
Meaning Making and Dispositional Mindfulness
among Women with Breast Cancer

Item Type text; Electronic Dissertation

Authors Vick, Rose Marie

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 24/05/2023 20:32:41

Link to Item http://hdl.handle.net/10150/627726

http://hdl.handle.net/10150/627726


MEANING MAKING AND DISPOSITIONAL MINDFULNESS AMONG 
 

WOMEN WITH BREAST CANCER 
 
 
 

by 
 

Rose Marie Vick 
 
 
 
 

________________________ 
Copyright © Rose Marie Vick 2018 

 
 

A Dissertation Submitted to the Faculty of the 
 

COLLEGE OF NURSING 
 

In Partial Fulfillment of the Requirements 

For the Degree of 
 

DOCTOR OF PHILOSOPHY 
 

In the Graduate College 
 

THE UNIVERSITY OF ARIZONA 
 
 
 
 
 

2 0 1 8 



 
 
 

 
2 

 
 



 
 
 

 
3 

STATEMENT BY AUTHOR 

This dissertation has been submitted in partial fulfillment of requirements for an 
advanced degree at The University of Arizona and is deposited in the University Library to be 
made available to borrowers under rules of the Library. 
 

Brief quotations from this dissertation are allowable without special permission, provided 
that accurate acknowledgment of source is made. Requests for permission for extended quotation 
from or reproduction of this manuscript in whole or in part may be granted by the head of the 
major department or the Dean of the Graduate College when in his or her judgment the proposed 
use of the material is in the interests of scholarship.  In all other instances, however, permission 
must be obtained from the author. 
 
 
 

SIGNED: __Rose Marie Vick__________________ 
 



 
 
 

 
4 

ACKNOWLEDGMENTS 

I would first like to thank my family for their constant support and encouragement. My 

husband John and son Alex have been my respite, joy and inspiration. I am lucky to have a 

wonderful community of family, friends and colleagues who believed in me and provided 

unfailing support. I would like to thank my chair and advisor Dr. Terry Badger for her guidance 

and mentorship during my doctoral studies. She taught me how to write with confidence, think 

like a scientist, and to appreciate the unique perspective that my clinical background lends to 

nursing science. Dr. Badger continues to guide and support me as I contemplate my career 

beyond the PhD, and I am grateful for such a well-suited mentor. I would like to thank my minor 

chair Dr. Thaddeus Pace who has been incredibly selfless with his time during my studies, both 

in teaching endeavors that shaped my interests and confidence, but also by making time for the 

synthesis of that information that involved processing, brainstorming and creating. I would also 

like to thank Dr. Reed who from the very first semester, helped to shape my ideas and methods 

for questioning and exploring. Dr. Reed urged me to identify and explore my own passions and 

beliefs within nursing, creating a strong foundation for my scientific endeavors. I owe my final 

product to this talented committee who individually and collectively gave me permission to 

discover and challenged me to put forth my best work. This work would not have been possible 

without the trust and support of Dr. Ingrid Mayer at Vanderbilt-Ingram Cancer Center and the 

dedicated oncology infusion nurses at the Vanderbilt Breast Center who welcomed me into their 

world and space during data collection. Finally, I would like to thank my colleagues and 

leadership at Vanderbilt University School of Nursing who have mentored me and continue to 

encourage me to pursue my career goals. 



 
 
 

 
5 

DEDICATION 

To all of the brave and inspiring women I have encountered on this journey. Breast 

cancer has affected us all in one way or another, and I am humbled by the opportunity to learn 

from women who are facing some of their darkest days. I would like to give sincere thanks to all 

of the women who volunteered their time and perspectives for this study. Hearing your stories 

and learning of your strength fuels my passion for this work and is one of the greatest gifts in my 

life, thank you. 

 



 
 
 

 
6 

TABLE OF CONTENTS 

LIST OF FIGURES ......................................................................................................................... 9 

LIST OF TABLES ........................................................................................................................ 10 

ABSTRACT .................................................................................................................................. 11 

CHAPTER I: STATEMENT OF THE PROBLEM ................................................................ 13 

Introduction ................................................................................................................................. 13 
Purpose ......................................................................................................................................... 17 
Research Questions ..................................................................................................................... 18 
Significance .................................................................................................................................. 19 
Worldview and Philosophical Perspective ................................................................................ 21 
Theory ........................................................................................................................................... 22 
Hypothesized Theoretical Model ................................................................................................ 23 
Summary ...................................................................................................................................... 25 

CHAPTER II: REVIEW OF THE LITERATURE ................................................................. 26 

Psychological Distress ................................................................................................................. 26 
Dispositional Mindfulness ........................................................................................................... 28 
Meaning Making and Meanings Made ...................................................................................... 30 
Meaning Making Interventions .................................................................................................. 33 

Randomized Controlled Trials ....................................................................................... 33 
Pre-Post Designs .............................................................................................................. 36 

Conclusion .................................................................................................................................... 37 

CHAPTER III: METHODS ....................................................................................................... 39 

Research Design ........................................................................................................................... 39 
Sample and Setting ...................................................................................................................... 39 
Human Subjects’ Protection ....................................................................................................... 39 
Procedures .................................................................................................................................... 40 

Recruitment ...................................................................................................................... 40 
Data Collection ................................................................................................................. 41 

Measures ....................................................................................................................................... 42 
Demographic Characteristics ......................................................................................... 42 
Meaning Making .............................................................................................................. 43 
Dispositional Mindfulness ............................................................................................... 45 
Meaning in Life ................................................................................................................ 45 
Psychological Distress ..................................................................................................... 46 

Data Analysis ............................................................................................................................... 46 



 
 
 

 
7 

TABLE OF CONTENTS – Continued 

CHAPTER IV: RESULTS .......................................................................................................... 48 

Sample Description ...................................................................................................................... 48 
Participant Demographics and Cancer Characteristics .......................................................... 49 
Concepts in the Hypothesized Theoretical Moderation Model ............................................... 51 

Meaning Making .............................................................................................................. 51 
Dispositional Mindfulness ............................................................................................... 52 
Meaning in Life ................................................................................................................ 52 
Psychological Distress ..................................................................................................... 53 

Participant Characteristics and Concepts in the Hypothesized Theoretical Model ............. 53 
Relationships Among Concepts in the Hypothesized Theoretical Model ............................... 54 
Results for Research Question 1 ................................................................................................ 56 

Meaning Making: Intrusions .......................................................................................... 56 
Meaning Making: Positive Reinterpretation ............................................................................ 57 

Meaning Making: Religious Coping .............................................................................. 58 
Meaning Making: Benefit Finding ................................................................................. 59 

Results for Research Question 2 ................................................................................................ 60 
Meaning Making: Intrusions .......................................................................................... 60 
Meaning Making: Positive Reinterpretation ................................................................ 60 
Meaning Making: Religious Coping .............................................................................. 61 
Meaning Making: Benefit Finding ................................................................................. 62 

Dispositional Mindfulness as a Mediator .................................................................................. 63 
Summary ...................................................................................................................................... 66 

CHAPTER V: DISCUSSION AND CONCLUSIONS ............................................................. 67 

Meaning Making During Active Treatment for Breast Cancer .............................................. 67 
Discussion of Findings for Research Question 1 ....................................................................... 70 
Discussion of Findings for Research Question 2 ....................................................................... 71 
Theoretical Implications and Revised Models .......................................................................... 72 
Implications for Clinical Practice .............................................................................................. 75 
Implications for Research ........................................................................................................... 76 
Study Strengths and Limitations ............................................................................................... 78 
Conclusion .................................................................................................................................... 79 

APPENDIX A: HUMAN SUBJECTS INSTITUTIONAL REVIEW BOARD (IRB) FORM  .. 81 

Vanderbilt University .................................................................................................................... 82 

APPENDIX B: MEASURES ........................................................................................................ 84 

Demographic Instrument ............................................................................................................... 85 
Impact of Event Scale-Revised - Intrusions Subscale ................................................................... 86 
COPE Questionnaire (Positive Reinterpretation & Growth & Religious Coping Subscales) ....... 87 



 
 
 

 
8 

TABLE OF CONTENTS – Continued 

Benefit Finding Questionnaire ...................................................................................................... 88 
Meaning in Life Scale (MiLS) ...................................................................................................... 90 
Five Facet Mindfulness Questionnaire (FFMQ) ........................................................................... 92 
National Comprehensive Cancer Network (NCCN) Distress Management Screening Measure 
(DMSM) ........................................................................................................................................ 95 

REFERENCES .............................................................................................................................. 96 

 



 
 
 

 
9 

LIST OF FIGURES 

FIGURE 1. Hypothesized theoretical moderation model ............................................................ 22 
FIGURE 2. Dispositional mindfulness partially mediates the relationship between intrusions 

and psychological distress ........................................................................................ 64 
FIGURE 3. Dispositional mindfulness fully mediates the relationship between intrusions and 

meaning in life .......................................................................................................... 65 
FIGURE 4. The relationship between deliberate coping and meaning in life ............................. 72 

FIGURE 5. Mediation model: automatic meaning making, dispositional mindfulness and 
meaning in life .......................................................................................................... 73 

FIGURE 6. Mediation model: automatic meaning making, dispositional mindfulness and 
psychological distress ............................................................................................... 74 

 



 
 
 

 
10 

LIST OF TABLES 

TABLE 1. Study concepts and definitions ................................................................................. 18 
TABLE 2. Concepts, measure, scoring and reliability .............................................................. 44 

TABLE 3. Participant demographic and cancer characteristics (N=75) ................................. 50 
TABLE 4. Means, standard deviations and ranges for concepts in the hypothesized theoretical 

model (N=75) ........................................................................................................... 51 
TABLE 5. Spearman’s rho correlation among study variables ................................................ 55 

TABLE 6. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between intrusions and meaning in life ................................................ 57 

TABLE 7. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between positive reinterpretation and meaning in life ......................... 58 

TABLE 8. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between religious coping and meaning in life ...................................... 58 

TABLE 9. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between benefit finding and meaning in life ........................................ 59 

TABLE 10. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between intrusions and psychological distress .................................... 60 

TABLE 11. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between positive reinterpretation and psychological distress ............. 61 

TABLE 12. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between religious coping and psychological distress .......................... 62 

TABLE 13. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between benefit finding and psychological distress ............................. 63 

 



 
 
 

 
11 

ABSTRACT 

This study elucidated the theoretical links between meaning making and dispositional 

mindfulness for women with breast cancer to develop a guiding framework for future 

intervention research. The research questions were: 1) Does dispositional mindfulness moderate 

the relationship between meaning making and meaning in life in women with breast cancer in 

active treatment; and, 2) Does dispositional mindfulness moderate the relationship between 

meaning making and psychological distress in women with breast cancer in active treatment? 

Seventy-five women with breast cancer who were receiving active treatment with 

chemotherapy and/or biologic therapy participated in the study and completed a Demographic 

questionnaire, the Intrusions subscale of the Impact of Event Scale-Revised (IES-R), the 

Religious Coping (RC) and Positive Reinterpretation (PR) subscales of the COPE Inventory, the 

Benefit Finding Scale, the Five Facet Mindfulness Questionnaire (FFMQ) and the Meaning in 

Life Scale (MiLS). Participants completed the questionnaires electronically in REDCap using an 

iPad. Cancer characteristics including time since breast cancer diagnosis in weeks, disease stage 

(I-IV), and whether or not the patient has received chemotherapy, surgical treatment, radiation 

and hormonal therapy were obtained from the Electronic Medical Record (EMR). 

Data analysis included running descriptive statistics for all variables, and assessing for 

normality. Bivariate analyses were used to identify confounding variables, and a Spearman’s 

correlation matrix was computed to examine bivariate relationships between variables. 

Moderation effects were tested using multiple linear regression, and mediation was tested using 

multiple linear regression and following Preacher and Hayes (2004) three-step process. Any 
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confounding variables identified in the bivariate analyses were entered into the regression model 

as covariates. 

Participants in the study were engaging in meaning making, and all of the meaning 

making concepts were significantly correlated with meaning in life. Intrusions was the only 

aspect of meaning making that was significantly negatively correlated with meaning in life. 

Intrusions was also the only aspect of meaning making with a significant correlation with 

psychological distress. Dispositional mindfulness did not moderate the relationship between 

meaning making and meaning in life or the relationship between meaning making and 

psychological distress. However, dispositional mindfulness fully mediated the relationship 

between meaning making (intrusions) and meaning in life and partially mediated the relationship 

between meaning making (intrusions) and psychological distress. The findings demonstrate 

important distinctions between the automatic and deliberate aspects of meaning making and the 

role of dispositional mindfulness in promoting positive outcomes. 
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CHAPTER I: STATEMENT OF THE PROBLEM 

Introduction 

Cancer is the second leading cause of death in the United States (American Cancer 

Society [ACS], 2018). It is estimated that in 2018, about 1.7 million cases of cancer will be 

diagnosed and 609,640 Americans will die of cancer (ACS, 2018). Although breast cancer death 

rates have declined over the last 10 years, it is still the number one cancer diagnosis and the 

second leading cause of cancer related death among women in America. Estimations for 2018 

include 266,120 new cases of female breast cancer and that 40,920 women will die from breast 

cancer (ACS, 2018). While breast cancer may be thought of as a single disease, the term 

encompasses multiple cancers that vary in terms of site of origin, histology, genetic features, 

hormone receptor status and invasiveness (Institute of Medicine of the National Academies, 

2011). Disease features guide treatment, which is demanding and costly and may include a 

combination of surgery, chemotherapy, radiation and hormonal therapy ACS, 2018). 

To fully understand the cancer experience, we must consider ‘holistic suffering’ or 

multidimensional suffering involving the mind, body and spirit (Best, Aldridge, Butow, Olver, & 

Webster, 2015). Cancer patients face psychosocial stressors related to finances, body image, role 

changes, spirituality and existential issues in addition to the physical symptoms associated with a 

cancer diagnosis. Psychological distress and existential distress are two types of suffering 

common among cancer patients. Ridner (2003) defines psychological distress as “the unique 

discomforting, emotional state experienced by an individual in response to a specific stressor or 

demand that results in harm, either temporary or permanent, to the person” (p. 539). 
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Psychological symptoms of distress include worry, fear, anger, confusion, sadness, and 

uncertainty (Institute of Medicine of the National Academies, 2007). 

Approximately 30% of cancer patients regardless of diagnoses experience psychological 

distress (Carlson & Bultz, 2003; Zabora, BrintzenhofeSzoc, Jacobsen, et al., 2001). 

Psychological distress is associated with poor psychosocial and physical outcomes and as a 

result, distress management and screening have become a major focus of oncology care over the 

last eight to ten years (Institute of Medicine of the National Academies, 2008). Psychological 

distress rates generally range from 20-40% among women with breast cancer depending on how 

distress is measured and the sub-population assessed (Institute of Medicine of the National 

Academies, 2004). Factors that impact the risk of psychological distress among women with 

breast cancer include pre-existing mental illness, age at diagnosis, physical comorbidities, 

symptom burden and social support (Institute of Medicine of the National Academies, 2004).  

