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Background and Significance

Breast cancer is the leading cancer by site in Asian American women.'~ For some sub-ethnic
groups, breast cancer is the leading cause of death.*® Asian Americans have been reported to
have higher relative risks and lower 5-year survival rates with increasing age at diagnosis,
grade, and stage of cancer.! ! Furthermore, Asian American breast cancer survivors often
carry significant physical and psychological burden; they rarely complain about their
symptoms, delay seeking help until symptoms become severe, and seldom ask or get support
due to their cultural values, beliefs, and language barriers.'?"!¢ Subsequently, they report a
lower quality of life and fewer sources of information and support compared to Whites.!™>%-
ILI7-19 Here, a breast cancer survivor means anyone who has been diagnosed with breast
cancer, from the time of diagnosis through the balance of her life.?°

The Institute of Medicine report, From Cancer Patient to Cancer Survivors: Lost in
Transition,?! explicitly identifies the need of cancer survivors for information on symptom
management, accurate surveillance of late and long term effects, psychosocial supportive
interventions to promote well-being, and communication with health care providers. Yet, few
interventions have been developed to meet the need of cancer survivors including Asian
American breast cancer survivors.?> Survivorship programs that are increasingly instituted at
cancer centers have serious impediments to providing information and coaching/support
because of the lack of staff time and insurance reimbursement.?>** Furthermore, the pressure
of fast-paced clinical patient-provider interactions leaves little time for health care providers
to provide up-to-date information and coaching or support for these women based on their
cultural attitudes.'>"'® All these circumstances necessitate an innovative and creative delivery
method of information and coaching/support.

A technology-based approach using computers and mobile devices (smart phones and tablets)
promises to meet this necessity with high flexibility and accessibility, and minimizes the cost
of the intervention in busy health care settings.?>?’ Also, a technology-based intervention that
does not involve face-to-face interactions could work better for many women from cultures
where breast cancer is still a stigmatizing experience.?® ! 3273 Despite the high potential, few
technology-based interventions are available for ethnic minority breast cancer survivors,
especially for Asian Americans.>®* Therefore, based on Preliminary Studies (PSs), the
research team has developed and pilot-tested a theory-driven technology-based information
and coaching/support program that: (a) is tailored to Asian American breast cancer survivors
by incorporating actual data on individual sub-ethnic groups cultural attitudes from PSs; (b)
uses multiple languages; (c) provides both group and individual (real-time and personalized)
coaching/support by culturally matched bilingual health care providers; (d) incorporates peer
support through a social media function; and (e) integrates existing general and culture-specific
evidence-based educational content from scientific authorities. Among over 71 sub-ethnic
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groups of Asian Americans,*® only three sub-ethnic groups (Chinese, Korean, and Japanese)
were selected for the program development for the convenience of the approach (e.g.,
language). Within Asian Americans, Chinese are the largest sub-ethnic group,*’*® Koreans are
the fastest growing sub-ethnic group,*’*® and Japanese are the sub-ethnic group at the highest
risk of breast cancer.!!14

Goals/Aims

The purpose of the proposed randomized intervention study is to test the efficacy of the
technology-based information and coaching/support program for Asian American breast
cancer survivors (TICAA) in enhancing the women’s breast cancer survivorship experience.

The specific aims of the study are to:

Aim_1. Determine whether the intervention group (who uses the TICAA and the information
on breast cancer by the American Cancer Society [ACS]) will show significantly greater
improvements than the control group (who uses only the information on breast cancer by the
ACS) in primary outcomes of the TICAA (needs for help, physical and psychological
symptoms, and quality of life) from baseline (pre-test) to Time Points 1 (post I-month;
primary) and 2 (post 3-months, secondary).

Aim 2. Identify theory-based variables (attitudes, self-efficacy, perceived barriers, and social
influences related to breast cancer survivorship) that mediate the intervention effects of the
TICAA on the primary outcomes of the TICAA from baseline to Time Point 1.

