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Abstract
Background General self-efficacy has been shown to be a
protective factor of cancer survivors’ quality of life (QoL).
Coping self-efficacy includes multiple aspects, such as main-
taining positive attitudes, regulating emotion, seeking social
support, and seeking medical information. How these various
aspects are related to multiple domains of QoL is unclear.
Purpose This study examined the associations between dif-
ferent aspects of coping self-efficacy and QoL among Chinese
cancer survivors.
Methods A sample of 238 Chinese cancer survivors (mean
age=55.7, 74.4% female) in Beijing, China participated in the
survey. Coping self-efficacy and QoL were measured by the
Cancer Behavior Inventory and Quality of Life—Cancer Sur-
vivor Instrument.
Results After controlling for demographic and disease-related
variables, hierarchical regression analyses showed that coping
self-efficacy in accepting cancer/maintaining a positive atti-
tude was positively associated with physical, psychological,
and spiritual QoL. Self-efficacy in affective regulation was
positively associated with psychological and social QoL, but
negatively associated with spiritual well-being. Self-efficacy
in seeking support was positively associated with spiritual
well-being, but negatively associated with physical QoL.
Self-efficacy in seeking and understanding medical informa-
tion was negatively associated with psychological and social
QoL.

Conclusions Our findings imply the specificity of coping self-
efficacy in predicting QOL. Our findings could be helpful for
designing future interventions. Increasing cancer survivors’
self-efficacies in accepting cancer/maintaining a positive atti-
tude, affective regulation, and seeking support may improve
cancer survivors’ QoL depending on the specific domains.

Keywords Self-efficacy . Quality of life . Chinese . Cancer
survivors . Coping

Introduction

Cancer is one of the leading causes of death in China, causing a
major burden to public health [1, 2]. With advances in cancer
diagnosis and treatments, mortality rates of many types of
cancer declined steadily in China [3]. As people are living
longer with cancer, cancer survivorship and quality of life
(QoL) become more important in cancer care [4]. According
to the Stress and Coping Theory [5], when individuals face a
potentially threatening event (e.g., cancer diagnosis), they usu-
ally assess the threat associated with the event and identify
resources or situational determinants to cope with the event. In
the process of coping with cancer, patients need to utilize
intrapersonal and interpersonal resources to meet the demands
of the disease and its treatment [6, 7]. Intrapersonal resources
refer to the intrapsychic processes that a person brings to the
task of coping with cancer [5]. Interpersonal resources refer to
the people and related social structures whom the cancer patient
can receive social support [8]. These intrapersonal (for exam-
ple, affective regulation, acceptance of diagnosis, and mainte-
nance of positive attitudes) and interpersonal processes (for
example, seeking social support from close others, and seeking
information support from health professionals) are helpful in
drawing resources to deal with disease-related stressors.
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Self-efficacy has been found as one of the important pre-
dictors of adjustment to chronic diseases [7, 9]. According to
the Social Cognitive Theory, self-efficacy regulates human
functioning through cognitive, motivational, affective, and
decisional processes [10]. A higher self-efficacy to draw in-
trapersonal and interpersonal resources is expected to be ben-
eficial to well-being. Coping self-efficacy, which refers to the
extent of a person’s confidence in his or her ability to carry out
various coping strategies and execute a course of action, has
been shown to be beneficial to people’s adaptation to cancer.
Studies found that coping self-efficacy was positively associ-
ated with QoL and negatively associated with physical and
psychological symptoms among different groups of cancer
survivors [11–14]. As different coping strategies provide spe-
cific intrapersonal and interpersonal resources that benefit
QoL in different domains, we expect that specific aspects of
coping self-efficacy may have varied associations with certain
domains of QoL. Findings from Western studies seem to
support this idea by showing differential associations between
specific coping self-efficacy and QoL. For example, Manne
and colleagues showed that only affective management self-
efficacy, but not other aspects of self-efficacy like personal
management or coping with medical procedure, was a consis-
tent predictor of physical well-being, psychological well-
being, and cancer-specific distress among early stage breast
cancer survivors in the US [15]. Similarly, Campbell and
colleagues found that symptom management self-efficacy
and coping self-efficacy were associated with physical and
psychological functioning, but not associated with sexual
health among African-American prostate cancer survivors
[16]. However, there is a dearth of studies answering this
question for Chinese cancer survivors.