Psychological distress may also vary over time as women face unique challenges and 

tasks at different points in the cancer trajectory. Receiving a new diagnosis of breast cancer, 

making treatment decisions, coping with treatment-related physical symptoms, transitioning to 

survivorship, experiencing a recurrence, and facing the end of life are all stages that may trigger 

psychological distress. Psychological distress has serious consequences for women with breast 

cancer and has been associated with poor quality of life, treatment non-adherence, increased 

utilization of medical services, impaired physical and cognitive functioning, decreased immune 

functioning and mortality (Badger et al., 2012; Carvalho et al., 2014; Gao, Bennett, Stark, 

Murray, & Higginson, 2010; Hamer, Chida, & Molloy, 2009; Jacobsen et al., 2005; Luecken & 
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Compas, 2002; Reed et al., 2016). Fostering positive coping and limiting psychological distress 

may help to maximize both physiological and psychological outcomes.  

A complementary type of suffering to psychological distress is existential suffering. 

Existential suffering may involve issues related to an unfulfilled past, personal identity, integrity, 

hopelessness, death, meaninglessness, futility and religious concerns (LeMay & Wilson, 2008). 

Westman, Bergenmar, and Andersson (2006) identified three categories of existential issues for 

cancer patients: life, illness and death. Within the cancer literature, existential distress has also 

been defined simply as ‘life with little or no meaning’ (Breitbart et al., 2015; Lee, Cohen, Edgar, 

Laizner, & Gagnon, 2006a). Existential distress may occur at any point in the cancer trajectory. 

Finding meaning in the context of illness is an important part of adapting to a cancer diagnosis, 

and many cancer patients and survivors describe searching for meaning as part of their coping 

(Moreno & Stanton, 2013; Sherman, Simonton, Latif, & Bracy, 2010).  

Meaning making efforts begin at the time of diagnosis and continue into survivorship 

(Ching, Martinson, & Wong, 2012). For individuals with advanced cancer, symptom burden 

mediates the relationship between closeness to death and existential distress (Lichtenthal et al., 

2009). Existential distress may result in poorer outcomes, whereas enhanced meaning is 

protective and may lead to psychological growth. Individuals with cancer and higher global 

meaning experience less distress and better quality of life (Sherman et al., 2010; Winger, Adams, 

& Mosher, 2016). Meaning in life has been shown to mediate the relationship of physical and 

social functioning and distress, and loss of meaning may result in impairments in physical and 

social functioning (Jim & Anderson, 2007). 
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Mindfulness-based interventions have become increasingly popular as a strategy for 

coping with illness-related suffering. Jon Kabat-Zinn (2003) provides the following working 

definition of mindfulness: “the awareness that emerges through paying attention on purpose, in 

the present moment, nonjudgmentally to the unfolding of experience moment by moment” (p. 

145). However, it is important to distinguish between state and trait mindfulness. State 

mindfulness is practiced in meditation whereas trait mindfulness refers to one’s disposition and 

the tendency to be mindful in day-to-day activities (Kiken, Garland, Bluth, Palsson, & Gaylord, 

2015). There is some evidence to suggest that by teaching and practicing state mindfulness, 

mindfulness-based interventions actually lead to increases in trait mindfulness (Kiken et al., 

2015). Mindfulness-based interventions have been adapted to address numerous physical and 

affective conditions (Kabat-Zinn, 2003). Mindfulness Based Stress Reduction (MBSR) 

interventions are popular among women with breast cancer, and are associated with positive 

psychological outcomes including general well-being, perception of social support, 

improvements in quality of life, coping and acceptance (Casellas-Grau, Font, & Vives, 2014; 

Cramer, Lauche, Paul, & Dobos, 2012; Huang, He, Wang, & Zhou, 2015; Zainal, Booth, & 

Huppert, 2013). Mindfulness Based Stress Reduction may be especially appealing and relevant 

for cancer patients in active treatment who are searching for meaning but have low presence of 

meaning (Garland, Stainken, Ahluwalia, Vapiwala, & Mao, 2015).  

Furthermore, the primary attributes of mindfulness are attention, awareness and 

acceptance (White, 2014), all of which are important tools for engaging in meaning making 

coping. The Mindfulness to Meaning Theory is a recently published theory that describes how 

dispositional mindfulness promotes psychological well-being including meaning in life (Garland 
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et al., 2016). Garland et al. (2016) define dispositional mindfulness as “the tendency to exhibit 

nonjudgmental and nonreactive awareness of one’s thoughts, emotions, and present moment 

sensory perceptual experience” (p. 686). Garland et al. (2016) tested the Mindfulness to Meaning 

Theory with a heterogeneous sample of 97 cancer patients in active treatment and did not find a 

direct positive correlation between dispositional mindfulness and meaning in life. However, 

there was a significant positive correlation between dispositional mindfulness and attention to 

positive information and positive reappraisal (Garland et al., 2016). Positive reappraisal and 

attention to positive information were both significantly positively correlated with meaning in 

life (Garland et al., 2016). There was a direct significant positive correlation between 

dispositional mindfulness and quality of life and a significant negative correlation between 

mindfulness and emotional distress (Garland et al., 2016). These findings point to a complex 

connection between dispositional mindfulness and meaning in life that warrants further 

examination. 

Purpose 

The objective of this study is to elucidate the theoretical links between meaning making 

and dispositional mindfulness for women with breast cancer to develop a guiding framework for 

future intervention research. Developing a theoretical framework will help researchers and 

clinicians find ways to foster adaptive meaning making, reduce distress and promote positive 

psychological outcomes. Meaning making begins early in the cancer trajectory but the majority 

of studies to date have targeted cancer survivors or those with advanced disease. There is 

insufficient literature that focuses on individuals in active treatment, which is an important gap 

filled by this study’s findings. It is important to understand the meaning making characteristics 
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and needs specific to breast cancer patients in active treatment to develop or adapt interventions 

for this population.  

The current study is a quantitative descriptive study of women with breast cancer who are 

receiving chemotherapy that examines the relationships between meaning making, dispositional 

mindfulness, psychological distress and meaning in life. See Table 1 for a list of study constructs 

and definitions. The purpose of this study is to understand how meaning making and 

dispositional mindfulness interact to influence meaning in life and psychological distress in 

women with breast cancer who are receiving chemotherapy. The findings of this study help to 

expand the current conceptual understanding of meaning making to inform future intervention 

research. The ultimate goal is to improve outcomes for women with breast cancer.  

TABLE 1. Study concepts and definitions 
Concept Definition 

Meaning Making Meaning making is a process that involves automatic 
and effortful coping to reduce the discrepancy between 
global and situational meaning (Park, 2013). 

Dispositional Mindfulness A psychological trait that describes “the tendency to 
exhibit nonjudgmental and nonreactive awareness of 
one’s thoughts, emotions, and present moment sensory 
perceptual experience” (Garland et al., 2016). 

Meaning in Life Meaning in life refers to an individual’s purpose in life, 
broad beliefs, goals and spirituality (Jim, Purnell, 
Richardson, Golden-Kreutz, & Andersen, 2006; Park, 
2013). 

Psychological Distress Psychological distress is a discomforting emotional state 
in response to a stressor that results in temporary or 
permanent harm to the individual (Ridner, 2003). 

Research Questions 

1. Does dispositional mindfulness moderate the relationship between meaning making and 

meaning in life in women with breast cancer in active treatment with chemotherapy or 

biologic therapy? 
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2. Does dispositional mindfulness moderate the relationship between meaning making and 

psychological distress in women with breast cancer in active treatment with 

chemotherapy or biologic therapy? 

Significance 

This study expands the current knowledge on the meaning making process in women 

with breast cancer who are in active treatment. It also contributes to the existing body of 

knowledge by addressing gaps in the literature and extending The Meaning Making Model. The 

findings will inform meaning-centered interventions to promote positive outcomes and reduce 

negative outcomes such as psychological distress.  

Evidence demonstrating the significant negative and long-term consequences of 

psychological distress has led to efforts to improve distress screening and psychosocial care for 

cancer patients. The Institute of Medicine of the National Academies (2008) published a report 

focused on psychosocial care for cancer patients titled Cancer Care for the Whole Patient: 

Meeting Psychosocial Health Needs. This report presented a new standard of care that provision 

of appropriate psychosocial care is an integral part of cancer care and provided models for 

meeting this standard. In addition, the American College of Surgeons Commission on Cancer 

also made changes to Cancer Program Standards, and beginning in 2015 per Standard 3.2: each 

accredited institution must conduct psychosocial distress screening and provide either onsite 

psychosocial care or referrals to the community (Commission on Cancer of the American 

College of Surgeons, 2016). 

The push toward more effective psychosocial care has been positive and researchers have 

focused on developing and evaluating psychosocial interventions for cancer patients. In fact, 
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multiple meaning making interventions have been developed and evaluated over the last decade 

in an effort to reduce cancer related distress and promote positive psychological outcomes 

(Breitbart et al., 2012; Lee, Cohen, Edgar, Laizner, & Gagnon, 2006b; Mosher et al., 2012). 

Preliminary evidence is promising and suggests that meaning making interventions improve 

quality of life and well-being for cancer patients, but there is limited evidence to support the idea 

that the interventions reduce distress. The complex relationship between meaning making, 

meaning in life and distress is still poorly understood, yet of great consequence to individuals 

with cancer who are searching for meaning.  

The theoretical framework for meaning making intervention studies is limited to what is 

known currently, and to advance intervention science, the conceptual framework needs to be 

modified. Interventions that are theoretically informed are more effective than those that lack a 

theoretical foundation (Painter, Borba, Hynes, Mays, & Glanz, 2008). Furthermore, continuing to 

conduct intervention research without a guiding conceptual framework may be an inefficient use 

of limited resources. Modifying the conceptual framework will provide insight into the meaning 

making process for women with breast cancer, and this information can be used to inform novel 

interventions or adapt existing interventions with low to moderate effects. The findings of this 

study will not only help efforts to minimize negative outcomes, but it also provides knowledge 

that can help cancer patients achieve health in the face of illness (Newman, Smith, Dexheimer 

Pharris, & Jones, 2012). Supporting cancer patients in their search for meaning promotes 

existential health, which involves awareness of being, deriving meaning from suffering and self-

transcendence (Whitehead, 2003). By understanding the meaning making process, we can 

promote health and reduce harm during a period of great vulnerability. 
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Worldview and Philosophical Perspective 

Intermodernism is a philosophical perspective specific to nursing science that reflects my 

epistemological and ontological views of nursing, and therefore is a guiding force for this study. 

Intermodernism encourages exploration of topics that are important to humanity but challenging 

to study in an empirical way, including the search for meaning (Reed, 2011). According to 

Intermodernism, truth is determined through coordination of multiple theoretical perspectives, 

and is grounded in both individual perspectives and shared values including the nursing 

metaparadigm (Reed, 2011). Discovery is central to Intermodernism, multiple ways of knowing 

are acknowledged, and patient perspectives are central to knowledge development (Reed, 2011). 

Intermodernism encourages new thinking, ongoing reflection and critique (Reed, 2013a). 

Nursing practice and nursing science are considered reciprocal and key to knowledge 

development (Reed, 2006, 2011). However, reflexivity is essential for knowledge development; 

nursing practice and nursing science are reciprocal only when we continue to question and reflect 

on our nursing experiences.  

Reed (1997) defines the Intermodernist nursing ontology as “an inherent process of well-

being, characterized by manifestations of complexity and integration in human systems” (p.78). 

Nursing is viewed as an inner process that can be facilitated by professional nurses, suggesting 

that individuals have the capacity for inner healing (Reed, 2011). My ontological beliefs about 

nursing have also been shaped by Parse’s Simultaneity Paradigm because it is collaborative in 

nature and emphasizes existential goals of nursing such as mobilizing transcendence and 

illuminating meaning (Reed, 2013b). The Simultaneity Paradigm describes health as a process of 

becoming, emphasizes the nurse-patient partnership and considers the patient’s health goals 
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(Reed, 2013b). Like other nursing theorists including Peplau, Travelbee, Newman and Parse, I 

believe the nurse-patient relationship is key to empowering patients so they may engage in their 

own inner-healing (Meleis, 2012). The goal of the current study is to understand meaning 

making as an inner process of self-healing, and thus reflects my philosophical perspective and 

worldview. We must first understand meaning making as a process before attempting to generate 

solutions that facilitate healing by fostering meaning making. 

Theory 

Theories describe relationships between concepts and play a major role in distinguishing 

a discipline from others that might reflect different perspectives on the same phenomenon 

(Higgins & Moore, 2012). Existing theories from nursing or other disciplines may provide 

adequate conceptual frameworks for some nursing research questions. At other times, closing the 

research-practice gap and advancing nursing knowledge requires revision of the existing 

conceptual framework (Walker & Avant, 2011). This study presents a theoretical model to 

advance nursing knowledge about meaning making in women with breast cancer. 

 
FIGURE 1. Hypothesized theoretical moderation model 
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Hypothesized Theoretical Model 

The proposed theoretical model suggests that dispositional mindfulness is a moderator 

between meaning making and two outcomes, 1) meaning in life and 2) psychological distress. 

Dispositional mindfulness is one factor that may impact the relationship between the meaning 

making process and both positive and negative outcomes. This model also proposes that there is 

a positive relationship between meaning making and meaning in life and a negative relationship 

between meaning making and psychological distress. See Table 1 for concept definitions.  

Several strategies were used to develop the hypothesized theoretical model including 

empirical and personal patterns of knowing. First, a concept analysis and literature synthesis 

table guided my understanding of the current concepts and how they have been defined within 

the cancer literature. Meaning making and meanings made have been defined in a variety of 

ways in the current literature, but consistently, meaning making is defined as a process whereas 

meanings made is considered an outcome. One of the most comprehensive models of meaning to 

date is Park and Folkman’s Meaning Making Model (Park, 2013; Park & Folkman, 1997). The 

Meaning Making Model is a middle range theory that builds upon previous work in the field of 

psychology and describes meaning in the context of stress and coping (Park, 2010). The Meaning 

Making Model is an extension of the Transactional Model of Stress and Coping (TMSC) and 

elaborates on meaning making coping, which is one type of coping presented in the TMSC (Park 

& Folkman, 1997). The purpose of the Meaning Making Model is to elaborate on the dimensions 

of meaning, extend the TMSC and provide a framework for future research in this area (Park & 

Folkman, 1997).  
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The Meaning Making Model is a discrepancy-based model that defines four types of 

meaning: global meaning, situational meaning, meaning making and meanings made (Park, 

2013). Global meaning describes an individual’s broad sense of meaning in life including beliefs, 

sense of purpose and goals. Situational meaning refers to the meaning of a specific event and is 

based on the individual’s appraisal of that event. According to the model, two things can happen 

when an individual is faced with a potentially stressful event: discrepancy or no discrepancy. If 

there is a discrepancy between global meaning and situational meaning of the event, then distress 

occurs. If there is no discrepancy as a result of the event, then there is no distress and the 

individual experiences healthy adjustment. If a discrepancy and therefore distress occurs, the 

individual goes on to engage in meaning making in order to reduce the distress. Meaning making 

is a process that involves automatic and effortful coping and leads to meanings made or 

outcomes of the meaning making process (Park, 2013). Meanings made can vary widely but may 

consist of the following outcomes: changes in the appraised meaning of the event (assimilation), 

changes in global meaning (accommodation), stress-related growth, changes in identity and 

acceptance (Park, 2013).  

An assumption of the model is that the meaning making process is always productive and 

leads to meanings made and reduced distress. However, there is evidence to suggest that not all 

individuals who engage in meaning making experience meanings made or changes in meaning in 

life (Garland et al., 2015; Kernan & Lepore, 2009; Sadler-Gerhardt, Reynolds, Britton, & Kruse, 

2010; Sherman et al., 2010; Van der Spek et al., 2013). In fact, an unproductive search for 

meaning can have negative consequences including increases in distress (Breitbart et al., 2015; 

Garland et al., 2015; Lee, 2008). The Meaning Making Model does not address this trajectory or 
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propose processes that support or interfere with adaptive meaning making. Given that meaning 

making does not always lead to meanings made, there is an opportunity to hypothesize about the 

role of related constructs such as dispositional mindfulness. 