Aim 3 (exploratory). Explore whether the effects of the TICAA on the primary outcomes are
moderated by background factors and disease factors.

Study Design

o

Organizational structure of the study team:

This is a PI initiated RO1 research project that is funded by the National Cancer Institute
(National Institute of Health). Due to PI's move from Duke University to Emory University, the
study is being transferred from Duke Univ. to Emory University. This is the fourth year of the
total 5 year of funding. This IRB approval is needed for the grant transfer.
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The study team includes the PI, 1 Co-Investigator, 1 Statistician, multiple Consultants, 3
interventionists and 1 or 2 research assistants. Except the consultants, all research team members
will be Emory affiliated. The research team will conduct the study at School of Nursing, Emory
University.

o Setting and location:

The settings of the study will include (a) online support groups including social media groups
and (b) communities/groups for Asian Americans. Over 400,000 online support groups
currently exist, each with up to 3,587 members.®*-%> They have become an important resource
for researchers investigating cancer survivors residing in different geographic areas, both
nationally and internationally.®*-** Furthermore, potential participants could be easily recruited
through the recruitment announcement services provided by social media (a fee is usually
required though). For example, through a Facebook announcement, Altshuler et al.%® recruited
women from multi-ethnic groups (within 3 months) for a study on attitudes toward abortion.
Yet, PSs also suggested that ethnic minority cancer survivors might not be easily recruited only
through online support groups. Thus, communities/groups for Asian Americans (e.g., churches,
organizations, health care centers, and professional groups, all of which are for Asian
Americans) will also be targeted, which allows to recruit those who do not use online support
groups or who do not have access to the computers. Ethnic minorities are more successfully
recruited in churches and support/social groups with culturally specific memberships.* When
communities/groups for Asian Americans in the U.S. were searched with Google, 1,170,000
communities/groups were retrieved, each with up to 30,298 members. In addition to these major
recruitment settings, cancer registries throughout the nation (e.g., Texas and California) will be
contacted to request the data, which will be used for identifying and reaching out to potential
participants to send the study announcement and informed consent.

o Population to be studied:

The participants will be 330 self-reported Asian American women aged 21 years and older who
have had a breast cancer diagnosis; can read and write English, Mandarin Chinese, Korean, or
Japanese; and have access to the Internet through computers or mobile devices (smart phones and
tablets). A total of 210 participants have already been recruited at Duke University and have
completed their participation before the PI’s move. A total of 120 participants will be newly
recruited at Emory University. Those who are in treatment or not in treatment will be included
because the TICAA can be used by those in all stages of treatment. A specific fatigue level was
not set because compared to those who do not have fatigue or have a low level of fatigue, those
with a medium or high levels of fatigue would be more likely to need support through technology-
based programs. We excluded those under 21 years old because their cancer experience would be
different from adults.” An upper age limit was not set because elderly could be a good target group
for technology-based programs because technology-based programs do not require physical
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transportation and because women over 75 years old have the highest incidence rate of breast
cancer.? Because using more than four languages is infeasible in a study (Dr. Meleis, Personal
Communication), and given the diversity of Asian Americans, only four languages including
English, Mandarin Chinese, Korean, and Japanese will be used. Mandarin Chinese is a primary
language in China, Taiwan, and Hong Kong; Korean is the primary language in South Korea; and
Japanese is the primary language in Japan.

o) Recruitment:

First, Internet searches will be conducted using multiple search engines including Google, Yahoo!,
and Bing to identify/verify online support groups and communities/groups for Asian Americans.
Then, we will contact and ask administrators of the first 100 online support groups and 90
communities/groups for Asian Americans (30 for each sub-ethnic group) on the verified lists to
post the study announcement on their sites or listservs and through instant messaging. We will also
make supplementary/additional announcements through Web postings, listservs, and regular
meetings with communities/groups that primarily serve Asian Americans of low SES to have an
adequate number of Asian American breast cancer survivors from low SES (they are less likely to
be recruited than those from middle or high SES in PSs). The communities/groups that primarily
serve Asian American women of low SES will be identified through both Internet searches and
recommendations by research team members including consultants. All the identified
communities/groups will be contacted and asked to post study announcements with assistance
from the research team members including consultants. Further recommendations will be sought
from the communities/groups that are contacted. Then, the study will be announced in the newly
identified communities/groups. If we do not recruit the target number, the study will be announced
through an additional 20 online support groups and 30 communities/ groups for Asian Americans
(10 per sub-ethnic group) each month. This process will be continued until the target number is
recruited. In addition, we will utilize the cancer registries throughout the nation to contact potential
participants and solicit their participation in the study.

A total of 330 Asian American breast cancer survivors will be recruited. Because information is
limited on which to base power analyses, estimates are based on a two-sided Mann-Whitney test
(assuming a uniform distribution) using an estimated effect size equal to 1/2 of a standard
deviation, as suggested in the literature.%> In addition to being clinically meaningful, large effect
sizes demonstrated in PS4 suggest that 0.5*SD is a statistically meaningful effect size to assume.
Sample size is based on 80% power, and a type I error rate equal to 0.00625 to account for eight
primary outcome measures modeled within the two primary aims (group main effects).
Accordingly, group sample sizes of 105 each achieve 80% power to detect a difference of 0.5*SD
between group means overall in a single follow-up period. The primary analysis will be an
assessment of differences by intervention group in changes from baseline to Time Point 1, or one
month post intervention. A secondary analysis will include similar modeling for sustainability of
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intervention effects, or for changes from baseline to Time Point 2. Assuming an attrition rate of
35% by the Time Point 2, 330 Asian American breast cancer survivors would be an adequate
number for the study with multiple outcomes. Considering the attrition rates reported in the

literature®®® and in PSs, the assumption of a 35% attrition rate is reasonable.

At the completion of their participation, the participants will be reimbursed with $50 electronic
gift cards for their participation. The reimbursement will be prorated. The participants will be
allowed to choose “do not want to respond”, which will NOT be considered missing data. The
amount was determined based on preliminary studies.

o Description of recruitment materials and their use

Sample study announcement, sample study announcement in flyer format, and flyer for TICAA
recruitment will be distributed through and displayed on cancer support groups and
communities/groups for Asian Americans.

o Describe the procedures for data collection

The data are mainly collected through the Internet survey questionnaire. When potential
participants visit the project Web site (after receiving/reviewing a study announcement), they
will be asked to review the informed consent. When participants click I agree to participate,
they will have given their consent. Then, after checking them against the inclusion criteria and
quota requirements, only those who meet the criteria and requirements will be automatically
assigned a serial number, and randomized into two groups using an automated random number
generator accessible through the Web site.

Then, the women will be asked to fill out the Internet survey questionnaire (if requested, paper-
and-pencil questionnaires will be provided/used, or research staff will assist in administering the
Internet surveys over the phone.) and sign up the Web site by creating their own ID and
passwords. Whenever they visit the Web site, they need to use the ID and passwords to log in
the site. If they want, they can change their ID and passwords. Then, both groups will be
provided with an electronic instruction sheet on when they need to come back and fill out
additional questionnaires and/or use the program.

Biweekly, the research team will send reminders and thank-you emails. Two weeks before the
end of the 1st month, both groups will be asked to fill out the next set of the instruments by the
end of the 1st month. Then, 2 weeks before the end of the 3rd month, both groups will be asked
to fill out the next set of the instruments by the end of the 3rd month.

o Description of research instruments to be used (e.g., questionnaires, surveys, interview or
focus group guides, scales)
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Multiple instruments will be used: the Support Care Needs Survey-34 Short Form (SCNS-
34SF),> the Memorial Symptom Assessment Scale-Short Form (MSAS-SF),*! the Functional
Assessment of Cancer Therapy Scale-Breast Cancer (FACT-B),>? the modified Questions on
Attitudes, Self-Efficacy, Perceived Barriers, and Social Influences (QASPS),> the Cancer
Behavior Inventory (CBI),>*%%6 the Perceived Isolation Scale (PIS),*”*® the Personal Resource
Questionnaire (PRQ-2000),%° and 27 questions on background characteristics, level of
acculturation, and disease factors. The reliability and validity of all the instruments have been
established among Asian Americans. Cronbach’s alpha of individual instrument ranged from .76
to .96 among Asian Americans.