The Social Cognitive Theory also postulates that people
exercise control on their own behaviors and interact with the
environment and social structures in order to achieve optimal
functioning [10], highlighting that the role of self-efficacy
may vary across different cultures. Previously, mixed findings
have been reported regarding the beneficial role of self-
efficacy on Chinese cancer patient’s well-being. Lam and
Fielding’s study among breast cancer patients in Hong Kong
showed that a higher general self-efficacy at 1 week after
breast cancer surgery was associated with lower psychological
morbidity and higher social adjustment at 1-month follow-up
[17]. However, this study also showed that general self-
efficacy was associated with a greater incongruence between
patient’s expected outcome and actual outcome of the surgery,
which in turn reduced psychological well-being and social
adjustment. Another study in Hong Kong showed that coping
self-efficacy (self-care and social functioning) was positively
associated with all subscales of the Short-Form Health Survey
36 (SF-36) among Chinese patients receiving intestinal stoma
surgery [18]. However, coping self-efficacy seemed to report
stronger correlations with physical functioning and vitality

subscales (with large effect sizes) than the bodily pain and
social functioning subscales (with medium effect sizes) in SF-
36. Evidence about the beneficial role of coping self-efficacy
and QoL is still unclear among Chinese cancer survivors.

This study aimed to fill the knowledge gap by examining
the relationship between four aspects of coping self-efficacy
(affective regulation, accepting cancer/maintenance of a pos-
itive attitude, seeking support, and seeking and understanding
medical information) and four domains (physical, psycholog-
ical, social, and spiritual) of QoL among Chinese cancer
survivors. Four aspects of coping self-efficacy were chosen
because they are highly relevant to the utilization of intraper-
sonal and interpersonal resources. Affective regulation and
accepting cancer/maintenance of a positive attitude involve
the use of intrapersonal resources, whereas seeking support
and medical information involve the use of interpersonal
resources. We were curious about how coping self-efficacy
in those aspects aid adjustment. We hypothesized that all four
aspects of coping self-efficacy were positively associated with
the four domains of QoL. Findings could provide useful
recommendations for planning self-efficacy interventions for
this population.

Method

Participants

Participants were recruited from the Anti-Cancer Association
in Beijing, China. The Anti-Cancer Association is a self-help
group and nonprofit organization, formed in the process of
many cancer patients fighting against cancer. Cancer survivors
in the organization often gathered at four major public parks in
Beijing to meet with other cancer survivors, and they formed
subgroups based on their physical proximity to the parks.
Each park had a cancer survivor leader who helped to organize
events and connect new cancer survivors with the organiza-
tion. Those leaders, together with the researcher, introduced to
the study to cancer survivors who came to the gathering in the
four parks on weekends. The eligibility criterion was being
able to read Chinese, and there was no exclusion criterion.
Eligible cancer survivors were invited to participate in the
study and were ensured that participation was completely
voluntary and their information and responses were kept
confidential. After giving informed consent, participants re-
ceived an envelope with a packet of questionnaire measures
distributed in person by the leaders and the second author.
Participants were asked to complete the questionnaires at
home, put the completed questionnaires in an envelope, seal
the envelope to ensure their confidentiality, and returned the
sealed envelope to the association leaders. The questionnaires
took approximately 40 min to complete. The recruitment
lasted for 3 months. The response rate was 85 % (238
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questionnaires were returned out of the 280 distributed). The
study protocol was approved at the Institute of Psychology,
Chinese Academy of Science in China. Institution review
board approval was obtained from the University of Houston
for the secondary analysis. Participants were given 20 Chinese
Yuan for compensation of time. Participants’ identifying in-
formation was only used for the compensation purpose. Any
identifying information was destroyed after study completion.