Personal knowing comes from my experience as a Psychiatric Nurse Practitioner 

providing mental health services to cancer patients. I have worked with many cancer patients 

who are experiencing distress, and those who are able to find meaning in the cancer experience 

seem to cope better and even experience psychological growth as a result of their cancer 

experience. Engaging in meaning making also seems to be easier for those who can acknowledge 

the present moment. Patients who are consumed with worry or thoughts of the past or future 

seem to have more difficulty engaging in meaning making. These observations combined with 

the extant literature in this area provided the foundation for the hypothesized model presented 

here. 

Summary 

The current study addressed gaps in the literature regarding meaning making coping 

among women in active treatment for breast cancer. The relationships between meaning making, 

dispositional mindfulness, meaning in life and psychological distress were examined. The 

current work also presents a hypothesized theoretical model that proposes that dispositional 

mindfulness moderates the relationship between meaning making and the outcomes meaning in 

life and psychological distress. The findings of this study contribute to knowledge development 

in the area of meaning making in women with breast cancer, and may be used to inform 

intervention research to promote positive outcomes. Chapter two is a review of the literature on 

the study’s target concepts. 
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CHAPTER II: REVIEW OF THE LITERATURE 

This chapter includes a review of the literature on concepts examined in this study and 

presented in the hypothesized theoretical model. Psychological distress, dispositional 

mindfulness, meaning making and meanings made/meaning in life are reviewed with a focus on 

the breast cancer population. 

Psychological Distress 

Cancer patients are at risk for developing psychological symptoms including worry, fear, 

anger, confusion, sadness, and uncertainty even if they do not develop clinical syndromes 

(Institute of Medicine of the National Academies, 2007). ‘Change in emotional status’ is one of 

the five defining attributes of psychological distress and involves a shift from a stable baseline 

emotional state to one of anxiety, depression, irritability or aggressiveness (Ridner, 2003). On 

average, 20-40% of women with breast cancer experience distress, however rates as high as 50% 

have been reported (Burgess et al., 2005; Mertz et al., 2012). Depression is the most common 

type of psychological distress experienced by breast cancer patients, and 10-25% of women with 

breast cancer meet criteria for Major Depressive Disorder (Carvalho et al., 2014). Depression is 

more common among women with breast cancer than other cancer populations with the 

exception of pancreatic and oropharyngeal cancers (Fann et al., 2008).  

Among women with breast cancer, personal factors influence the risk and severity of 

psychological distress. Women with higher trait anxiety experience higher psychological distress 

(Ando et al., 2009; Bleiker, Pouwer, van der Ploeg, Leer, & Adèr, 2000). Intrusive thoughts 

about cancer are also associated with high levels of distress (Bleiker et al., 2000; Cohee et al., 

2016; Costa-Requena, Rodríguez, Fernández, Palomera, & Gil, 2011). Health complaints, 
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insomnia and social constraints are also associated with high levels of distress (Bleiker et al., 

2000; Cohee et al., 2016). Body image disturbance is significantly associated with depression, 

anxiety and stress (Alcorso & Sherman, 2016; Przezdziecki et al., 2013). Lower self-compassion 

is associated with higher distress among breast cancer survivors (Przezdziecki et al., 2013) 

Perceived treatment effectiveness is also associated with stress (Alcorso & Sherman, 2016).  

Individual characteristics among breast cancer patients may also be protective and reduce 

the risk for psychological distress. For example, patients with higher perceived control 

experience less distress (Bárez, Blasco, Fernández-Castro, & Viladrich, 2009; McCorry et al., 

2013). Higher coping capacity and positive coping are related to decreased psychological distress 

(Gaston-Johansson, Haisfield-Wolfe, Reddick, Goldstein, & Lawal, 2013; McCorry et al., 2013). 

Finding positive changes after breast cancer and post-traumatic growth can buffer psychological 

distress for individuals who perceive their cancer as having a negative impact on their lives 

(Silva, Moreira, & Canavarro, 2012). 

Psychological distress also varies over the course of the cancer experience, and many 

women experience distress in the form of depression or anxiety shortly after a diagnosis of breast 

cancer (Burgess et al., 2005; Costa-Requena, Rodríguez, & Fernández-Ortega, 2013). The 

trajectories for depression and anxiety differ in that depression increases from baseline to four 

months but decreases at 12 months, whereas anxiety decreases from baseline to four months and 

is stable from four months to 12 months (Saboonchi et al., 2014). Depression may increase at 

four months due to the initiation of adjuvant treatment. Henselmans et al. (2010) identified four 

trajectories of distress: 1) no distress, 2) distress in active treatment only, 3) distress in reentry 

and survivorship, and 4) chronic distress. There is also an increase in distress as patients near 
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death (Butler et al., 2003; Gao et al., 2010). Active treatment is a time of increased distress for 

many breast cancer patients (Gao et al., 2010; Henselmans et al., 2010; Saboonchi et al., 2014). 

Patients undergoing chemotherapy are at an even greater risk for psychological distress, and 

those with more chemotherapy related symptoms have higher levels of depression (Brédart et al., 

2016; Fann et al., 2008).  

Elevated pro-inflammatory cytokines secondary to cancer treatment including 

chemotherapy may contribute to high rates of depression (Fann et al., 2008; Kronfol & Remick, 

2000). Depression is associated with changes in autonomic regulation including cardiac vagal 

control, hypothalamic-pituitary adrenal (HPA) axis functioning and cortisol responsiveness 

(Giese-Davis et al., 2006). Emotional acceptance moderated the relationship between IL-8 and 

sickness symptoms, suggesting that emotional regulation may help reduce sickness symptoms 

related to inflammation (Reed et al., 2016). Psychosocial interventions may decrease the 

involuntary stress response and improve coping, which can in turn improve psychological and 

physiological outcomes (Luecken & Compas, 2002).  

Dispositional Mindfulness 

Mindfulness Based Stress Reduction (MBSR) interventions are very popular among 

women with breast cancer, and there is a growing body of literature that examines biobehavioral 

outcomes associated with mindfulness interventions (Beattie et al., 2014; Branstrom, Kvillemo, 

& Torbjorn, 2013; Carlson et al., 2015; Carlson, Campbell, Garland, & Grossman, 2007; 

Hoffman et al., 2012; Lengacher et al., 2012; Lengacher et al., 2013; Lengacher et al., 2014; 

Witek-Janusek et al., 2008). Numerous researchers have evaluated the efficacy of MBSR in 

women with breast cancer although there are few adequately powered RCT’s. Results are mixed 
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with non-randomized studies producing larger effect sizes than those reported in RCT’s (Cramer 

et al., 2012; Zainal et al., 2013). While extremely popular, the interventions are largely 

atheoretical and there is little information about the processes associated with mindfulness 

interventions. To provide a better understanding of dispositional mindfulness as a concept, the 

mechanisms and processes related to mindfulness as it relates to women with breast cancer are 

the focus of this literature review.  

One theory is that changes in state and ultimately trait mindfulness secondary to MBSR 

interventions may also account for positive outcomes including decreased distress, medical 

symptoms and increased sense of coherence (Dobkin & Zhao, 2011; Kiken et al., 2015). Other 

proposed models are more complex and consider multiple processes that are impacted by 

mindfulness interventions. Shapiro, Carlson, and Astin (2006) define three axioms of 

mindfulness: 1) attention, 2) intention and 3) attitude. Over time, practice and cultivation of these 

three aspects of mindfulness leads to a shift in perspective called “reperceiving.” Reperceiving is 

a process whereby one is able to clearly and objectively view experiences in the moment rather 

than interpret events based on our own narrative. Reperceiving is a meta-mechanism that 

encompasses four additional mechanisms: self-regulation, values clarification, cognitive, 

emotional and behavioral flexibility, and exposure. Values clarification is an aspect of 

reperceiving that involves the process of recognizing what is meaningful and valuable. Dobkin 

(2008) found that over time, breast cancer survivors who participated in MBSR reperceived their 

daily experiences, providing support for the application of Shapiro’s model of mindfulness to 

breast cancer patients.  
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Mackenzie, Carlson, Munoz, and Speca (2007) propose that MBSR cultivates change in 

cancer patients through five mechanisms: 1) opening to change, 2) self-control, 3) shared 

experience, 4) personal growth, and 5) spirituality. Self-control is similar to Shapiro’s self-

regulation, and refers to the ability to control behaviors and responses to stress. Personal growth 

is similar to Shapiro’s values clarification, and involves coping with stress and uncertainty in 

ways that provide comfort and meaning. These proposed mechanisms of mindfulness suggest 

that positive outcomes may be related to the patient’s ability to respond to stress in more positive 

ways, with better control and clarity, and to find meaning in the cancer experience. 

Meaning Making and Meanings Made 

Meaning making is a prominent theme among cancer survivors and individuals with 

advanced cancer (Documet, Trauth, Key, Flatt, & Jernigan, 2012; Lagerdahl, Moynihan, & 

Stollery, 2014; Moreno & Stanton, 2013; Pascal & Endacott, 2010; Sadler-Gerhardt et al., 2010; 

Van der Spek et al., 2013). Mosher et al. (2013) found that 25% of distressed women with 

metastatic breast cancer were searching for meaning. There is a dearth of literature on women 

who are newly diagnosed with breast cancer or in active treatment, but studies that include this 

sub-population indicate that meaning making begins early in the cancer trajectory (Ching et al., 

2012; Kernan & Lepore, 2009).  

When examining meaning making in cancer patients, researchers have identified a 

complex process that varies across individuals and populations. In a qualitative 

phenomenological study of breast cancer survivors, meaning making primarily involved facing 

mortality (Sadler-Gerhardt et al., 2010). In another small phenomenological study with cancer 

survivors (n=15 including 8 women with breast cancer), meaning making involved questioning 
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morals, values and relationships and whether the individual had led a ‘good life’ (Pascal & 

Endacott, 2010). Documet et al. (2012) found that benefit finding was a key aspect of meaning 

making for breast cancer survivors. Ching et al. (2012) found that for Chinese women with 

breast cancer, meaning making follows three stages: acceptance at diagnosis, sustaining during 

treatment, and integration after completion of treatment.  

Four patterns of meaning making emerged in a longitudinal study of women being treated 

for breast cancer: continuous (sometimes or often searching for meaning at T1 and T2), exiguous 

(never or rarely searching for meaning at T1 and T2), delayed (low search for meaning at T1 and 

high search for meaning at T2) and resolved (high search for meaning at T1 and low search at 

T2) (Kernan & Lepore, 2009). Interestingly, there were no significant associations between 

searching for meaning and meanings made, and the continuous pattern of searching was 

associated with negative affect (Kernan & Lepore, 2009). These findings demonstrate the 

possibility of maladaptive meaning making (Bonanno, 2013), or in other words, meaning making 

that does not lead to meanings made. Furthermore, this unproductive search for meaning can be 

harmful. Garland et al. (2015) reported similar findings in a quantitative descriptive study of 

cancer patients receiving radiation and found that an unproductive search for meaning was 

associated with greater distress, poor functioning and unmet needs. Sherman et al. (2010) also 

found that an unproductive search for meaning was associated with poor outcomes among breast 

cancer survivors. While many cancer survivors experience adaptive meaning making, some are 

unable to construct meaning and have unmet needs in this area (Sadler-Gerhardt et al., 2010; Van 

der Spek et al., 2013).  
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Outcomes related to meaning making also depend on the nature of meanings made. 

According to The Meaning Making Model, distress is only decreased if meaning making leads to 

meanings made or outcomes that reduce the discrepancy between global and situational meaning. 

Productive or adaptive meaning making is associated with posttraumatic growth, increased 

meaning in life, and higher quality of life (Park, 2008; Sadler-Gerhardt et al., 2010; Schoen & 

Nicholas, 2005; Van der Spek et al., 2013). Meaning making strategies, including benefit finding 

and positive interpretations of illness are also associated with positive coping among cancer 

patients (Bussing & Fischer, 2009; Rajandram, Jenewein, McGrath, & Zwahlen, 2011). As 

mentioned previously, meanings made can include a variety of outcomes, and one that has been 

well studied is meaning in life or global meaning, and meaning in life is the concept used in this 

study. Cancer survivors with higher global meaning experience lower distress, better quality of 

life, posttraumatic growth and even fewer breast cancer problems (Garland et al., 2015; Park, 

Edmondson, Fenster, & Blank, 2008; Sherman et al., 2010; Winger et al., 2016).  

On the other hand, meaning making can result in meanings made that fail to reduce 

distress and in some cases even increase distress. Some breast cancer survivors actually 

experience a loss of meaning as a result of the meaning making process (Van der Spek et al., 

2013). Among German cancer survivors, outcomes depended on whether meanings made were 

positive or negative, and negative interpretations of illness were inversely correlated with mental 

health and life satisfaction, and positively correlated with depression, anxiety and escape-

avoidance coping (Bussing & Fischer, 2009). The adaptive versus maladaptive types of meaning 

making described above indicate that some cancer patients need help with the meaning making 

process, especially those who are already searching for meaning. It may be that cancer patients 
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who experience maladaptive meaning making are lacking in opportunities or skills to engage in 

adaptive meaning making. Early interventions that promote meaning making may help patients 

resolve their search for meaning, engage in positive coping and experience post-traumatic 

growth (Documet et al., 2012; Kernan & Lepore, 2009; Rajandram et al., 2011).  

Meaning Making Interventions 

Researchers (Breitbart et al., 2012; Lee et al., 2006b; Mosher et al., 2012) have developed 

and evaluated several meaning making interventions over the last ten years to assist cancer 

patients with the meaning making process. The majority of these interventions have been geared 

toward individuals with advanced cancer, the second most common target population is cancer 

survivors, and most all of the studies include individuals with a variety of cancers. Intervention 

studies published in the last ten years that included women with breast cancer were reviewed. 

Randomized Controlled Trials  

The most studied meaning making intervention to date is Meaning Centered Group 

Psychotherapy (MCGP), and in fact a large majority of the intervention studies published are 

either an evaluation of MCGP or an adaptation of MCGP (Breitbart et al., 2010; Breitbart et al., 

2015). Meaning Centered Group Psychotherapy is a manualized eight-week intervention 

designed to help patients make meaning, and it is based on Viktor Frankl’s logotherapy. There 

have been two Randomized Controlled Trials (RCTs) evaluating MCGP in advanced cancer 

patients; the first was a pilot study (n=90) and the second was a larger study (n= 235) (Breitbart 

et al., 2010; Breitbart et al., 2015). In both studies, individuals with advanced cancer were 

randomly assigned to either MCGP or Supportive Group Psychotherapy (SGP). Individuals in 

the MCGP group in both studies experienced significant pre to post improvements in spiritual 
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well-being (Breitbart et al., 2010; Breitbart et al., 2015). In the pilot study, the MCGP group also 

experienced significant pre- to post-improvements in sense of meaning and faith, and at two-

month follow-up there were significant improvements in spiritual well-being, meaning, faith, 

desire for death and anxiety (Breitbart et al., 2010). Individuals in the SGP did not experience 

significant improvements at post-test or follow-up (Breitbart et al., 2010).  