o Describe any other study-related interactions or interventions: The Intervention: The
TICAA

This study consists of two groups of research participants: (a) 165 Asian American breast cancer
survivors (55 per sub-ethnic group) who do not use the TICAA, but use the information on breast
cancer by the American Cancer Society (ACS)(a control group); (b) 165 Asian American breast
cancer survivors (55 per sub-ethnic group) who use the TICAA and the information by the ACS
(an intervention group). The ACS website includes information on treatment, prevention,
genetics, causes, screening, testing, coping, clinical trials, research findings, and statistics related
to breast cancer in multiple languages including Mandarin Chinese and Korean. At the
completion of the study, both will be allowed to use or continue to use the TICAA.

Theoretical Bases, Information Architecture, and Menus. The TICAA was developed based on
the findings from PSs using the information mapping approach.®® The TICAA is theoretically
based on the Bandura’s theory. Based on the Bandura’s theory,’®’> most self-management
programs include coaching/support and information interventions as part of the program
content.”® Likewise, the TICAA includes group and individual (real-time and personalized)
coaching/support by health care providers, peer coaching/support, and information to change the
women’s attitudes, self-efficacy, perceived barriers, and social influences. The TICAA uses a
free-form matrix information architecture’* and includes menus based on the three components
(see below). Graphic User Interface controls” (e.g., push buttons, check boxes, drop-down lists)
are used. Presentation styles (e.g., colors, menus, etc.) are tailored based on PSs.

Technological Tools. The Ruby on Rails (ROR) framework (http://rubyonrails.org) and the Xen
hypervisor (http://xen.org) were used to develop the TICAA. ROR is a web application
framework based on the Model-View-Controller (MVC) architecture that can separate software
logic and data handling from user interface.”” Using ROR, multiple language versions as well as
mobile versions of a web page generated from the same software logic can be easily handled,
and this allows various interactive features.”> The Xen hypervisor allows virtualization, which
has the computer hardware to run multiple guest operating systems concurrently.’”® Each guest
system, called a virtual machine, runs as an independent computer. By populating several virtual
machines, if any of the virtual machines fail, the web service will be still available, which
ensures the efficiency of the servers and the safety and security of the data.
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Components. The TICAA has three components in four languages (English, Mandarin Chinese,
Korean, and Japanese): (a) social media sites; (b) interactive online educational sessions; and (c)
online resources. To incorporate cultural differences among three different sub-ethnic groups,
three separate social media sites are designed for each sub-ethnic group. The sites provide a
mechanism by which participants can connect to each other and share their own breast cancer
survivor experiences with peers, have interactions with and get support from peers, and receive
coaching/support from culturally matched peers and health care providers.”’ In each site, cultural
tailoring will be done through incorporating both general and sub-ethnicity-specific materials to
discuss and culturally appropriate examples from PSs. The sites will incorporate Asian cultural
values related to family (e.g., family as the center of the women’s daily life) and the collectivistic
values for Asian women as a way to frame discussions and to present content. Each site consists
of a social media function (like the timeline of Facebook), a chat function with a culturally
matched bilingual interventionist and a symptom log function. Interventionists are required to
have a bachelor’s degree in a health-related field and be bilingual. We will have a registered
nurse (RN) monitoring or supervising the coaching/support provided by the interventionists. The
RN will provide consultation to the interventionists while consulting with two MD consultants.
For the intervention period, weekly group and individual coaching/support by culturally matched
bilingual interventionists will be provided. Group coaching/support through the social media
function will not have time limits because it will be based on asynchronous interactions. Yet,
real-time and personalized individual coaching/support will be provided in a specific designated
time period (each participant sets a specific time period for getting individual coaching/support)
by the chat function. In addition, the use of phone calls and mobile chat functions (e.g., Wechat,
Line, KaKao Talk, Skype et. al) as supplementary methods for individual coaching/support is
permitted for the study-related communications. Group coaching/support will start once the first
10 women per sub-ethnic group are enrolled, but individual coaching/support will start as soon
as a participant is enrolled. Starting the group coaching/support with 10 women is reasonable
when considering that 10~30 are usually an adequate number for a focus group, and group
cohesiveness needs to be established.”® Each week, the interventionists will post at least 5 group
messages related to each topic to give group coaching/support, and send at least 1~2 message(s)
to each participant for individual coaching/support. Coaching/ support will focus on enhancing
breast cancer survivorship by changing cultural attitudes, building self-efficacy, minimizing
perceived barriers, and enhancing social influences through multiple ways (see Table 1).
Messages in other languages will be translated into English, and those in English will be
translated into other languages (using both Google translator and daily reviews/corrections by the
bilingual interventionists with consultation of professional translators). The interventionists will
minimally interfere the interactions among the participants.