Measurements

All scales were translated from English to Chinese and back-
translated by two bilingual psychology graduate students. The
forward-translated and back-translated versions of the scales
were compared and discussed. The translated scales were
modified to best reflect the intended meanings of the items
in the original English version.

Cancer Behavior Inventory The Cancer Behavior Inventory
(CBI) was used and modified to measure participants’ level of
self-efficacy towards coping with cancer [19]. It was a multi-
dimensional scale. We were particularly interested in under-
standing how QoL was influenced by patient’s self-efficacy in
using intrapersonal and interpersonal resources; we only
chose four of the seven subscales from the CBI. These sub-
scales included (1) seeking and understanding medical infor-
mation (five items), (2) seeking support (four items), (3)
accepting cancer/maintaining a positive attitude (five items),
and (4) affective regulation (five items). A higher mean score
indicated a higher self-efficacy in using the respective coping
strategy. A focus group discussion with cancer survivors was
conducted after the initial translation of the questionnaire.
Several modifications of the scale in this study were notewor-
thy. Upon participants’ feedback, we used a seven-point Likert
scale (1 as not at all confident, 7 as totally confident) instead of
the original nine-point scale. Participants commented that it
would be easier to respond using a scale with fewer intervals
between the anchors. We also made two changes in the items
of the subscales. One item “sharing concerns with friends”
was added to the seeking support subscale. In the affective
regulation subscale, the item “using denial” was replaced by
“regulating emotions” as the focus group participants felt that
the denial item was not culturally acceptable and respondents
would deny “using denial.” The original subscales were
shown to be reliable and valid in previous studies among
Western cancer survivors [11, 13]. In this study, the
Cronbach’s alphas for the subscales ranged from .73 to .87.

Quality of Life—Cancer Survivors Instrument (QOL-CS) On
a six-point Likert scale (0 as feeling very bad, 5 as feeling very
good), participants were asked to report their current well-
being in four domains (physical, psychological, social, and
spiritual) [20]. In the spiritual subscale, we focused only on

four items related to spirituality, including “positive changes
in life,” “purpose in life,” “feelings of hopefulness,” and
“general spirituality.” Sum score of the items in each subscale
indicated their level of QoL in the particular domain. A higher
score represents a better QoL. The scale was shown to be
reliable and highly correlated with the general version of
Functional Assessment of Cancer Therapy (FACT-G) [20].
The Cronbach’s alphas for the subscales ranged from .68 to
.90 in this study.

Covariates Demographic information (e.g., gender, age, and
marital status), disease-related variables (e.g., cancer stage,
time since diagnosis), and treatment-related variables (e.g.,
treatments undergone, current active treatments) were also
self-reported in the questionnaire.

Analytic Plan

Descriptive statistics were computed for major variables.
Pearson correlation analysis was conducted to examine the
associations among the major variables. Hierarchical regres-
sion was used to examine the association between coping self-
efficacy and QoL, controlling for confounding variables such
as demographic, disease-related, and treatment-related vari-
ables (including age, gender, marital status, occupation, edu-
cation, cancer stage, time since diagnosis, and current treat-
ment status). As there were four domains of QoL, four regres-
sion analyses were conducted with each dimension as a de-
pendent variable. In block 1, participants’ demographic,
disease-related, and treatment-related information were en-
tered. All are included in the regression model for statistical
control. In block 2, four aspects of self-efficacy were entered.
These analyses were conducted by SPSS 19.0. A p value of
.05 was set as the level of statistical significance. Expecting a
small-to-medium effect size in f2 with 12 independent vari-
ables (8 demographic, disease- or treatment-related variables
as covariates and 4 self-efficacy subscales as predictors), a
sample of 228 should achieve a power of .80 at alpha level of
.05 (G*Power 3.1.2) [21].