In the larger RCT, individuals in the MCGP group also had significant improvements in 

quality of life when compared to individuals in the SGP; they also had greater reductions in 

depression, hopelessness, desire for hastened death and physical symptom distress (Breitbart et 

al., 2015). There were no significant between group differences on anxiety (Breitbart et al., 

2015). Quality of life, depression and hopelessness were the only significant outcomes following 

an intent-to-treat analysis (Breitbart et al., 2015).  

Methodological strengths of these two studies are the experimental design and large 

sample size of the second study. Attrition is a common methodological concern when working 

with individuals with advanced cancer, and in the pilot study, only 34.7% of the treatment group 

completed all sessions of MCGP (Breitbart et al., 2010).  

Individual Meaning Centered Psychotherapy (IMCP) is an adaptation of MCGP and was 

developed to reduce high rates of attrition that were experienced in the MCGP studies (Breitbart 

et al., 2012). IMCP is a seven-week individual psychotherapy program for persons with 

advanced cancer. In a pilot study, participants (n=120) were randomly assigned to IMCP or 

therapeutic massage (TM) (Breitbart et al., 2012). The IMCP group experienced significant 

improvements in meaning and faith compared to the TM control. The IMCP group also had 

significant changes in quality of life, physical symptoms and physical symptom distress from pre 
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to post test, but none of these findings were significant at two-month follow-up. The individual 

format did improve retention compared to the MCGP pilot study; 66% of the IMCP group 

attended all sessions (Breitbart et al., 2012).  

Meaning Centered Group Psychotherapy for Cancer Survivors (MCGP-CS) is another 

adaptation of MCGP and was evaluated via a three-arm RCT (van der Spek et al., 2017). 

Participants (n = 170) were cancer survivors diagnosed within the last five years who had 

completed their main cancer treatment, expressed a desire for psychological care, and had at least 

one psychosocial complaint. The researchers added a brief mindfulness exercise at the beginning 

of each group exercise to help with introspection, but did not elaborate on this feature of the 

intervention. MCGP-CS resulted in improvements in personal meaning, adjustment to cancer, 

and psychological well-being, with improvements in psychological distress and depression only 

at 6-month follow-up.  

The Cognitive Existential Intervention (CEI) is a 12-week intervention that combines 

Cognitive Behavioral Therapy (CBT) and MCGP (Gagnon et al., 2015). In a pilot RCT (n = 33), 

cancer survivors were randomly assigned to group CEI, individual CEI, or a usual care control 

(Gagnon et al., 2015). Psychological quality of life improved significantly for the individual CEI 

group compared to the usual care control at three-month follow-up, and although there were 

improvements in existential and psychological quality of life at post-test in the group CEI 

condition compared to the usual care control, the differences were not statistically significant 

(Gagnon et al., 2015).  

The Meaning Making Intervention (MMi) was adapted from an eight-session intervention 

designed to help trauma patients and their families cope (Lee et al., 2006a, 2006b). The MMi is 



 
 
 

 
36 

designed to promote meaning making coping among cancer patients and is highly individualized 

so that frequency and length of sessions vary widely across individuals. A small (n=18) pre-test 

post-test pilot demonstrated positive outcomes (Lee et al., 2006a) and was followed by a larger 

RCT (n=74) (Lee et al., 2006b). Individuals in the RCT were newly diagnosed with either breast 

cancer or colorectal cancer and in active treatment, and assigned to either MMi or a routine care 

control group. The MMi group had significantly better optimism, self-esteem and self-efficacy 

compared to the control group (Lee et al., 2006b).  

Only one study limited inclusion to women with breast cancer; furthermore, the women 

in this study were only eligible for inclusion if they were experiencing distress at baseline 

(Mosher et al., 2012). This is an important methodological strength because if individuals in the 

study are not distressed at baseline, then there is minimal opportunity for improvement. Women 

with Stage IV breast cancer and distress (n=87) were randomly assigned to an expressive writing 

intervention or a neutral writing control. There were no significant differences between groups 

on existential well-being, psychological well-being, fatigue or sleep, but the intervention group 

had greater utilization of mental health services (Mosher et al., 2012). 

Pre-Post Designs 

A small pre-post design pilot study evaluating MCGP-CS (n=11) demonstrated 

significant improvements from baseline to post-test on depression, fatigue, nausea and vomiting 

(van der Spek et al., 2014). There were also significant improvements from baseline to post-test 

and baseline to follow-up on the following variables: autonomy, personal growth, fairness of life, 

anxiety, emotional functioning, cognitive functioning and social functioning (van der Spek et al., 
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2014). In this pilot study there were no significant improvements on post-traumatic growth or 

purpose in life at baseline or follow-up (van der Spek et al., 2014).  

Wagner, Johns, Brown, Hanna, and Bigatti (2016) conducted a small (n=12) single-arm 

pilot study of a four-session meaning based intervention for advanced cancer patients and their 

partners. Cancer patients did not experience any significant changes in depression, anxiety or 

meaning in life, but partners had significant reductions in anxiety and depression. Appraisals 

changed significantly for both cancer patients and partners: patients experienced a decrease in 

threat appraisals and partners experienced increases in secondary appraisals and peace with 

illness (Wagner et al., 2016). This study will add to the literature by informing future 

interventions using the modified Meaning Making Model. 

Conclusion 

Psychological distress is common among women with breast cancer and the 

consequences are serious including decreases in QOL, treatment adherence and even survival. 

However, distress varies over the course of the cancer experience and across individuals, and to 

effectively prevent distress in women with breast cancer who are actively receiving 

chemotherapy, more information is needed about the specific needs of this population. Women 

receiving treatment with chemotherapy or biologic therapy are more at risk for psychological 

distress due to symptom burden and inflammatory processes related to treatment. Mindfulness 

and meaning making interventions have become very popular interventions for women with 

breast cancer, with significant resources devoted to intervention development and evaluation. 

Yet, there is still very little known about the processes and mechanisms of these 

interventions that lead to the associated outcomes. Meaning making seems to be a key process 
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that is cultivated by mindfulness interventions, but the relationship between mindfulness and 

meaning making has not been fully explored. The current study addressed gaps in the literature 

by examining the relationships between meaning making, dispositional mindfulness, meaning in 

life, and psychological distress within the context of a hypothesized theoretical model.  



 
 
 

 
39 

CHAPTER III: METHODS 

This chapter describes the research methods for the current study including the study 

design, sample, data collection, measures and data analyses. 

Research Design 

A correlational descriptive design was selected to examine relationships between 

variables in the hypothesized theoretical model: meaning making, dispositional mindfulness, 

meaning in life, and psychological distress.  

Sample and Setting 

A convenience sample of 75 women with breast cancer in active treatment was recruited 

from the Vanderbilt-Ingram Cancer Center (VICC). The VICC is a large academic cancer center 

located in Nashville, TN. The target population for this study was women in active treatment for 

breast cancer with the following inclusion criteria: 18 years of age or older, with a diagnosis of 

breast cancer (Stages I-IV) and currently receiving chemotherapy or biologic therapy. The 

sample size for this study was based on the planned statistical analysis. Field (2013) explains that 

to obtain a reliable regression model, there must be 10 to 15 cases of data for each predictor. In 

this case there were five predictors in the model, which would yield a minimum target sample 

size of 50. However, sample size also determines statistical power, and in order to determine a 

medium effect with six or fewer predictors, the target sample size was 100 (Field, 2013). 

Human Subjects’ Protection 

The Institutional Review Board (IRB) Human Subjects Committees at Vanderbilt 

University Medical Center reviewed the current study and granted approval. The study also 

received approval from Vanderbilt-Ingram Cancer Center (VICC). Once study approval was 



 
 
 

 
40 

granted, the PI provided oral explanations of the study including the purpose of the study, 

instructions for completing the questionnaires electronically, consent to access electronic 

medical record (EMR) data, potential risks and benefits and the voluntary nature of the study. 

The PI explained that participants could withdraw at any time and that their decision regarding 

participation would not affect their cancer care in any way.  

Risks to participants were minimal and mainly involved a breach of patient 

confidentiality and the inconvenience of completing the study questionnaires. The PI described 

efforts to protect patient confidentiality including de-identifying data once EMR data were 

extracted and matched with survey data, storing all data in password protected files and using a 

secure and password protected database (REDCap) for electronic data collection. Participants 

received a $20 gift card for their time, and the PI was prepared to provide referral information for 

VICC psychosocial services to anyone who requested it. 

Procedures 

Recruitment 

Study details were presented to VICC oncology providers specializing in breast cancer. 

The primary investigator (PI) worked with the Vanderbilt Breast Center (VBC) charge nurse to 

identify potential participants for person-to-person recruitment. The PI approached potential 

participants to introduce the study and invited them to participate. For those interested in the 

study, the PI explained the study, answered questions, determined eligibility and discussed 

informed consent. Inclusion criteria were as follows: English speaking women ages 18 and 

above, who are receiving chemotherapy or biologic therapy for a diagnosis of breast cancer. 

Exclusion criteria were as follows: Women receiving chemotherapy for a diagnosis other than 
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breast cancer, or with breast cancer but not currently receiving chemotherapy or biologic 

therapy, non-English speaking. Participant recruitment was documented in a screening log 

including reasons for ineligibility, eligible patients approached, number who declined 

participation and number successfully recruited. 

Participants who were eligible and willing to participate signed a REDCap-based 

electronic consent form (Econsent). The informed consent form asks patients to participate in a 

study that involves completing questionnaires at a single time point and permission to access 

medical information related to their breast cancer diagnosis and treatment. Details of the study 

were explained including purpose of the study, time commitment, risks and benefits and 

voluntary nature of the program. 

Data Collection 

Participants completed study questionnaires through REDCap using an iPad while at 

VICC. REDCap is a secure, web-based, HIPAA-compliant, data collection platform. The PI was 

available if participants had questions about the survey items or had difficulty with the iPad (the 

screen timed out or they needed larger font, etc.). It took most participants around 30 minutes to 

complete the questionnaires, and once they were completed, the PI collected the iPad, and 

provided participants with a printed copy of their consent form and a $20 gift card as a thank you 

for their time.  

Collecting data in a real-world clinical setting presented some practical challenges. For 

example, many of the women receiving Taxane-based chemotherapy regimens had their hands in 

ice for a large portion of their visit for nail cooling. Some of these women declined participation 

in the study because of the nail cooling procedure, but others who were interested in the study 
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asked that the PI check back later after completion of the nail cooling. Some patients who were 

approached declined participation because they weren’t feeling well, or wanted to nap. Others 

declined participation because they were finished with their infusion and ready to leave the clinic 

at the time they were approached, but asked that the PI try again next time. Overall, patients 

demonstrated a great deal of interest in the study, and efforts were made by the PI to approach 

women again on a later date if requested.  

Following completion of the study questionnaires, the PI gathered information related to 

the participant’s breast cancer from the Electronic Medical Record (EMR). Cancer 

characteristics obtained from the EMR include: time since breast cancer diagnosis in weeks, 

disease stage (I-IV), and whether or not the patient has received chemotherapy, surgical 

treatment, radiation and hormonal therapy. The PI de-identified data after all data components 

were collected, exported and organized. 

Measures 

Measures for the current study include eight self-report questionnaires assessing the 

following concepts: 1) Demographic characteristics, 2) Meaning Making: Intrusions, 3) Meaning 

Making: Religious Coping, 4) Meaning Making: Positive Reinterpretation, 5) Meaning Making: 

Benefit Finding, 6) Meaning in Life, 7) Dispositional Mindfulness, and 8) Psychological 

Distress.  

Demographic Characteristics 

Participants were asked to provide demographic information including: age, 

race/ethnicity, marital status and highest level of education.  
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Meaning Making 

Meaning making was measured by assessing both automatic and deliberate coping. The 

Intrusions subscale of the Impact of Event Scale-Revised (IES-R) assesses for intrusive thoughts 

and was used to assess automatic coping. This subscale includes eight items that are scored from 

0-4. The authors recommend using means for subscale scores; therefore, scores on the Intrusions 

subscale can range from 0-4 with higher scores indicating more intrusions. Table 2 describes the 

concepts, measure used, scoring and reliabilities for this study. In this study, the Cronbach’s 

alpha of .91 indicated good internal consistency and was consistent with previous studies 

(Sundin & Horowitz, 2002).  
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TABLE 2. Concept, measure, scoring and reliability 

Concept Measure Range Cronbach’s 
Alpha 

Meaning Making 
Intrusions 
 
 

Impact of Event Scale-Revised 
(IES-R): Intrusions subscale 
(Sundin & Horowitz, 2002) 
 

0-4 .91 

Religious Coping 
 

COPE Inventory: Religious Coping 
subscale (Carver, Scheier, & 
Weintraub, 1989) 
 

4-16 .95 

Positive Reinterpretation COPE Inventory:  Positive 
Reinterpretation subscale (Carver et 
al., 1989) 
 

4-16 .81 

Benefit Finding Benefit Finding Scale (Tomich & 
Helgeson, 2004) 

1-5  .95 

Dispositional Mindfulness Five Facet Mindfulness 
Questionnaire (FFMQ) (Baer, 
Smith, Hopkins, Krietemeyer, & 
Toney, 2006) 
 

39-195 .90 

Meaning in Life Meaning in Life Scale (MiLS) (Jim 
et al., 2006) 
 

-3-17  .90 

Psychological Distress National Comprehensive Cancer 
Network (NCCN) Distress 
Management Screening Measure 
(DMSM) (Hoffman, Zevon, 
D'Arrigo, & Cecchini, 2004) 
 

0-10 NA (single 
item) 

The COPE Inventory was developed to assess the variety of ways people cope in 

response to stress (Carver et al., 1989). The religious coping (RC) and positive reinterpretation 

(PR) subscales of the COPE were used to measure deliberate coping (Carver et al., 1989; Park, 

2008). The RC and PR subscales each include four items scored on a scale of 1-4; Cronbach’s 

alphas equal to .95 and .81 respectively demonstrate good consistency and were consistent with 

previous studies (Carver et al., 1989). Scores on the RC and PR subscales may range from 4-16 

with higher scores indicating more religious coping and more positive reinterpretation 
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respectively. The Benefit Finding Scale was also used to assess deliberate meaning making 

coping (Tomich & Helgeson, 2004). This 20-item questionnaire is designed to assess whether the 

individual has perceived benefit or positive life changes as a result of having breast cancer. The 

Cronbach’s alpha indicated good internal consistency and is consistent with other studies (>.90) 

(Tomich & Helgeson, 2004). Means are used to calculate the total score on the Benefit Finding 

Scale and may range from 1-5 with higher scores indicating greater benefit finding (Table 2). 

Dispositional Mindfulness 

Dispositional Mindfulness was assessed using the Five Facet Mindfulness Questionnaire 

(FFMQ). The FFMQ is an instrument based on a factor analytic study of five independent 

mindfulness questionnaires (Baer et al., 2006). The FFMQ consists of 39 Likert items that assess 

five facets of mindfulness and yields a total dispositional mindfulness score (Baer et al., 2006). 

The five facets assessed are: 1) non-reactivity to inner experience, 2) observing and attending to 

experience, 3) describing and discriminating emotional experiences, 4) non-judging of inner 

experience and, 5) acting with awareness. Total scores on the FFMQ range from 39-195 with 

higher scores indicating greater dispositional mindfulness. Cronbach’s alpha for the total 

dispositional mindfulness score demonstrated good internal consistency and was consistent with 

previous studies (>.90) (Goldberg et al., 2016). 