A total of 15 interactive online educational sessions (users can choose the content and ask
questions and/or provide feedback by clicking buttons on the menu) provide information about
general and sub-ethnicity-specific topics related to breast cancer survivorship. These sessions are
also available in the four languages (already translated using the standard-back translation
process’”?%). The content is differently constructed by sub-ethnic group based on the cultural
findings from PSs. For example, because Chinese women tended to use Chinese herbal medicine
for their symptom management in PSs, we have added an education module on Chinese herbal
medicine for Chinese participants. These sessions will provide correct and updated information
on breast cancer and treatment/management strategies so that stigmatization could be reduced by
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correcting misinformation. Culturally relevant contents (e.g., Red Ginseng, herbal medicine,
Acupuncture, etc.) were also incorporated into the sessions. Finally, sub-ethnicity-specific
online resources include 35 Web links to resources related to breast cancer survivorship in

English, Mandarin Chinese, Korean, and/or Japanese from scientific authorities and from general
and sub-ethnicity-specific health organizations/institutes. General resources will be available to
all groups, but sub-ethnic-specific resources will be available only for the applicable group. Six

experts reviewed the TICAA against the criteria for rigor in cross-cultural researc

h 81,82

Table 1. A Summary of the TICAA Components

Intervention
Component

Working
Mechanisms

Concepts

Selected Examples of Intervention Activities

Social media
sites

Sub-Ethnic-
Specific
Coaching/
Support and
Information

Attitudes

- Weekly introduce and discuss a new topic related to breast cancer
survivorship (from the educational sessions and online resources).

- Initiate and promote individual and/or group dialogues to discuss
breast cancer survivorship experience within their specific cultural
contexts.

- Provide feedback on the discussion by providing sub-ethnic-specific
examples from PSs (e.g., breast cancer as a genetic disease, stigma).

- Correct misinformation by providing most updated information.

- Help identify the areas that need more information.

- Address any general and sub-ethnic-specific concerns, and provide
individual and group feedback on breast cancer survivorship.

Self-
efficacy

- Support participants in identifying culturally appropriate and
acceptable ways to manage their needs for help.

- Individually work with the women to set goals that gradually try
several strategies to manage their needs for help (e.g., promoting
physical activity, changing poor eating habits, learning to search the
Internet, etc.) in culturally appropriate and acceptable ways.

- Provide examples of symptom management strategies that can be
easily used in daily life (general and culture-specific).

- Individually help set the weekly goal of symptom management and
monitor their symptoms using the symptom log (date, symptoms
[frequencies and severity], changes in health status & medication,
usages of any strategies, and effectiveness of the strategies)

- Provide individual feedback on: (a) calculated mean frequencies and
severity of symptoms for the week reported; (b) symptom strategies
used in the prior week; (c) trends in symptoms experienced by the
women; and (f) suggestions for the next goal.

