but not
in those assessed earlier. It suggests that positive
adjustment is distinct from the absence of anxiety
and depression.

The PAQ: a disease-specific measure of positive
adjustment after breast cancer

The PAQ identified domains of positive adjustment
that are part of the experience of having breast
cancer: Fulfilment, Re-evaluation, New Ways of
Living and Valuing Life. The scales of the PAQ
have high reliability and good content and con-
struct validity shown by the principal components
analysis and the fit with existing theory about
positive adjustment [1,10,28]. Content validity is
important because the nature of positive adjust-
ment is shaped by the type of trauma or illness
[8,12–14,16,17]. Moreover, the PAQ scales have
convergent validity with existing measures of
positive adjustment following illness. There was
also evidence of divergent validity in that relation-
ships with conventional measures of distress and
quality of life were weak or inconsistent. Although
Fulfilment and New Ways of Living were related to
conventional measures of distress and quality of
life, Re-evaluation and Valuing Life were largely
independent of these, showing divergent validity.
The PAQ can be considered more valid for
assessing positive adjustment to breast cancer than
existing measures that have limited content validity
[4,5,7,33]. The PAQ includes similar themes but
has a different composition of domains than either
the PTGI or BFS [7,12]. The Fulfilment and
Re-evaluation domains of the PAQ are most differ-
ent from those of the PTGI and BFS and may be

particularly relevant to the type of positive adjust-
ment that occurs after breast cancer.

Clues about when positive adjustment emerges

Compared with those assessed shortly after diag-
nosis, women assessed 2–5 years after diagnosis
reported more Fulfilment, Re-evaluation, New
Ways of Living, Appreciation and Positive Con-
sequences. This supports previous suggestions that
positive adjustment takes considerable time to
emerge [3,4]. Fulfilment and New Ways of Living
showed slightly more significant changes between
groups than the other measures and may be more
sensitive to identifying positive adjustment 2–5
years after breast cancer. Appreciation was also
higher in the group assessed 6 months–2 years after
diagnosis and may identify benefits present sooner.
These findings suggest that specific components of
positive adjustment might emerge at different times.

Positive adjustment is distinct from depression
and anxiety

Our findings suggest that positive adjustment and
amelioration of negative mood reflect different
processes. First, although components of positive
adjustment differed between groups, depression did
not. Second, although differences in positive adjust-
ment mirrored those in anxiety, they remained
significant after controlling for anxiety, indicating
that positive adjustment is more than simply
a reduction in anxiety. Indeed, Anxiety and
Re-evaluation were positively related, which could
suggest that anxiety facilitates re-evaluation of life
after breast cancer and may help women prepare
for other changes [39]. The findings of this study
help to explain the inconsistencies in the relationship
between mood and positive adjustment reported
in other studies [1,3]. They are reported to exist con-
currently and might influence each other in varying
ways, depending on certain factors [11,21,40]. It
may be the balance between distress and personal

Table 4. Mean PAQ, Appreciation, Freedom, Positive Consequences, Anxiety and Depression scores of women assessed during
different time groups (7SEM, �po0.05, ��po0.01)

Variable Time groups (post-diagnosis)

Group 1 (2–4 weeks) Group 2 (6 months–2 years) Group 3 (2–5 years)

n 57 54 44

Fulfilment�� 38.9071.23 40.4771.52 45.6071.27yyz

Re-evaluation� 35.3471.20 39.3171.65 41.2571.87y

New Ways of Living�� 39.9871.24 42.0771.68 46.7671.35yy

Valuing Life 35.4770.82 36.3970.96 38.1371.21

Appreciation� 21.0170.71 23.7770.77y 24.0970.89y

Freedom 50.6571.40 45.7671.53 49.5671.84

Positive Consequences� 108.7573.39 114.9373.97 126.7674.20y

Anxiety� 7.9470.67 7.4170.72 5.3670.61y

Depression 2.9270.49 3.6170.54 2.2070.29

Possible and actual ranges are shown in Table 2. ydiffers from Group 1 (2–4 weeks group, ypo0.05, yypo0.01), zdiffers from Group 2 (6 months – 2 years group, po0.05).
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resources that predicts whether a person psycho-
logically deteriorates or improves after cancer [11].
Clearly, to gain a complete picture of psychological
adjustment following breast cancer it is important to
assess both mood and positive adjustment.

Clinical implications

Psychological interventions that only focus on
reducing distress after breast cancer may be limited
[41,42]. There is some evidence that interventions
that explicitly promote positive adjustment are
useful after breast cancer [11]. These include
techniques that develop mindfulness, meaning
and self-efficacy [43–45]. Acceptance and Commit-
ment Therapy might be particularly useful because
it helps people clarify their values and develop
goals congruent to these values [46]. These
approaches currently have little evidence base on
which to evaluate their effectiveness in cancer
populations. This study indicates ways in which
women spontaneously re-evaluate life, find new
ways of living and sources of fulfilment after breast
cancer. Developing psychological interventions
could target these specific elements.

Limitations

The main limitation of the study is the cross-
sectional design, which compared different groups
of women during different time periods after
diagnosis of breast cancer. Positive adjustment is
likely to be a very individual process and different
aspects could emerge at various time points
depending on the person. A longitudinal study that
assessed the same group of women at particular
time points after their diagnosis would provide
much stronger evidence about when positive
adjustment typically emerges in this population.
Such a study would also have the advantage of
being able to identify distinct trajectories of change
for subgroups of women, for example, those with
pre-existing mental health problems. Assessing
women at particular time points would more clearly
pinpoint when positive adjustment typically occurs
after breast cancer and how this fits with key stages
of medical treatment. This study provides some
preliminary evidence on which to base a long-
itudinal study, suggesting that it could be helpful to
assess positive adjustment up to 5 years after
diagnosis. Other limitations of this study are that
we did not include commonly used measures of
positive adjustment such as the BFS and PTGI,
which could have provided useful comparative data
about which scales are most effective in this
population. Future research that further clarified
the complex relationship between mood and
positive adjustment would be very useful [11].

Study approval and potential conflicts
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