Meaning in Life 

The Meaning in Life Scale (MiLS) is a 21-item measure of meaning that was used to 

assess meaning in life. This scale was developed for use with cancer patients and measures 

meaning in life on four dimensions: 1) harmony and peace, 2) life perspective, purpose and 

goals, 3) benefits of spirituality, and 4) confusion and lessened meaning (Jim et al., 2006). The 
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total meaning score is the sum of the positive meaning scale scores minus the confusion and 

lessened meaning scale score. Total meaning scores range from -3-17 with higher scores 

indicating more meaning in life (Table 2). The Cronbach’s alpha demonstrated good internal 

consistency and was consistent alphas from previous studies (.90) (Jim et al., 2006).  

Psychological Distress 

Participants completed the National Comprehensive Cancer Network (NCCN) Distress 

Management Screening Measure (DMSM) to assess for psychological distress. The DMSM was 

developed for cancer patients and is the gold standard for assessing cancer-related distress. It 

includes a Visual Analog (Distress Thermometer) that assesses global distress on a scale of 0-10 

with a higher score indicating more distress. The DMSM also includes a problem list that asks 

patients to identify problems on five domains: practical problems, family problems, physical 

problems, emotional problems and spiritual concerns. It has been validated as a rapid screening 

tool for cancer treatment related distress (Hoffman et al., 2004). The single-item distress 

thermometer score was used as an indicator of psychological distress in the current study. 

Data Analysis  

The PI analyzed the data using SPSS version 25. In order to determine whether any of the 

demographic or cancer characteristics were associated with concepts included in the 

hypothesized theoretical model, the PI conducted preliminary bivariate analyses including t-tests, 

one-way ANOVA and correlations. Significant findings on the bivariate analyses indicated 

potential confounding variables; thus, these variables were included as covariates in the relevant 

regression models. Parametric findings were reported when significant and non-parametric tests 

were used to confirm findings for scales that were not normally distributed. Subscale scores were 
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tested for normality using the Shapiro-Wilk test and visual assessment of the histograms. 

Shapiro-Wilk statistics with p-values < .001 were considered non-normally distributed. A 

Spearman’s Correlation Matrix was computed with the complete data set to examine bivariate 

relationships between variables and to assess for multicolinearity. 

Regression is the statistical procedure of choice when trying to predict outcomes on one 

variable based on another (Field, 2013). Multiple linear regression explains the relationship 

between one dependent variable and two or more independent variables or predictors (Field, 

2013). Predictors in the linear regression model should be theoretically informed and for this 

study are based on relationships described in the Meaning Making Model (Park, 2013). Multiple 

linear regression models were calculated to determine whether meaning making (intrusions, 

religious coping, positive reinterpretation, and benefit finding) and dispositional mindfulness 

predicted meaning in life and psychological distress. Moderation effects were determined by 

evaluating the interaction effect of the independent variables (meaning making: intrusions, 

religious coping, positive reinterpretation, and benefit finding) and the hypothesized moderator 

(dispositional mindfulness) on the outcome variables (meaning in life and psychological 

distress). For each measure of meaning making we ran two regression models, the first assessing 

the direct effect and the second assessing the moderation effect, and we did this for both 

outcomes: meaning in life and psychological distress. Post-hoc mediation analyses were also 

conducted using multiple linear regression and Preacher and Hayes three-step process. Electronic 

data collection using REDCap was selected to minimize missing data and as a result there was no 

missing data on the survey items. 
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CHAPTER IV: RESULTS 

This study examined: 1) whether dispositional mindfulness moderates the relationship 

between meaning making and meaning in life, and 2) whether dispositional mindfulness 

moderates the relationship between meaning making and psychological distress. Based on the 

hypothesized theoretical relationships, it was also anticipated that meaning making is associated 

with higher meaning in life and lower psychological distress. This chapter presents the statistical 

analyses and findings as they relate to the research questions.  

Sample Description 

Ninety-nine women were approached for participation in the study at Vanderbilt-Ingram 

Cancer Center; one of the participants approached was ineligible because she did not have a 

diagnosis of breast cancer. Out of the 98 women who were eligible for participation, 76 agreed to 

participate meaning that the participation rate (78%) was very high. Of the 76 women recruited 

for the study, only one did not complete the surveys due to difficulties with her infusion, thus the 

final sample size for this study was 75.  

According to Field (2013), a minimum of 10-15 cases per predictor is required to obtain a 

reliable regression model. While the initial target sample size for the study was 100, feasibility 

constraints limited the current sample to 75. Post-hoc power analysis was conducted using the 

smallest R2 (R2 = .25) from the series of regression analyses and resulted in an effect size f2 = .33. 

Using the total sample size of 75 and six predictors, the actual power attained was .967, which is 

well above the target power of .80.  
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Participant Demographics and Cancer Characteristics 

Participants ranged in age from 22 to 77 years, and the average age was 51.45 years (SD 

= 12.34) (Table 3). About 84% of the participants were White, non-Hispanic, 11% were African 

American and 1% Asian American. The majority of the participants were married or partnered 

(79%), whereas 21% of participants were single. Over half of the sample (66%) had a college or 

post-graduate education, 20% had a high school education and 13% had vocational, technical 

school or some college.  

Forty-one percent of participants had Stage IV disease, 13% were Stage III, 25% Stage II, 

4% Stage I-II and 12% were Stage I. In addition, 29% of the sample was being treated for 

recurrent breast cancer, and 71% were being treated for their first episode of breast cancer. The 

median time since diagnosis of the current breast cancer episode was 6.7 months with a range of 

0.7 to 134.7 months, meaning that one of the participants had been diagnosed just three weeks 

prior to enrollment in the study.  

All participants were in active treatment for breast cancer with chemotherapy (N = 30), 

biologic therapy (N = 29) or a combination (N = 16). In addition to the current treatment with 

chemotherapy and/or biologic therapy, 52% of the sample had undergone surgical treatment for 

the current episode, 24% had undergone radiation therapy and 20% had been treated with 

hormone/endocrine therapy. In sum, the typical participant was Caucasian, married or partnered 

with a college education, around 50 years of age and in active treatment with chemotherapy or 

biologic therapy for her first episode of breast cancer.  
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TABLE 3. Participant demographic and cancer characteristics (N=75) 

Characteristic Frequency Percent 
Gender 
Male 
Female 

 
0 

75 

 
0 

100 
Age (M = 51.45, SD = 12.34) 
20-35 years 
36-50 years 
51-65 years 
66+years 

 
6 

29 
31 
9 

 
8 

39 
41 
12 

Ethnicity  
White, non-Hispanic 
African American 
Asian American 

 
63 
11 
1 

 
84 
15 
1 

Marital Status 
Married/Partnered 
Not Married 

 
59 
16 

 
79 
21 

Education Level 
High School 
Vocational/technical school or some college 
College (e.g. BS or BA degree) 
Post graduate or professional (e.g., Master’s degree, PhD, MD, 
JD)  

 
15 
10 
31 
19 

 
20 
13 
41 
25 

Cancer Stage 
I 
I-II 
II 
III 
IV 
Missing 

 
9 
3 

19 
10 
31 
3 

 
12 
4 

25 
13 
41 
4 

Recurrence 
Yes 
No 

 
22 
53 

 
29 
71 

Time Since Diagnosis (median = 6.7 months) 
3 months or less 
4 - 6 months 
7-12 months 
> 12 months 

 
22 
17 
12 
24 

 
29 
23 
16 
32 

Current Treatment 
Chemotherapy 
Biologic Therapy 
Chemotherapy & Biologic Therapy 

 
30 
29 
16 

 
40 
39 
21 

Additional Treatments this Episode 
Chemotherapy  
Biologic Therapy  
Surgery 
Radiation 
Hormone/endocrine therapy 

 
23 
2 

39 
18 
15 

 
31 
3 

52 
24 
20 
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Concepts in the Hypothesized Theoretical Moderation Model 

Meaning Making 

Participants completed multiple instruments assessing the automatic and deliberate 

aspects of Meaning Making. The Intrusions subscale of the Impact of Event Scale-Revised (IES-

R) was used to assess automatic coping (Sundin & Horowitz, 2002). In the current study, scores 

ranged from 0-3.25 (scale 0-4) and the mean was 1.09 (SD = .80) indicating that the majority of 

the sample scored on the lower half of the scale representing fewer intrusions (Table 4).  

TABLE 4. Means, standard deviations and ranges for concepts in the hypothesized theoretical 
model (N=75) 

Concept  M SD Sample  
Range 

Possible 
Range 

Meaning Making     
Intrusions 1.09            .80             0-3.25             0-4 
Religious Coping 12.68 3.98 4-16 4-16 
Positive Reinterpretation 13.12 2.70 4-16 4-16 
Benefit Finding 3.24 .84 1.20-4.85 1-5 
Dispositional Mindfulness 133.19 17.31 100-174 39-195 
Meaning in Life 10.03 3.30 1.91-16.57 -3-17 
Psychological Distress 4.15 2.81 0-10 0-10 

The deliberate coping component of Meaning Making was assessed using the Religious 

Coping and Positive Reinterpretation subscales of the COPE Inventory (Carver, 1989). In the 

current study, scores on both subscales ranged from 4-16 with a mean of 12.68 (SD = 3.98) on 

the Religious Coping subscale and a mean of 13.12 (SD = 2.70) on the Positive Reinterpretation 

subscale (Table 4). The scores on these scales indicate that the majority of participants were on 

the higher end of the continuum for religious coping and positive reinterpretation. The Positive 

Reinterpretation and Religious Coping scores are both negatively skewed for this sample because 

the majority of participants exhibited high levels of positive reinterpretation and religious 

coping.  
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The Benefit Finding Scale was also used to measure the deliberate coping aspect of 

meaning making. Scores on the Benefit Finding scale in the current study ranged from 1.20-4.85 

(range 1-5) with a mean score of 3.24 (SD = .84) (Table 4.)  Scores were normally distributed 

meaning that participants ranged on the continuum of benefit finding but the majority of 

participants had slightly higher than average benefit finding. 

Dispositional Mindfulness 

The Five Facet Mindfulness Questionnaire (FFMQ) (Baer et al., 2006) was used to assess 

dispositional mindfulness. In the current study, scores ranged from 100 to 174 (range 39-195) 

and the mean was 133.19 (SD = 17.31) indicating that participants clustered together on the high 

end of dispositional mindfulness (Table 4). The total scores and all subscales scores on the 

FFMQ were normally distributed in this sample. 

Meaning in Life 

The Meaning in Life Scale (MiLS) assesses four factors of meaning (Peace, Purpose, 

Faith & Loss). An overall meaning score is computed by averaging the scores for each factor 

then adding the Peace, Purpose and Faith scores together and subtracting Loss, with higher 

scores indicating greater positive meaning (Jim et al., 2006) . In the current study, overall 

meaning in life scores ranged from 1.91 to 16.57 with a mean of 10.03 (SD = 3.30) (Table 4). 

Given the possible range of -3 to 17, the current sample’s mean score indicates that participants 

in this study fall on the higher end of meaning in life. The MiLS overall meaning scores were 

normally distributed in the current sample.  
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Psychological Distress 

The National Comprehensive Cancer Network (NCCN) Distress Management Screening 

Measure (DMSM) distress thermometer, has a potential range of 0-10, with higher scores 

indicating more distress and a score of < 4 is considered low distress whereas a score of 4+ is 

considered moderate to severe distress (Hoffman et al., 2004) . In the current study, scores 

ranged from 0-10 with a mean of 4.15 (SD = 2.81) (Table 4). Participants were divided nearly 

equally between low (51%) and moderate to severe (49%) distress. The NCCN DMSM scores 

were normally distributed for this sample.  

Participant Characteristics and Concepts in the Hypothesized Theoretical Model 

The relationships between meaning making (intrusions, religious coping, positive 

reinterpretation, and benefit finding), dispositional mindfulness, meaning in life, psychological 

distress, and demographic and cancer characteristics were examined. There were significant 

differences on study variables based on education level and age. Women with a college 

education or above scored higher on dispositional mindfulness (M = 136.76, SD = 17.27) than 

those with a high school or vocational school education (M = 126.04, SD = 15.33), t (73) = 2.63, 

p = .01. There was a negative Spearman’s correlation between positive reinterpretation and age 

(rho = -.28, p = .015), indicating that older women scored lower on positive reinterpretation. 

There were no significant differences for marital status on intrusions, religious coping, positive 

reinterpretation, and benefit finding, dispositional mindfulness, meaning in life, and 

psychological distress. 

Time since diagnosis and surgical treatment were the only cancer characteristics with 

significant differences between groups. There were significant differences between women who 
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had undergone surgical treatment for the current breast cancer episode compared to those who 

had not had surgery on intrusions, benefiting finding and religious coping. Women who had 

surgery scored significantly lower on intrusions (M = .88, SD = .76) compared to those who had 

not undergone surgical treatment (M = 1.31, SD = .79), t(73) =2.37, p = .02. Women who had 

undergone surgery also scored significantly lower on benefit finding (M = 3.05, SD = .84) 

compared to those without surgical treatment (M = 3.45, SD = .79), t(73) =2.11, p = .04. Women 

who had surgery also scored significantly lower on religious coping (M = 11.82, SD = 4.39) 

compared to those without surgical treatment (M = 13.61, SD = 3.31), t(70) =2.01, p = .049. 

There was also a negative Spearman’s correlation between religious coping and months since 

diagnosis (rho = -.23, p = .049), indicating that individuals experienced less religious coping as 

the time since diagnosis increased. There were no significant differences in intrusions, religious 

coping, positive reinterpretation, benefit finding, dispositional mindfulness, meaning in life, and 

psychological distress based on cancer stage (IV vs. I-III), recurrence or type of cancer treatment 

(radiation, hormonal/endocrine therapy, chemotherapy, and biologic therapy).  

Relationships Among Concepts in the Hypothesized Theoretical Model 

Bivariate correlation analyses were used to determine relationships between concepts 

included in the hypothesized theoretical model. Spearman’s rho was used for the correlations 

rather than Pearson’s r, given that there were some non-normal distributions on the assessment 

total scores (Table 5).  
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TABLE 5. Spearman’s rho correlation among study variables 
IES-R 

Intrusions COPE PR COPE RC
Benefit 
Finding

Five Facet 
Mindfulness 

(FFMQ)
Meaning in Life 

Scale (MiLS)
IES-R Intrusions
COPE PR -.04

COPE RC -.05 .52**

Benefit Finding .05 .52** .50**

Five Facet Mindfulness (FFMQ) -.45** .13 .05 .07

Meaning in Life Scale (MiLS) -.25* .49** .66** .53** .41**

NCCN DMSM Distress .65** -.12 -.10 -.07 -.47** -.45**

Note. *p < .05; **p < .01  

All of the meaning making concepts including intrusions, positive reinterpretation, 

religious coping and benefit finding were significantly correlated with the outcome meaning in 

life. Intrusions (IES-R Intrusions) was significantly negatively associated with meaning in life 

(MiLS) rho= -.25, n = 75, p < .05, indicating that more intrusions were associated with less 

meaning in life. Positive reinterpretation, religious coping and benefit finding were all 

significantly and positively correlated with meaning in life. Positive reinterpretation was 

significantly correlated with meaning in life (rho = .49, n = 75, p < .001), representing that 

higher positive reinterpretation was associated with higher meaning in life. Religious coping was 

significantly correlated with meaning in life (rho = .66, n = 75, p < .001, indicating that more 

religious coping was associated with more meaning in life. Benefit finding was significantly 

correlated with meaning in life (rho = .53, n = 75, p < .001) indicating that higher levels of 

benefit finding were associated with more meaning in life. Dispositional mindfulness was also 

significantly and positively correlated with meaning in life (rho = .41, n = 75, p < .001) 

representing that higher levels of dispositional mindfulness were associated with more meaning 

in life. 