- Help understand the educational sessions and resources (Q&A)
individually and as a group (in each sub-ethnic group).

Perceived
Barriers

- Initiate dialogues to discuss general and cultural-specific barriers.

- Support participants in identifying culturally appropriate ways to
recognize and manage breast cancer survivorship in daily life.

- Use specific educational modules related to perceived barriers to
breast cancer survivorship and tips in managing their needs for help
in daily life (with sub-ethnic-specific examples from PSs).

Social
Influences

- Moderate peer interactions and group dialogues in each sub-ethnic
group.

- Provide individual and group support to enhance understanding on
materials related to breast cancer survivorship.
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- Promote culturally matched peers’ interactions and feedback on
breast cancer survivorship and management strategies for their
needs for help.

Interactive Information Attitudes  |Providing information/knowledge on (examples):
online - “What do you know about breast cancer”/ “What’s new about breast
educational cancer treatment”/ “After treatment topics™/ “Facts for life”/ “Genetic
sessions testing”

Self- Providing information on (examples):

efficacy - “Complementary and alternative medicine for breast cancer”/ “Breast

cancer pain”/ “Chinese herbal medicine”/ “Insomnia among breast
cancer survivors”/ “What to know about osteoporosis and pain”

Perceived  \Providing information on (examples):

Barriers - “What breast cancer survivors need to know”/ “Talking about breast
cancer and cancer pain”/ “After treatment topics (general and culture-
specific)”/ “Grief, mourning, and bereavement”/ “Post trauma stress
disorder and breast cancer”

Online Information Attitudes/  |Culture specific resources (Examples of Korean-specific resources)
Resources Self- -Korean cancer society (all about living with cancer)/ Asan medical
efficacy/ center (breast cancer)/ Korean breast cancer foundation (breast health)

p erc§ived General resources (examples): Patient Summary on Pain by the NCI/
Barriers Pain Control: A Guide for Those With Cancer and Their Loved Ones
by the American Cancer Society/ Cancer Pain Treatment by
International Association for the Study of Pain

o Describe processes for translating

The study announcement, informed consent sheet, the TICAA, and Internet survey
questionnaires will be available in four languages. Mandarin Chinese, Korean, and Japanese
versions have already been prepared using the standard translation and back-translation process
by professional translators.

A total of 15 interactive online educational sessions provided to the intervention group are also
available in the four languages (already translated using the standard-back translation
process’’%).

In addition, messages used in the intervention in other languages will be translated into English,
and those in English will be translated into other languages (using both Google translator and
daily reviews/corrections by the bilingual interventionists with consultation of professional
translators). The interventionists will minimally interfere the interactions among the participants.

o Informed Consent Process:

The participants will be able to consent at any time after reviewing the informed consent sheet on
the project website. They are free to go and come back later and consent if needed. Participants
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will be informed that their participation is voluntary, and they can withdraw their participation at
any time.

The reason for waiving the standard signed consent is multiple. First, we believe that it is
unnecessary to meet with participants or to mail hard copies of the informed consent form for the
sole purpose of obtaining signed consent. Second, obtaining signed consent from the participants
across the nation raises a feasibility issue related to mailing and possible follow-up phone calls.
Third, previous studies indicated that ethnic minorities including Asian Americans did not wish
to sign a written consent for a historical reason: For example, in Korea, data from surveys were
once used to identify tax fraud, and some people’s honest answers on the survey were used to
assess an additional tax. This Internet-based consent process has been used in all previous studies
by the PI without any issues or concerns from participants or research staff members. The
previous studies by the PI, which compared the paper-and-pencil survey with the Internet survey
questionnaire, showed that the Internet-based consent process was similar to that of the paper-
and-pencil survey in terms of its ability to explain the study and respond to questions from
participants. Interestingly, some participants in the previous studies indicated that they preferred
Internet communications to ask questions about the study because Internet communications are
asynchronous (they could ask questions at any time) and e-mail is a written form of
communication.