Results

Participants’ Demographic Characteristics

The sample consisted of 238 Chinese cancer survivors
(74.4 % female) with a mean age of 55.7 (SD=9.1). A vast
majority of the participants were married (90.3 %). Most of
them had left their job due to retirement (63.9 %), and volun-
tary leave due to illness or other reasons (16.4 %). About half
of them received an associate degree or college education
(45 %). Over two thirds of the participants were diagnosed
with either stage I or II cancer (65.6 %) and having survived
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for at least 2 years after diagnosis (83.4 %). Themost common
types of cancer were breast (50.8 %), uterine, cervical and
ovarian (11.3 %), and colorectal and intestinal (9.7 %). The
treatments the participants had undergone included surgery
(95 %), chemotherapy (81.1 %), and traditional Chinese med-
icine treatment (82.4 %). Some of the participants were cur-
rently undergoing chemotherapy (11.8 %), radiotherapy
(2.9 %), and using traditional Chinese medicine (60.9 %)
(Table 1).

Descriptive Statistics and Correlations Among Major
Variables

Descriptive statistics of major variables, Cronbach’s alphas of
the scales, and Pearson correlation matrix among the major
variables are presented in Table 2. Except for self-efficacy in
seeking social support which was not significantly associated
with physical QoL (r=.12, p>.05), all other correlations
among different aspects of coping self-efficacy and QoL were
positive and significant (rs ranged from .17, p<.05, to .83,
p<.01).

Hierarchical Regression Analysis

Given that the self-efficacy subscales have high intercorrela-
tions, the independent variables in regression analysis were
also checked for multicollinearity. Results showed that there
was no evidence of multicollinearity among the independent
variables as none of the variables showed a variance inflation
factor (VIF) greater than 10.

For physical QoL, demographic and disease- or treatment-
related variables explained 15.4 % of variance. Among the
self-efficacy subscales, only self-efficacies in accepting
cancer/maintaining a positive attitude (β=.22, p<.05) and in
seeking support (β=−.25, p<.05) were significantly associat-
ed with physical QoL. For psychological QoL, demographic
and disease- or treatment-related variables explained 18.6 %
of variance. Among the self-efficacy subscales, only self-
efficacies in seeking and understanding medical information
(β=−.24, p<.01), in accepting cancer/maintaining positive
attitude (β=.40, p<.001), and in affective regulation were
statistically significant (β=.40, p<.001). For social QoL,
demographic and disease- or treatment-related variables ex-
plained 24.4 % of variance. Among the self-efficacy sub-
scales, only self-efficacies in seeking and understanding med-
ical information (β=−.28, p<.01) and in affective regulation
(β=.48, p<.001) were statistically significant. For spiritual
QoL, demographic and disease- or treatment-related variables
explained 12.7 % of variance. Among the self-efficacy sub-
scales, only self-efficacies in seeking support (β=.20, p<.05),
in accepting cancer/maintaining positive attitude (β=.65,
p<.001), and in affective regulation (β=−.24, p<.05) were
statistically significant (Table 3). All variables in the

Table 1 Characteristics of respondents (N=238)

Frequency (%) /
Mean (SD)

Demographic variables

Gender (female) 177 (74.4 %)

Age 55.7 (9.1)

Marital status

Married 215 (90.3 %)

Single/separated/divorced/widowed 23 (9.7 %)

Education level

Middle school or below 9 (3.8 %)

High school 120 (50.4 %)

Associate degree or college 107 (45.0 %)

Missing 2 (0.8 %)

Employment

Full-time employed 26 (10.9 %)

Retired 152 (63.9 %)

Voluntary leave due to illness or other reasons 39 (16.4 %)

Others 21 (8.8 %)

Cancer- and treatment-related variables

Time since diagnosis

Less than 1 year 9 (3.8 %)

1–2 years 30 (12.6 %)

2–5 years 103 (43.3 %)