Intrusions was the only measure of meaning making that was significantly correlated with 

psychological distress (rho = .65 n = 75, p < .001) indicating that more the more intrusions the 
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participant had the more psychological distress she experienced. Positive reinterpretation, 

religious coping and benefit finding were all negatively correlated with psychological distress 

and while the correlations were not significant p > .05, they were in the predicted direction. 

Dispositional mindfulness was significantly and negatively correlated with psychological distress 

(rho = -.47 n = 75, p < .001) indicating that more dispositional mindfulness was associated with 

lower psychological distress.  

To summarize, there were significant correlations between all measures of meaning 

making (intrusions, positive reinterpretation, religious coping and benefit finding) and meaning 

in life, but only intrusions was significantly correlated with psychological distress. Dispositional 

mindfulness was significantly correlated with both outcomes: meaning in life and psychological 

distress. 

Results for Research Question 1 

Research Question 1 was to test if dispositional mindfulness moderates the relationship 

between meaning making and meaning in life in women with breast cancer in active treatment 

with chemotherapy or biologic therapy.  

Meaning Making: Intrusions  

Multiple linear regression was used to predict meaning in life from intrusions. Intrusions 

significantly predicted meaning in life (Beta = -1.32, SE = .48, p = .007), R2 for the model is .12, 

indicating that participants with more intrusions reported lower meaning in life (Table 6). A 

second linear regression was conducted to test whether dispositional mindfulness moderated the 

relationship between intrusions and meaning in life. The interaction effect used to test the 

moderation of dispositional mindfulness was not significant (Beta = .03, SE = .03, p = .322), the 
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R2 is .250. This indicates that the relationship between intrusions and meaning in life was not 

moderated or influenced by dispositional mindfulness in this sample.  

TABLE 6. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between intrusions and meaning in life 

Beta S.E. t p
Direct	Effect	Model

Intrusions	(IES-R	Intrusions) -1.32 0.48 -2.77 0.007
Surgery -1.56 0.76 -2.05 0.044
College	or	higher	(vs.	HS	or	less) -0.18 0.78 -0.24 0.814

Moderation	Effect	Model
Dispositional	Mindfulness	(FFMQ)	*	Intrusions		(IES-R	Intrusions) 0.03 0.03 1.00 0.322
Intrusions	(IES-R	Intrusions) -3.75 3.36 -1.12 0.269
Dispositional	Mindfulness	(FFMQ) 0.06 0.04 1.63 0.107
Surgery -1.07 0.72 -1.48 0.143
College	or	higher	(vs.	HS	or	less) -0.98 0.76 -1.28 0.204  

Note. Dependent Variable: Meaning in Life (MiLS) 

Meaning Making: Positive Reinterpretation  

Multiple linear regression was conducted predicting meaning in life from positive 

reinterpretation. Positive reinterpretation significantly predicted meaning in life (Beta = 0.64, SE 

= .13, p < .001), R2 for the model is .255, indicating that participants with more positive 

reinterpretation reported more meaning in life (Table 7). A second linear regression to test 

whether dispositional mindfulness moderated the relationship between positive reinterpretation 

and meaning in life was not significant (Beta =. 003, SE = .006, p = .59), the R2 for the model 

was .41. This indicates that the relationship between positive reinterpretation and meaning in life 

was not moderated by dispositional mindfulness.  
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TABLE 7. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between positive reinterpretation and meaning in life 

Beta S.E. t p
Direct	Effect	Model

Positive	Reinterpretation	(COPE-PR) 0.64 0.13 4.93 0.000

Age 0.04 0.03 1.24 0.220

Education -0.35 0.71 -0.49 0.623

Moderation	Effect	Model
Dispositional	Mindfulness	*	Positive	Reinterpretation	(COPE-PR)	 0.00 0.01 0.54 0.59
Positive	Reinterpretation	(COPE-PR) 0.11 0.81 0.14 0.888
Dispositional	Mindfulness	(FFMQ) 0.04 0.08 0.46 0.651
Age 0.02 0.03 0.83 0.41
Education -1.15 0.68 -1.70 0.093

Note. Dependent Variable: Meaning in Life (MiLS) 

Meaning Making: Religious Coping 

Multiple linear regression was conducted predicting meaning in life from religious 

coping. Religious coping significantly predicted meaning in life (Beta = 0.51, SE = .0.08, p < 

.001), the R2 for the model is .396, indicating that participants with more religious coping 

reported more meaning in life (Table 8). A second linear regression was conducted to test 

whether dispositional mindfulness moderated the relationship between religious coping and 

meaning in life, but it was not significant (Beta = - .002, SE = .004, p = .553), the R2 for the 

model was .59. This indicates that the relationship between religious coping and meaning in life 

was not moderated by dispositional mindfulness.  

TABLE 8. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between religious coping and meaning in life 

Beta S.E. t p
Direct	Effect	Model

Religious	Coping	(COPE-RC) 0.51 0.08 6.19 0.000

Surgery -0.12 0.63 -0.19 0.851

Time	since	diagnosis -0.01 0.01 -0.62 0.535

Education 0.33 0.65 0.50 0.620

Moderation	Effect	Model
Dispositional	Mindfulness	*	Religious	Coping	(COPE-RC) 0.00 0.00 -0.60 0.553

Religious	Coping	(COPE-RC) 0.82 0.54 1.51 0.136

Dispositional	Mindfulness	(FFMQ) 0.12 0.05 2.22 0.030

Surgery -0.02 0.53 -0.03 0.973

Time	since	diagnosis 0.00 0.01 -0.15 0.878

Education -0.62 0.57 -1.08 0.283

Note. Dependent Variable: Meaning in Life (MiLS) 
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Meaning Making: Benefit Finding 

Multiple linear regression was conducted to determine whether benefit finding predicted 

meaning in life. Benefit finding significantly predicted meaning in life (Beta = 1.85, SE = 0.42, p 

< .001), the R2 for the model is .231, indicating that participants with more benefit finding 

experienced more meaning in life (Table 9). In a second linear regression to test whether 

dispositional mindfulness moderated the relationship between benefit finding and meaning in 

life, the interaction effect used to test the moderation of dispositional mindfulness was not 

significant (Beta = .016, SE = .022, p = .488), the R2 for the moderation model was .418. This 

indicates that the relationship between benefit finding and meaning in life was not influenced by 

dispositional mindfulness.  

TABLE 9. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between benefit finding and meaning in life 

Beta S.E. t p
Direct	Effect	Model

Benefit	Finding	 1.85 0.42 4.37 0.000

Surgery -0.31 0.71 -0.43 0.666

Education 0.23 0.73 0.32 0.752

Moderation	Effect	Model
Dispositional	Mindfulness	*	Benefit	Finding 0.02 0.02 0.70 0.488

Benefit	Finding -0.40 3.03 -0.13 0.895

Dispositional	Mindfulness	(FFMQ) 0.04 0.07 0.51 0.615

Surgery -0.21 0.62 -0.34 0.736

Education -0.78 0.68 -1.15 0.255

Note. Dependent Variable: Meaning in Life (MiLS) 

All measures of meaning making (intrusions, positive reinterpretation, religious coping, 

and benefit finding) were significant predictors of meaning in life; however dispositional 

mindfulness did not moderate the relationship between meaning making and meaning in life.  
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Results for Research Question 2 

Research Question 2 was to test if dispositional mindfulness moderates the relationship 

between meaning making and psychological distress in women with breast cancer in active 

treatment with chemotherapy or biologic therapy.  

Meaning Making: Intrusions 

Multiple linear regression was conducted to determine whether intrusions predicted 

psychological distress. Intrusions significantly predicted psychological distress (Beta = 2.33, SE 

= 0.33 p < .001), the R2 for the model is .413, indicating that participants with more intrusions 

experienced more psychological distress (Table 10). In a second linear regression testing whether 

dispositional mindfulness moderated the relationship between intrusions and psychological 

distress, the interaction was not significant (Beta = -.009, SE = .019, p = .655), the R2 for the 

model was .458. This indicates that the relationship between intrusions and psychological 

distress was not influenced by dispositional mindfulness.  

TABLE 10. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between intrusions and psychological distress 

Beta S.E. t p
Direct	Effect	Model

Intrusions	(IES-R) 2.33 0.33 7.02 0.000

Surgery 0.54 0.53 1.02 0.312

Education 0.35 0.54 0.65 0.521

Moderation	Effect	Model
Dispositional	Mindfulness	*	Intrusions	(IES-R) -0.009 0.019 -0.449 0.655

Intrusions	(IES-R) 2.980 2.452 1.215 0.228

Dispositional	Mindfulness	(FFMQ) -0.033 0.026 -1.270 0.208

Surgery 0.294 0.527 0.557 0.579

Education 0.748 0.557 1.344 0.183  
Note. Dependent Variable: Psychological Distress (NCCN DMSM) 

Meaning Making: Positive Reinterpretation  

Multiple linear regression was conducted to determine whether positive reinterpretation 

predicted psychological distress. Positive reinterpretation did not predict psychological distress 
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(Beta = -0.04, SE = 0.13 p = .747); the R2 for the model is .009 (Table 11). A second linear 

regression was conducted to test whether dispositional mindfulness moderated the relationship 

between positive reinterpretation and psychological distress. The interaction effect used to test 

the moderation of dispositional mindfulness was not significant (Beta = -.001, SE = .006, p = 

.799, the R2 for the model was .261. This indicates that the relationship between positive 

reinterpretation and psychological distress was not moderated by dispositional mindfulness and 

that neither positive reinterpretation nor the interaction between positive reinterpretation and 

dispositional mindfulness predicted psychological distress.  

TABLE 11. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between positive reinterpretation and psychological distress 

Beta S.E. t p
Direct	Effect	Model

Positive	Reinterpretation	(COPE-PR) -0.04 0.13 -0.32 0.747

Age 0.02 0.03 0.59 0.558

Education 0.13 0.70 0.18 0.855

Moderation	Effect	Model
Dispositional	Mindfulness	*Positive	Reinterpretation	(COPE-PR)0.00 0.01 -0.26 0.799

Positive	Reinterpretation	(COPE-PR) 0.26 0.77 0.34 0.737

Dispositional	Mindfulness	(FFMQ) -0.07 0.08 -0.89 0.374

Age 0.03 0.02 1.24 0.218

Education 1.03 0.64 1.60 0.114

Note. Dependent Variable: Psychological Distress (NCCN DMSM) 

Meaning Making: Religious Coping  

Multiple linear regression was conducted to determine whether religious coping predicted 

psychological distress. Religious coping did not predict psychological distress (Beta = 0.02, SE = 

0.09 p = .859); the R2 for the model is .014 (Table 12). A second linear regression was conducted 

to test whether dispositional mindfulness moderated the relationship between religious coping 

and psychological distress. The interaction effect used to test the moderation of dispositional 

mindfulness was not significant (Beta = .003, SE = .005, p = .458), the R2 for the model was 

.264. This indicates that the relationship between religious coping and psychological distress was 
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not influenced by dispositional mindfulness and that neither religious coping nor the interaction 

between religious coping and dispositional mindfulness were predictors for psychological 

distress.  

TABLE 12. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between religious coping and psychological distress 

Beta S.E. t p
Direct	Effect	Model

Religious	Coping	(COPE-RC) 0.02 0.09 0.18 0.859

Surgery -0.44 0.68 -0.65 0.518

Time	since	diagnosis 0.01 0.01 0.75 0.457

Education 0.19 0.71 0.26 0.795

Moderation	Effect	Model
Dispositional	Mindfulness	*Religious	Coping	(COPE-RC) 0.00 0.00 0.75 0.458

Religious	Coping	(COPE-RC) -0.43 0.62 -0.70 0.487

Dispositional	Mindfulness	(FFMQ) -0.13 0.06 -2.11 0.038

Surgery -0.53 0.60 -0.89 0.376

Time	since	diagnosis 0.00 0.01 0.30 0.764

Education 1.10 0.65 1.68 0.097  
Note. Dependent Variable: Psychological Distress (NCCN DMSM) 

Meaning Making: Benefit Finding 

Multiple linear regression was conducted to determine whether benefit finding predicted 

psychological distress. Benefit finding did not predict psychological distress (Beta = -.30, SE = 

.41, p = .464), and the R2 for the model is .014 (Table 13). A second linear regression testing 

whether dispositional mindfulness moderated the relationship between benefit finding and 

psychological distress found that the interaction effect was not significant (Beta = .001, SE = 

.021, p = .976), the R2 for the moderation model was .257. This indicates that the relationship 

between benefit finding and psychological distress was not moderated by dispositional 

mindfulness and that neither benefit finding nor the interaction between benefit finding and 

dispositional mindfulness were predictors for psychological distress.  
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TABLE 13. Multiple linear regression testing moderation of dispositional mindfulness on the 
relationship between benefit finding and psychological distress 

Beta S.E. t p
Direct	Effect	Model

Benefit	Finding	 -0.30 0.41 -0.74 0.464

Surgery -0.54 0.68 -0.80 0.427

Education 0.10 0.71 0.14 0.885

Moderation	Effect	Model
Dispositional	Mindfulness	*	Benefit	Finding 0.00 0.02 0.03 0.976

Benefit	Finding -0.23 2.92 -0.08 0.936

Dispositional	Mindfulness	(FFMQ) -0.09 0.07 -1.23 0.222

Surgery -0.63 0.60 -1.05 0.298

Education 1.04 0.66 1.59 0.116  
Note. Dependent Variable: Psychological Distress (NCCN DMSM) 

Intrusions was the only indicator of meaning making that significantly predicted 

psychological distress, meaning that in this study positive reinterpretation, religious coping and 

benefit finding were not predictors of psychological distress. Furthermore, dispositional 

mindfulness did not moderate the relationship between meaning making (intrusions, positive 

reinterpretation, religious coping, benefit finding) and psychological distress. 

Dispositional Mindfulness as a Mediator 

The significant correlations between dispositional mindfulness and intrusions and 

dispositional mindfulness and both outcomes (meaning in life and psychological distress), 

prompted further analyses to test for mediation effects. Preacher and Hayes (2004) three-step 

mediation analysis was used to test if dispositional mindfulness mediates the relationship 

between intrusions and the two outcomes meaning in life and psychological distress. In order for 

mediation to occur, multiple conditions are needed: 1) The independent variable (intrusions) 

must predict the outcome (psychological distress) before controlling for the mediator 

(dispositional mindfulness), 2) The independent variable (intrusions) must predict the mediator 

(dispositional mindfulness), 3) The mediator (dispositional mindfulness) must predict the 

outcome (psychological distress), and 4) after controlling for the mediator (dispositional 
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mindfulness), the direct effect of the independent variable (intrusions) on the outcome 

(psychological distress) should either be less significant (partial mediation) or no longer 

significant (full mediation). None of the other measures of meaning making met the criteria for 

step two (predicting the mediator), in other words there was not a significant correlation between 

positive reinterpretation, religious coping, benefit finding, and dispositional mindfulness. 

Dispositional mindfulness partially mediates the relationship between intrusions and 

psychological distress (Figure 2). In the current sample intrusions predicts psychological distress 

(Beta = 2.33), but after adding dispositional mindfulness to the model, the strength of the 

relationship between intrusions and psychological distress is decreased (Beta = 1.89). This means 

that dispositional mindfulness accounts for some of the relationship between intrusions and 

psychological distress.  