When potential participants visit the project Web site, they will be asked to review the informed
consent form that provides general information on the proposed project, including: (a) the
purpose of the study, (b) staff on the study, (c) the data collection period, (d) potential physical
and psychological risks involving inconvenience, confidentiality, and invasion of privacy, (e)
their rights to withdraw, (f) how to maintain complete confidentiality (using IDs and passwords),
(g) what they are being asked to contribute to the study, and (h) how their participation will be
reimbursed. The consent process will be automatic through the project website; the participants
will be asked to click "I agree to participate" after reviewing the informed consent sheet that is
loaded on the project website.

o Potential Risks/Discomforts to Study Participants and measures to prevent occurrence:

There are no risks of injury or bodily harm. There are no risks to employment/employability,
reputability, financial standing, and/or criminal/legal status. However, participation in this study
may be inconvenient, and some of the questions may make the participants uncomfortable or
upset; however, the participants are free to decline to answer any questions if they do not wish to
answer and to stop participating in the project at any time.

The participants' records will be handled as confidentially as possible. The collected data will
remain confidential unless a participant appears at risk of harm. Only the research team will have
access to the study records, which will be directly saved in a computer file format called ASCIL
No individual identities will be used in any reports or publications that will result from this
study. However, as an online participant in this research, the participants will always run the risk
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that outside agents, such as hackers will try to access the site, and if they do, the participants may
be identified.

o Benefits:

The participant may not directly benefit from participation in this study; however, she will gain
some knowledge and peer support from using the program. Also, she may get some satisfaction
from knowing that the information she provides will assist health care providers in developing
and refining a culturally competent information and coaching/support program for Asian
American breast cancer survivors. Further, she may gain additional knowledge by using the
information provided as online links to additional resources related to breast cancer that will be
part of the project Web site.

o Compensation for time and effort:

At the completion of their participation, the participants will be compensated with $50 electronic
gift cards for their participation. The compensation will be prorated. The amount was determined
based on preliminary studies.

o Data Analysis: Data Management and Monitoring:

The data will be stored on research dedicated, secure folder, firewall protected servers maintained
by Emory University, IT office. Subsequently, the security and safety measures to protect the data
will just follow those of the Emory University, IT office. All documentation related to the study
will be stored in a locked cabinet file in a secured office that is only accessible to approved doctoral
fellows and faculty.

o Plans for analysis, statistical and/or otherwise:

Data analysis will be conducted at Emory University, School of Nursing. Data collected through
the Internet will remain confidential unless a participant appears at risk of harm. Only the
research team will have access to the study records, which will be directly saved in a computer
file format called ASCII. No individual identities will be used in any reports or publications that
will result from this study.
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Preliminary Analysis & Missing Data. Serial ID numbers will be assigned and attached to the
data. Descriptive statistics will be used to characterize all variables, and distributions of variables
will be examined for outliers and normality. Then, transformations will be applied as
appropriate. Internal consistency reliability estimates for multi-item scales of at least 0.7 will be
considered acceptable. We will use an intent-to-treat approach; participants will be analyzed in
their original randomized conditions regardless of the usages of the TICAA or follow-ups
missed. The mechanism underlying missing data will be evaluated and appropriate imputation
methodology will be implemented (e.g., missing at random and multiple imputation by chained
equations).84 All enrolled patients with at least one follow-up assessment will be included in
outcome modeling, and the linear mixed effects modeling will take advantage of all available
data. Baseline characteristics will be compared among patients with and without complete
follow-up. To assess potential biases, a comparison of withdrawal rates will be included. 84 If
the number of participants dropping out is small (10%) and the missing observations can be
considered random, then the primary hypotheses will be tested using the complete observed data.
If missing observations cannot be assumed to be random, more complex approaches (e.g., shared
parameter models85) will be considered.