More than 5 years 94 (39.5 %)

Missing 2 (0.8 %)

Stage of diagnosis

Stage 0 8 (3.4 %)

Stage I 64 (26.9 %)

Stage II 92 (38.7 %)

Stage III 38 (16.0 %)

Stage IV 4 (1.7 %)

Unknown 27 (11.3 %)

Missing 5 (2.1 %)

Cancer type

Breast cancer 121 (50.8 %)

Uterine, cervical, and ovarian cancer 27 (11.3 %)

Colorectal and intestinal cancer 23 (9.7 %)

Lung cancer 15 (6.3 %)

Other types (e.g., stomach, nasopharyngeal) 47 (19.7 %)

Missing 5 (2.1 %)

Treatments undergone†

Surgery †226 (95.0 %)

Chemotherapy †193 (81.1 %)

Radiotherapy †100 (42.0 %)

Traditional Chinese medicine †196 (82.4 %)

Current active treatments†

Surgery †22 (9.2 %)

Chemotherapy †28 (11.8 %)

Radiotherapy †7 (2.9 %)

Traditional Chinese medicine †145 (60.9 %)
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regression equations explained 24.4, 46.6, 40.1, and 45 % of
the variances of physical, psychological, social, and spiritual
QoL, respectively.

Contrary to the hypotheses, a higher self-efficacy in seek-
ing support was associated with lower physical well-being. A
higher self-efficacy in seeking and understanding medical
information was associated with a lower psychological QoL
and social QoL. A higher self-efficacy in affective regulation
was associated with lower spiritual QoL after controlling for
demographic and disease- or treatment-related variables.

Discussion

This study contributes to the literature by exploring how
specific aspects of coping self-efficacy associate with different
domains of QoL among Chinese cancer survivors. Consistent
with our hypotheses, coping self-efficacy in accepting cancer/
maintaining a positive attitude was positively associated with
physical, psychological, and spiritual QoL; self-efficacy in
seeking support was positively associated with spiritual

QoL; and self-efficacy in affective regulation was positively
associated with psychological and social QoL. Contrary to our
hypotheses, self-efficacy in seeking support was associated
with lower physical QoL; self-efficacy in seeking and under-
standing medical information was negatively associated with
psychological QoL and social QoL; and self-efficacy in affec-
tive regulation was negatively associated with spiritual QoL.
Self-efficacy in accepting cancer/maintaining a positive atti-
tude seems to be salutary to physical, psychological, and
spiritual domains of QoL. This self-efficacy dimension
contained items such as maintaining hope, accepting the fact
of having cancer, and maintaining a sense of humor. To the
belief of Chinese people, staying hopeful and optimistic is
important for cancer adaptation [22, 23]. An optimistic atti-
tude has been shown to be a positive predictor of QoL in the
literature. Yu, Fielding, and Chan showed that optimism me-
diates the relationship between physical functioning (eating
ability) and QoL among nasopharyngeal cancer patients in
Hong Kong [24]. Other studies also found a consistent posi-
tive association between optimism and QoL among newly
diagnosed cancer patients [25] and long-term breast cancer
survivors [26] in the US. All of these may imply that main-
taining a positive attitude could be a universal protective
factor for QoL among people living with cancer.

Consistent with a study in the US [15], a higher self-
efficacy in affective regulation was associated with better
psychological and social QoL. Bandura suggests that self-
efficacy may help to create positive affective states and reduce
negative affect states, which could be helpful for coping with
stressors [27, 28]. The Broaden-and-Build Theory further
suggests the influence of positive and negative affective states
on coping resources and health outcomes [29]. Qualitative
studies among Chinese cancer survivors also highlighted the

Table 1 (continued)

Frequency (%) /
Mean (SD)

Others †39 (16.4 %)

Currently not in active treatment 72 (30.3 %)

†Note: participants might select more than one type of treatments under-
gone and current active treatments if applicable, thus the total frequencies
did not add up to 238 for treatments undergone and 166 for current active
treatments

Table 2 Means, standard deviations, and correlations among major variables

1. 2. 3. 4. 5. 6. 7. 8.