 
FIGURE 2. Dispositional mindfulness partially mediates the relationship between intrusions and 
psychological distress 
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Intrusions also predicts meaning in life (Beta = -1.32) but when dispositional mindfulness 

is added to the model, the relationship decreases (Beta = -0.43) and is no longer significant, 

meaning that dispositional mindfulness fully mediates the relationship between intrusions and 

psychological distress (Figure 3). This finding suggests that dispositional mindfulness accounts 

for the relationship between intrusions and meaning in life, and that intrusions influences 

dispositional mindfulness, which then influences meaning in life. 

 
FIGURE 3. Dispositional mindfulness fully mediates the relationship between intrusions and 
meaning in life 

While there were no moderation effects for dispositional mindfulness on the outcomes of 

meaning in life and psychological distress, dispositional mindfulness was found to mediate the 

relationship between intrusions and both outcomes. Dispositional mindfulness partially mediates 

the relationship between intrusions and psychological distress and fully mediates the relationship 

between meaning making and meaning in life, supporting that dispositional mindfulness is 
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important for understanding the relationship between intrusions and both outcomes in the 

hypothesized theoretical model. 

Summary 

Consistent with the hypothesized theoretical model, all aspects of meaning making 

(intrusions, positive reinterpretation, religious coping, and benefit finding) were significantly 

correlated with meaning in life. However, intrusions were the only measure of meaning making 

significantly correlated with psychological distress. Furthermore, intrusions were negatively 

correlated with meaning in life and positively correlated with psychological distress. 

Dispositional mindfulness was also significantly correlated with both outcomes, and it was 

positively correlated with meaning in life and negatively correlated with psychological distress. 

The current study findings did not support the hypotheses that dispositional mindfulness 

moderates the relationships between meaning making and meaning in life and meaning making 

and psychological distress. The relationships between meaning making and meaning in life and 

meaning making and psychological distress were not influenced by a participant’s dispositional 

mindfulness. However, the study findings did reveal mediation effects of dispositional 

mindfulness. Dispositional mindfulness partially mediates the relationship between intrusions 

and psychological distress and fully mediates the relationship between intrusions and meaning in 

life. Dispositional mindfulness explains the relationship between intrusions and both outcomes, 

meaning that intrusions influences dispositional mindfulness, which then influences 

psychological distress and meaning in life. In Chapter V, I will discuss these results. 
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CHAPTER V: DISCUSSION AND CONCLUSIONS 

The current study explored the relationships between meaning making, dispositional 

mindfulness, meaning in life and psychological distress among women receiving treatment for 

breast cancer. Specifically, this study examined how meaning making and dispositional 

mindfulness interact to influence meaning in life and psychological distress. While psychosocial 

interventions to support women with breast cancer are increasingly popular, there is little 

conceptual information to inform intervention research to assist women in active treatment. This 

study provides evidence that breast cancer patients are engaging in meaning making coping 

while in active treatment, and highlights processes important for understanding meaning making 

in this patient population. This chapter will discuss findings of the current study and the 

implications for clinical practice, future research and theory. 

Meaning Making During Active Treatment for Breast Cancer 

The findings of this study show that meaning making begins early in the cancer 

trajectory, and provides evidence that meaning making occurs during active treatment for breast 

cancer. Women in this study were engaging in meaning making, and in particular reported high 

levels of positive reinterpretation and religious coping. Participants also reported higher than 

average levels of benefit finding. They were also experiencing intrusions, but to a lesser degree. 

In fact, the majority of the sample scored in the lower range on intrusions with a few individuals 

scoring high on intrusions. The majority of participants in the study had Stages I-III (59%), 

compared to 41% with Stage IV disease, and 29% of the sample was being treated for recurrent 

breast cancer. It would be interesting to see how intrusions scores differ among a sample with 

more Stage IV or recurrent disease.  
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There were differences in meaning making based on demographic and cancer 

characteristics. Women who were older scored lower on positive reinterpretation than younger 

women, suggesting that perhaps the meaning making process changes with age. Women also 

reported less religious coping as time since diagnosis increased, so perhaps religious coping is 

more common shortly after diagnosis and may be of greater benefit earlier in the cancer journey.  

Women who had received surgical treatment during this episode of breast cancer reported 

fewer intrusions but also less benefit finding and religious coping than those who had not 

undergone surgery. This is an interesting finding given that many of the participants were being 

treated with neoadjuvant chemotherapy or biologic therapy, thus they were anticipating surgery 

as part of their treatment plan. Perhaps awaiting surgery or living with a cancerous tumor 

contributes to intrusions. Participants who did not have a surgical intervention reported more 

benefit finding and religious coping. Education, marital status, cancer stage, recurrence and type 

of treatment did not seem to impact meaning making although this sample was fairly 

homogeneous. 

The participants in this study endorsed high levels of dispositional mindfulness, and 

women with a college education or higher reported higher levels of dispositional mindfulness 

than those with a high school or vocational school education. Participants also reported high 

levels of meaning in life. The sample was divided in regards to psychological distress with 51% 

in the low distress range and 49% in the moderate to severe range. The rate of distress (49%) in 

this sample is near the high end of what has been reported in the literature (Burgess et al., 2005; 

Institute of Medicine of the National Academies, 2004; Mertz et al., 2012). Months since 

diagnosis was higher for participants with moderate to severe distress (M = 27, SD = 24) 
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compared to those with low distress (M = 16, SD = 35), however the difference was not 

significant due to the large range of months since diagnosis. More participants with Stage IV 

disease reported moderate to severe distress (65%) than those with Stages I-III (37%). These 

findings are consistent with previous studies suggesting that breast cancer patients who have 

been dealing with cancer longer or who have advanced disease are more at risk for psychological 

distress (Caplette-Gingras & Savard, 2008; Liao et al., 2015; Mosher et al., 2013). None of the 

other demographic or cancer characteristics were related to levels of dispositional mindfulness, 

meaning in life or psychological distress. 

The relationships between all aspects of meaning making and meaning in life were 

significant. Positive reinterpretation, religious coping and benefit finding were all positively 

correlated with meaning in life, which was anticipated based on the theoretical model. Intrusions 

was the only aspect of meaning making that was significantly but negatively correlated with 

meaning in life. Also consistent with the hypothesized theoretical model, positive 

reinterpretation, religious coping and benefit finding were all negatively correlated with 

psychological distress, but none of these correlations were significant. Intrusions however, was 

positively and significantly correlated with psychological distress, which is consistent with 

literature that describes intrusions as a correlate of distress (Bleiker et al., 2000; Cohee et al., 

2016; Costa-Requena et al., 2011). Intrusions was the only aspect of meaning making that was 

significantly correlated with both outcomes, which demonstrates the important and unique role 

of intrusions as part of the meaning making process.  

In summary, meaning making was more strongly related to meaning in life than 

psychological distress in this sample. This finding likely represents where this sample is in the 
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meaning making process, and the vulnerability associated with searching for meaning and in 

particular experiencing intrusions. The extant literature indicates that there are opportunities to 

mitigate the harmful effects of intrusions, and the overall effect of meaning making on the 

associated outcomes depends on whether the meaning making process was productive (Park, 

Chmielewski, & Blank, 2010). Interventions then should aim to facilitate productive meaning 

making and mitigate potential negative outcomes associated with intrusions.  

Discussion of Findings for Research Question 1 

The results of the current study do not support the hypothesis that dispositional 

mindfulness is a moderator. Intrusions, positive reinterpretation, religious coping and benefit 

finding were all significant predictors of meaning in life, but dispositional mindfulness did not 

influence any of these relationships. Meaning making in itself is important for promoting 

meaning in life regardless of a person’s level of dispositional mindfulness. The relationship 

between meaning making and meaning in life in the current study is consistent with the 

literature, suggesting that meaning making is related to meaning in life (Breitbart et al., 2012; 

Breitbart et al., 2010; Park, 2010; van der Spek et al., 2017).  

Dispositional mindfulness was significantly and positively correlated with meaning in 

life, demonstrating that dispositional mindfulness is also important for promoting meaning in 

life. When testing the Mindfulness to Meaning Theory, Garland et al. (2016) did not find a 

significant direct relationship between dispositional mindfulness and meaning in life among a 

heterogeneous group of cancer patients in active treatment. The direct and significant link found 

in the current study and in contrast to findings by Garland et al. (2016) may imply that the 

relationship between dispositional mindfulness and meaning in life is stronger among women 
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with breast cancer in active treatment than other groups of cancer patients. This inconsistency 

may also be due to the homogeneous sample in the current study and warrants further 

exploration.  

Discussion of Findings for Research Question 2 

Research question two examined whether dispositional mindfulness moderates the 

relationship between meaning making and psychological distress in women with breast cancer in 

active treatment. Intrusions was the only aspect of meaning making that predicted psychological 

distress. Dispositional mindfulness did not moderate the relationship between any of the meaning 

making variables and psychological distress. These findings show that intrusions are an 

important aspect of meaning making for predicting psychological distress and that in this sample, 

a person’s level of dispositional mindfulness did not influence the relationship between 

intrusions and psychological distress. Furthermore, consistent with the findings by Garland et al. 

(2016), there was a significant negative correlation between dispositional mindfulness and 

psychological distress, indicating that dispositional mindfulness is important for reducing 

psychological distress among breast cancer patients in active treatment.  

One possible explanation for the current findings is that the single-item distress score was 

not a sufficient indicator of participant psychological distress, and that administering depression 

or anxiety scales may have revealed different results. Perhaps meaning making precedes 

reductions in psychological distress and therefore reductions in distress are delayed (van der 

Spek et al., 2017). Within this sample, intrusions are the only aspect of meaning making 

associated with psychological distress and therefore must be the target of interventions aimed at 

reducing distress for patients in active treatment. Consequently, interventions for patients in 
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active treatment should focus on mitigating the potentially harmful effects of intrusions while 

facilitating productive meaning making. 

Theoretical Implications and Revised Models 

The findings of this study reveal important distinctions within meaning making, most 

notably the differences between deliberate and automatic coping and how these two aspects of 

meaning making are associated in different ways with meaning in life and psychological distress. 

All measures of deliberate meaning making (positive reinterpretation, religious coping and 

benefit finding) lead to more meaning in life (Figure 4). Deliberate meaning making (positive 

reinterpretation, religious coping and benefit finding) was also positively correlated with 

psychological distress, but the relationship was not significant therefore it is not included in this 

model. In order to advance the theoretical framework, the relationship between deliberate 

meaning making and psychological distress should be explored further using other measures that 

assess specific aspects of psychological distress such as anxiety or depression. It is also possible 

that the relationship between deliberate meaning making and psychological distress differs 

depending on whether meaning making efforts have successfully reduced the discrepancy 

between global and situational meaning. 

 

FIGURE 4. The relationship between deliberate coping and meaning in life 



 
 
 

 
73 

Intrusions was the only aspect of meaning making that predicted both outcomes (meaning 

in life and psychological distress) and the only aspect of meaning making that significantly 

correlated with dispositional mindfulness. The strong relationships between dispositional 

mindfulness and the independent variable (intrusions) and both outcome variables prompted 

further analysis to test for mediation. The analysis revealed that dispositional mindfulness is not 

a moderator as hypothesized, but instead is a mediator between intrusions and meaning in life 

and intrusions and psychological distress. Automatic coping (intrusions) is associated with lower 

meaning in life and dispositional mindfulness fully mediates the relationship (Figure 5). 

Dispositional mindfulness then explains and accounts for the relationship between automatic 

coping (intrusions) and meaning in life, such that without dispositional mindfulness, the 

relationship between automatic coping (intrusions) and meaning in life is no longer significant.  

 
FIGURE 5. Mediation model: automatic meaning making, dispositional mindfulness and 
meaning in life 

Moreover, more automatic coping (intrusions) leads to more psychological distress and 

dispositional mindfulness partially mediates this relationship (Figure 6). If you remove 
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dispositional mindfulness from the model, the relationship between automatic coping and 

psychological distress still exists but is weaker.  

 
FIGURE 6. Mediation model: automatic meaning making, dispositional mindfulness and 
psychological distress 

The findings of this study and the adapted theoretical models emphasize the importance 

of exploring different aspects of meaning making. Based on the correlations and mediation 

effects, high levels of automatic coping (intrusions) lead to low levels of dispositional 

mindfulness, which then leads to less meaning in life and more psychological distress. Automatic 

coping as a distinct component of meaning making may explain why meaning making does not 

always lead to positive outcomes (Breitbart et al., 2015; Garland et al., 2015; Lee, 2008). The 

mediation models also demonstrate the role of dispositional mindfulness in the meaning making 

process. This new understanding produces opportunities to target interventions at the underlying 

processes that lead to poor outcomes. Intervening at the relationship between automatic coping 

and dispositional mindfulness may be critical for reducing psychological distress and increasing 

meaning in life for individuals in active treatment.  
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Implications for Clinical Practice 

The current findings can be used to inform multiple aspects of patient care for women 

with breast cancer. First, the results of the current study indicate that women who are in active 

treatment for breast cancer are engaging in meaning making coping, which helps providers 

understand the inner processes that are part of the cancer trajectory. Second, by understanding 

these processes and associated outcomes, we can refine screening practices to identify patients 

most at risk for psychological distress. One of the barriers to adequate psychosocial care is 

limited access to mental health providers (Jacobsen & Jim, 2008), meaning that cancer centers 

must develop strategies for matching available resources to the appropriate patients. Findings 

among the current sample indicate that individuals with lower education and high levels of 

intrusions may be more at risk for negative outcomes. High levels of intrusions place patients at 

risk for psychological distress and low levels of meaning in life, indicating that it might be cost 

effective to implement a brief screening for intrusions.  

The relationships demonstrated in the current study also imply that we can mitigate the 

harmful effects of intrusions by increasing dispositional mindfulness. There is some evidence to 

support that mindfulness-based interventions can increase trait or dispositional mindfulness 

(Kiken et al., 2015). Therefore, patients with high levels of intrusions may be an ideal fit for 

referral to mindfulness-based interventions. An efficient use of resources would be to teach 

infusion nurses mindfulness skills that could be shared with patients while they are in the clinic 

receiving treatment. An alternative would be to incorporate mindfulness skills into the 

chemotherapy teaching that patients receive prior to starting their treatment. Meaning making 

interventions that foster deliberate coping are valuable for improving meaning in life and 
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promoting positive outcomes (Park, 2008; Sadler-Gerhardt et al., 2010; Schoen & Nicholas, 

2005; Van der Spek et al., 2013). However, the current findings imply that increasing 

dispositional mindfulness should be the target of interventions aimed at reducing psychological 

distress for breast cancer patients in active treatment. 

Consequently, this new theoretical knowledge provides an opportunity to develop 

interventions that combine meaning making and mindfulness strategies so as to approach both 

the automatic and deliberate coping aspects of meaning making. Fostering deliberate coping 

while concurrently teaching mindfulness strategies may enhance outcomes when compared to 

discrete interventions focused on meaning making or mindfulness. Fostering mindfulness skills 

such as attention, awareness and acceptance may mitigate the negative outcomes associated with 

intrusions while also promoting meaning in life. Dispositional mindfulness may be a key factor 

in supporting productive meaning making that leads to positive outcomes.  

Implications for Research 

One of the first steps for future research is to replicate this study in different populations. 

For example, the study could be replicated in women with breast cancer with different 

ethnicities, education levels and living in different geographic areas. Religious coping may be 

more prominent among women located in the “Bible Belt” than in other parts of the country. 