1. Physical QoL –

2. Psychological QoL .52** –

3. Social QoL .49** .73** –

4. Spiritual QoL .15* .48** .40** –

5. Medical information SE .17* .27** .19** .40** –

6. Seeking support SE .12 .35** .31** .51** .66** –

7. Positive attitude SE .25** .50** .36** .61** .69** .69** –

8. Emotion regulation SE .25** .51** .43** .49** .68** .73** .83** –

Mean 27.01 52.19 22.28 13.32 5.03 5.20 4.99 4.83

Standard deviations 4.70 13.78 6.95 3.33 1.13 1.01 1.14 1.07

Cronbach’s alpha .74 .90 .80 .68 .87 .73 .84 .83

QoL quality of life, SE self-efficacy, medical information SE self-efficacy in seeking and understanding medical information, positive attitude SE self-
efficacy in accepting cancer/maintaining a positive attitude

*p<.05; **p<.01
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role of emotion regulation in cancer recovery and coping with
cancer-related stressors [22, 23, 30]. However, self-efficacy in
affective regulation was related to lower spiritual QoL. The
spiritual QoL measured in this study focuses on positive
changes in life, feelings of hopefulness, and purpose of life,
which are highly relevant to posttraumatic growth (PTG).
Park suggests that people need emotional and cognitive pro-
cessing to make sense of their traumatic experience and facil-
itate growth [31]. Given that the self-efficacy in affective
regulation scale included coping strategies with avoidance
tendencies (e.g., finding an escape, ignoring negative things
that cannot be dealt with, and expressing negative emotions),
such coping strategies may not be helpful for confronting to
the stressors and making meaning from negative life events. It
may explain why having a high self-efficacy in using these
coping strategies is related to lower spiritual QoL. Future
studies are warranted to understand how self-efficacies in
affective regulation, cognitive, and emotional processing con-
tribute to spiritual QoL among cancer survivors.

The finding that a higher self-efficacy in seeking support is
related to higher spiritual QoL is new to the literature. Previ-
ous studies have only shown that received social support is
related to higher spirituality and PTG among cancer survivors
[32–34]. Indirect evidence has also been shown that breast
cancer survivors are more likely to engage in cognitive pro-
cessing about their illness experience if they perceive more
support from their social environment [35]. Cognitive pro-
cessing is alsomore likely to lead to PTG if a cancer survivor’s
social environment is supportive [36]. Future studies can
explore if the beneficial role of support seeking self-efficacy
in spiritual QoL among cancer survivors is mediated by re-
ceived social support and cognitive processing. Surprisingly, a
higher self-efficacy in seeking support is related to lower
physical QoL. A previous laboratory pain study found that
seeking emotional support was associated with lower pressure
pain tolerance among children [37]. The authors suggested
that seeking emotional support may be associated with pain
catastrophizing behaviors and engagement in more intense
pain expressions. Future studies may explore if self-efficacy
in seeking social support is related to symptom
catastrophizing behaviors and more self-reported physical
symptoms among cancer survivors.

Contrary to our hypotheses, self-efficacy in seeking and
understanding medical information was negatively associated
with psychological QoL and social QoL in regression analy-
sis. It is commonly assumed that seeking more medical infor-
mation and being involved actively in decision making is
beneficial to well-being among patients; however, that may
not be the case for Chinese patients. First, research showed
that receiving medical information may be associated with
anxiety, stress, and negative emotions [38], which may in turn
reduce patient’s QoL. Second, the relationship between self-
efficacy in seeking medical information and QoL may be

affected by other interpersonal moderators (e.g., interactions
between the patient and the health professionals and patient
satisfaction with the information). In a study in the Nether-
lands, doctor-patient communication during the oncological
consultation was shown to be associated with cancer patient’s
QoL [39]. One study in Hong Kong also showed that patient
satisfaction with physician consultation was positively asso-
ciatedwith nasopharyngeal cancer patients’QoL [40].When a
patient has a higher self-efficacy, he or she is more likely to
receive more information from health professionals. However,
this increased amount of information may not lead to better
QoL if the patient does not feel satisfied with the information.
Third, some cultural values may be at play. It is suggested that
patient-physician relationship in China is more hierarchical,
and that Chinese people respect the doctor’s authority and
expertise [41]. Hou and colleagues also found that colorectal
cancer patients in Hong Kong tend to minimize potential
distress by adhering to physician’s treatment recommenda-
tions [22]. Patients in China are not expected to actively seek
medical information, and therefore those who seek informa-
tion may not have the environment to support this type of
behavior, which may explain the absence of beneficial effect
of information seeking self-efficacy on QoL. Our findings
also seem to demonstrate a statistical suppression effect, as a
positive bivariate correlation was reported between self-
efficacy in seeking and understanding medical information
and QoL, in contrast to the findings revealed in regression
analysis. More studies are warranted to explore how self-
efficacy in seeking information, preferences in seeking infor-
mation, and patient satisfaction with information provided
jointly influence patient’s QoL.

This study was subject to several limitations. First, it was a
cross-sectional study so that the tested relationships were
correlational but not causal. Future studies should examine
how changes in coping self-efficacy predict changes in differ-
ent domains of QoL using longitudinal designs. Second, the
nonrandom sample and self-selection bias in participation
might compromise the generalizability of the findings. We
recommend that future studies validate our findings using a
larger representative sample of Chinese cancer survivors.
Third, the measures that we used to measure self-efficacy
and QoL have yet to be rigorously validated among Chinese
cancer survivors. Future studies should validate the scales
more rigorously in a larger sample and replicate our findings
with structural equationmodeling. Fourth, we did not measure
other potential confounding variables of self-efficacy and QoL
(e.g., time since last treatment). We acknowledge that survi-
vors’ perception of self-efficacy and QoL may vary at differ-
ent points in the trajectory of their postdiagnosis history.
Future studies should also examine the role of those potential
confounding variables in affecting self-efficacy and QoL.

Despite these limitations, our findings provide important
implications. This study reported a fine grain analysis
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exploring the relationship between specific aspects of coping
self-efficacy and multiple domains in QoL among Chinese
cancer survivors. It was found that not every aspect of self-
efficacy was positively associated with better QoL. The Stress
and Coping Theory [5] postulates that coping with stressors is
a transactional process among the person, the demands of the
stressor, and the environment. This may imply the importance
of resource-demand specificity when understanding the rela-
tionship between coping self-efficacy and QoL. As postulated
by the Social Cognitive Theory [10], function of specific self-
efficacy may vary across cultures. Chinese cancer survivor’s
preferences in seeking medical information and the nature of
patient-clinician relationship may need to be considered care-
fully in future research and practical settings. Our findings
may inspire more in-depth explorations about the role of
cultural values and medical settings in affecting the relation-
ship between self-efficacy and QoL in a chronic disease
context.

Important implications in behavioral medicine for Chinese
cancer survivors are also provided in the study. As self-
efficacies in maintaining a positive attitude, emotion regula-
tion, and seeking social support are beneficial to QoL among
Chinese cancer survivors, these could be the targeted areas in
future interventions. Previously, a self-efficacy-enhancing in-
tervention in the US has been shown to be effective in im-
proving breast cancer patient’s QoL and depressive symptoms
[42]. Similar interventions are absent in China. We believe
that integrating our findings with other evidence on the rela-
tionship between coping self-efficacy and QoLwithin existing
theoretical frameworks (e.g., the Stress and Coping Theory,
the Social Cognitive Theory, the Broaden-and-Build Theory)
can help to develop theory- and evidence-based interventions
for cancer care in China.
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