This study could also be replicated with other cancer populations to improve the understanding 

of disease specific differences in the meaning making process and associated outcomes. Future 

exploratory studies should target men and other cancer patient populations with high rates of 

distress such as those with lung cancer, gynecologic cancers, pancreatic cancer, or brain tumors 

(Linden, Vodermaier, MacKenzie, & Greig, 2012; Zabora, BrintzenhofeSzoc, Curbow, Hooker, 
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& Piantadosi, 2001). In addition, future studies should include more extensive measures of 

psychological distress to clarify the relationship between meaning making and psychological 

distress. There may be specific forms of distress such as anxiety or depression that relate to the 

deliberate coping aspects of meaning making, not captured by the single-item distress tool used 

in this study.  

Future research should also extend the current study within the breast cancer population. 

For example, there may be differences in meaning making that relate to other characteristics such 

as symptom burden, medical or psychiatric co-morbidities or family structure such as parenting 

young children. The differences among the current sample based on surgical treatment suggest 

that the characteristics and needs of patients receiving noeadjuvant versus adjuvant treatment 

may vary, and future studies should explore experiences related to recovering from and 

anticipating surgical intervention. Future studies should aim to recruit enough participants to 

examine differences in meaning making across patient sub-groups including disease stage, age, 

and treatment type. This study did not include women who were only on hormonal/endocrine 

therapies, but this is another sub-population whose needs may differ from those getting biologic 

or chemotherapy. The nature of hormonal/endocrine therapies delivered over the course of years 

may lead to different coping when compared to coping among patients coming to the oncology 

clinic on a regular basis for infusions. Meaning making may change for all participants over 

time, and therefore future research should include longitudinal studies that examine meaning 

making as a trajectory. In order to expand the current theoretical model, future studies should 

also include additional concepts that may influence an individual’s meaning making such as 

spirituality and resilience. 
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Future research should examine the effectiveness of interventions informed by the 

theoretical models presented here. This study provides the conceptual framework for researchers 

to develop and evaluate meaning making interventions that foster deliberate coping and thus 

enhance meaning in life. There are also opportunities to evaluate mindfulness-based 

interventions to examine whether these interventions influence automatic coping and outcomes 

such as psychological distress and meaning in life. Finally, there are opportunities to combine 

meaning making and mindfulness interventions so as to fully support breast cancer patients 

through all aspects of the meaning making process. In turn, these intervention studies may serve 

to test the theoretical models presented here and continue the bidirectional feedback loop 

between research and theory.  

The current study’s participation rate of 78% suggests that the focus of the current study 

resonated with the women who were approached. While there was not a qualitative component to 

the current study, several participants expressed a desire to explain some of their responses or 

share more about how they had coped with breast cancer and how their experience changed over 

time. Future research should include qualitative studies to expound on the experience of women 

in active treatment for breast cancer and their meaning making efforts. For example, it would be 

constructive to explore how women cope with the intrusions they reported and if they would be 

receptive to mindfulness-based interventions. Qualitative studies might also shed light on how 

coping changes over time, or in relation to cancer treatment such as surgical interventions. 

Study Strengths and Limitations 

A major strength of the current study is that the research questions and data analysis were 

theoretically informed, and build on current theoretical knowledge of the meaning making 
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process. Rigor was maintained by selecting self-report measures that are valid and reliable, and 

in some cases were developed specifically for this population (MiLS, Benefit Finding Scale, and 

NCCN DMSM). Electronic data collection protected the integrity of the data in multiple ways. 

First, there was no missing survey data, and second there was no potential for data entry errors 

because survey data was exported directly from REDCap to SPSS. Cancer characteristics were 

pulled from the patient medical record to increase accuracy of this data, particularly the 

categorization of treatment type and cancer stage. The study was also well powered and therefore 

capable of testing the research question (Cohen, 1990). Research associated burdens and risks to 

the participants would have been in vain if the study had been underpowered.  

Participants were recruited from a real-world clinical setting and data collection 

procedures could easily be replicated. However, because this sample was recruited in a single 

clinical setting, it is fairly homogeneous. The sample was primarily Caucasian and well 

educated, meaning that minorities were underrepresented and therefore generalizability is 

limited. Results may be generalizable to other cancer populations with similar backgrounds for 

whom meaning making is relevant. In addition, while the study was adequately powered to 

answer the research questions, the sample size did not allow for examination of differences in 

meaning making across sub-groups within the sample and thus should be a consideration for 

future research. Ultimately, the knowledge gleaned from this study and the potential benefits to 

this population outweigh the risks and limitations.  

Conclusion 

The current study provides important information about the meaning making process 

among women in active treatment for breast cancer and in doing so addresses gaps in the 
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literature. Future research should entail replication studies and expansion to other cancer 

populations and minorities. Women in the current study were engaging in meaning making 

during active treatment, and the high participation rate implies interest in the topic. The current 

study supports the theory that meaning making leads to greater meaning in life, but did not 

support the theory that meaning making leads decreased psychological distress. Intrusions was 

the only aspect of meaning making that significantly correlated with psychological distress, 

highlighting the distinction between automatic and deliberate coping within meaning making, 

and perhaps the basis for an unproductive search for meaning. The findings of the current study 

did not support the hypothesis that dispositional mindfulness moderates that relationship between 

meaning making and meaning in life and meaning making and psychological distress. The 

findings did however; reveal mediation effects of dispositional mindfulness, providing crucial 

information about the meaning making process and associated outcomes.  

The current study contributes new information regarding automatic coping and 

dispositional mindfulness and suggests that these two variables are vital components for 

understanding meaning making and promoting positive outcomes. Thus, theoretical information 

presented here should be used to inform future intervention studies. Intervention studies guided 

by the conceptual information here then serve to refine the conceptual model and ultimately 

contribute to practice. In conclusion, this study confirms a portion of the hypothesized theoretical 

model, but more importantly revealed new and unexpected connections between meaning 

making and dispositional mindfulness. The mediation models presented here advance current 

theoretical knowledge and thus should guide future intervention research aimed at improving 

outcomes for women with breast cancer. 
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APPENDIX A: 

HUMAN SUBJECTS INSTITUTIONAL REVIEW BOARD (IRB) FORM 
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APPENDIX B: 

MEASURES 
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Demographic Instrument 

1. What is your age? ________________________ 
 

2. What is your sex?  � Male  � Female 
 

3. What	is	your	race	or	ethnic	background?	
	

�	 	Hispanic/Latino/a	
�	 White,	non-Hispanic	
�	 African	American	
�	 Asian	American	
�	 American	Indian/Alaskan	Native	
�	 Other	__________________________________	(please	specify)	

 
4. Are you currently: � Married/Partnered  � Not Married 

5. What is the highest level of formal education that you completed? 
� Elementary School    
� Middle School 
� High School  
� Vocational/technical school or some college 
� College (e.g., BS or BA degree) 
�  Post graduate or professional (e.g., Master’s degree, PhD., MD, JD) 
� Other 
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Impact of Event Scale-Revised – Intrusions Subscale 

Below is a list of difficulties people sometimes have after stressful life events. Please read each 
item, and then indicate how distressing each difficulty has been for you during the past 7 days 
with respect to your breast cancer diagnosis. How much were you distressed or bothered by 
these difficulties?  
 

0 1 2 3 4 
Not at all A little bit Moderately Quite a bit Extremely 

 
 

1. Any reminder brought back feelings about it. 

2. I had trouble staying asleep. 

3. Other things kept making me think about it. 

4. I thought about it when I didn’t mean to. 

5. Pictures about it popped into my mind. 

6. I found myself acting or feeling like I was back at that time. 

7. I had waves of strong feelings about it. 

8. I had dreams about it. 
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COPE Questionnaire 

(Positive Reinterpretation and Growth & Religious Coping Subscales) 

We are interested in how people respond when they confront difficult or stressful events in their lives. There are lots 
of ways to try to deal with stress. This questionnaire asks you to indicate what you generally do and feel, when you 
experience stressful events. Obviously, different events bring out somewhat different responses, but think about 
what you usually do when you are under a lot of stress. 

Then respond to each of the following items by blackening one number on your answer sheet for each, using the 
response choices listed just below. Please try to respond to each item separately in your mind from each other item. 
Choose your answers thoughtfully, and make your answers as true FOR YOU as you can. Please answer every item. 
There are no "right" or "wrong" answers, so choose the most accurate answer for YOU--not what you think "most 
people" would say or do. Indicate what YOU usually do when YOU experience a stressful event. 

 1 = I usually don't do this at all  
 2 = I usually do this a little bit  
 3 = I usually do this a medium amount  
 4 = I usually do this a lot 

1. I try to grow as a person as a result of the experience.  

2.  I put my trust in God.  

3. I seek God's help.  

4. I try to see it in a different light, to make it seem more positive.  

5. I look for something good in what is happening.  

6. I try to find comfort in my religion.  

7. I learn something from the experience.  

8. I pray more than usual. 
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Benefit Finding Questionnaire 
Cancer patients sometimes feel that having cancer makes contributions to their lives, as well as 
causing problems. Indicate how much you agree with each of the following, using these response 
options. 

 1 = Not at all  
 2 = A little  
 3 = Moderately  
 4 = Quite a bit  
 5 = Extremely  

Having had breast cancer has... 

1. made me more grateful for each day. 

2. taught me how to adjust to things I cannot change.  

3. led me to be more accepting of things.  

4. helped me take things as they come.  

5. brought my family close together.  

6. made me realize the importance of planning for my family’s future.  

7. made me more sensitive to family issues.  

8. taught me to be patient. 

9. made me more aware and concerned for the future of humankind.  

10. taught me that everyone has a purpose in life.  

11. made us more in charge of ourselves as a family. 

12. led me to cope better with stress and problems.  

13. showed me that all people need to be loved.  

14. given my family a sense of continuity, a sense of history. 
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Benefit Finding Questionnaire - Continued 

15. given my life better structure. 

16. helped me to budget my time better. 

17. made me a more responsible person. 

18. taught me to control my temper. 

19. renewed my interest in participating in different activities. 

20. Made me more productive. 
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Meaning in Life Scale (MiLS) 

Directions: The statements below concern the possible impact of your cancer on 
your life. Indicate how much you agree or disagree with the statements about you 
and your life at this time. 

1 2 3 4 5 6 
Strongly 
Disagree 

Moderately 
Disagree 

Disagree Agree Moderately 
Agree 

Strongly 
Agree 

 
1. As a result of my cancer diagnosis and treatment, I am more fulfilled and 

satisfied with my life. 
2. As a result of my cancer diagnosis and treatment, life has less meaning. 
3. As a result of my cancer diagnosis and treatment, I have a greater sense of 

well being about the direction in which my life is headed. 
4. As a result of my cancer diagnosis and treatment, I do not value life as much 

as I used to. 
5. As a result of my cancer diagnosis and treatment, I enjoy less in life. 
6. As a result of my cancer diagnosis and treatment, I am more settled about 

my future. 
7. As a result of my cancer diagnosis and treatment, life is a more positive 

experience. 
8. As a result of my cancer diagnosis and treatment, I get completely confused 

when I try to understand my life. 
9. As a result of my cancer diagnosis and treatment, I feel better about my 

future. 
10. As a result of my cancer diagnosis and treatment, I don’t know who I am, 

where I came from, or where I am going. 
11. As a result of my cancer diagnosis and treatment, I have found new and 

more worthwhile goals. 
12. As a result of my cancer diagnosis and treatment, life is full of conflict and 

unhappiness. 
13. As a result of my cancer diagnosis and treatment, I have learned more about 

myself as a person. 
14. As a result of my cancer diagnosis and treatment, I spend most of my time 

doing things that are not really important to me. 
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Meaning in Life Scale (MiLS) Continued 

 
0 1 2 3 4 

Not at all A little bit Somewhat Quite a 
bit 

Very 
much 

 

15. I have trouble feeling peace of mind. 
16. I am able to reach deep down into myself for comfort. 
17. I feel a sense of harmony within myself. 
18. I find comfort in my faith or spiritual beliefs. 
19. I find strength in my faith or spiritual beliefs. 
20. I feel peaceful. 
21. My illness has strengthened my faith or spiritual beliefs. 
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Five Facet Mindfulness Questionnaire (FFMQ) 

Please rate each of the following statements using the scale provided. 
Write the number in the blank that best describes your own opinion of 
what is generally true for you. 

1 2 3 4 5 

Never or 
very rarely 

true 

Rarely 
true 

Sometimes 
true 

Often true Very often 
or always 

true 

 

1. When I’m walking, I deliberately notice the sensations of my body 
moving.  

2. I’m good at finding words to describe my feelings. 
3. I criticize myself for having irrational or inappropriate emotions. 
4. I perceive my feelings and emotions without having to react to 

them. 
5. When I do things, my mind wanders off and I’m easily distracted. 
6. When I take a shower or bath, I stay alert to the sensations of water 

on my body. 
7. I can easily put my beliefs, opinions, and expectations into words. 
8. I don’t pay attention to what I’m doing because I’m daydreaming, 

worrying, or otherwise distracted. 
9. I watch my feelings without getting lost in them. 
10. I tell myself I shouldn’t be feeling the way I’m feeling. 
11. I notice how foods and drinks affect my thoughts, bodily 

sensations, and emotions. 
Five Facet Mindfulness Questionnaire (FFMQ) Continue 

12. It’s hard for me to find the words to describe what I’m thinking. 
13. I am easily distracted. 
14. I believe some of my thoughts are abnormal or bad and I shouldn’t 

think that way. 
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15. I pay attention to sensations, such as the wind in my hair or sun on 
my face.  

16. I have trouble thinking of the right words to express how I feel 
about things  

17. I make judgments about whether my thoughts are good or bad. 
18. I find it difficult to stay focused on what’s happening in the 

present. 
19. When I have distressing thoughts or images, I “step back” and am 

aware of the thought or image without getting taken over by it. 
20. I pay attention to sounds, such as clocks ticking, birds chirping, or 

cars passing. 
21. In difficult situations, I can pause without immediately reacting. 
22. When I have a sensation in my body, it’s difficult for me to 

describe it because I can’t find the right words. 
23. It seems I am “running on automatic” without much awareness of 

what I’m doing. 
24. When I have distressing thoughts or images, I feel calm soon after. 
25. I tell myself that I shouldn’t be thinking the way I’m thinking. 
26. I notice the smells and aromas of things. 
27. Even when I’m feeling terribly upset, I can find a way to put it into 

words.  
28. I rush through activities without being really attentive to them. 
29. When I have distressing thoughts or images I am able just to notice 

them without reacting. 
30. I think some of my emotions are bad or inappropriate and I 

shouldn’t feel them. 
31. I notice visual elements in art or nature, such as colors, shapes, 

textures, or patterns of light and shadow. 
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Five Facet Mindfulness Questionnaire (FFMQ) Continued 
 

32. My natural tendency is to put my experiences into words. 
33. When I have distressing thoughts or images, I just notice them and 

let them go.  
34. I do jobs or tasks automatically without being aware of what I’m 

doing. 
35. When I have distressing thoughts or images, I judge myself as 

good or bad, depending what the thought/image is about. 
36. I pay attention to how my emotions affect my thoughts and 

behavior.  
37. I can usually describe how I feel at the moment in considerable 

detail.  
38. I find myself doing things without paying attention. 
39. I disapprove of myself when I have irrational ideas. 
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National Comprehensive Cancer Network (NCCN) 
Distress Management Screening Measure (DMSM)  
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