Aim #1: Effects on Primary Qutcomes. Separate intent-to-treat general linear models86 will be
used to examine differences in continuous outcome measures by intervention group at each time
point, adjusting for baseline outcome and any variables that demonstrate imbalances in
preliminary analyses. Model assumptions will be assessed, and modifications will be
implemented as necessary to improve mode fit. Differences in continuous outcome measures
over time will be examined using an intent-to-treat linear mixed-model growth curve analysis
with SAS Proc Mixed.86 Mixed models will be used in which all available data collected during
follow-up is used.87,88 Separate mixed effects regression models will be generated for each
outcome measure. Both random slopes and intercepts will be modeled to represent the subject
level deviation from the average, or fixed-effect, slope over time and intercept, respectively.
Restricted maximum likelihood estimation will be used, and the most appropriate covariance
structure will be examined. The outcomes will be analyzed as repeated observations of the
dependent variables, with mean-centered baseline outcome scores serving as a covariate. Other
predictors will include intervention group, time from baseline to follow-up, the interaction of
group and time, and the interaction of baseline measures and time. Baseline outcome and group
will be analyzed as time-independent covariates. Other demographic or treatment time-
independent variables identified in preliminary analyses may be included as covariates. Main
effects and higher order interaction terms will be examined. The Akaike information criterion
will evaluate overall model fit and to select the best-fitting longitudinal change pattern.89

Aim #2: Mediation of Intervention effects. Sequential process random regression growth curve
modeling90 will be performed to explore the hypotheses that attitudes, self-efficacy, perceived
barriers, and social influences, separately, mediate the relationship between intervention group
and change over time in primary outcomes. Specifically, we will examine whether the women
who receive the TICAA show more favorable changes on the mediators at post-intervention and
the follow-up periods relative to pre-intervention than do those in the control group. Mediational
analyses will be performed to examine whether there is statistical support for the view that the
putative mediator variables actually mediate effects of the TICAA on participants’ needs for
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help, physical and psychological symptoms, and quality of life. Although various methods are
appropriate for evaluating mediation in this setting, random regression growth curve modeling90
was chosen as it prospectively and longitudinally tests the three criteria of mediation proposed by
Baron and Kenny. 91 Modeling will rely on incorporating time varying [mediator] as a predictor
of outcome in each sequential assessment. To test the mediation hypothesis, individual slope and
intercept parameters will be estimated for each participant based on intervention, mediator, and
outcome. The intercept parameters will be coded to represent the value of the linear growth
trajectory for each participant at baseline. The sequential process, or lagged approach, will allow
for stronger inference regarding causality. Model assumptions will be assessed, and
transformations will be applied as necessary. A series of four regressions will be used to test
each of the mediational chains according to the criteria specified by Baron and Kenny.91
Significant decreases in outcome will be assessed using the Sobel test. 92

Aim #3: Moderation of Intervention Effects. The moderating role of background and disease
factors will be generated for each outcome. Intention-to-treat mixed-modeling procedures86 as
described above will be used to test and estimate differences in outcome across intervention
groups and how moderators modify such differences. Accordingly, coefficient estimates for
these measures by time represent the extent to which mediators affect slopes of change for
outcome across time. Initial models will include all main effects and possible two- and three-way
interactions between moderator, intervention group, and time. With respect to random effects, in
addition to random intercepts, random slopes for time, moderator variables will be estimated to
account for within-individual variability. As before, each model will control for baseline
outcome values, which will be centered about the grand mean for all patients. Accordingly,
intercepts represent the mean baseline outcome score across patients, adjusting for all other
values included in the respective models.

o Training of study team

All research team members will complete CITI training before engaged in the study. Also, to
eliminate contamination across interventionists and minimize risk of differential treatment
delivery among different interventionists, the interventionists will be trained by the PI with the
intervention protocol developed through PSs. The interventionists’ first 5 messages through the
social media sites and the chat function will be monitored and evaluated by the research team,
and the team’s feedback will be incorporated into their subsequent coaching/support. Also, the
interventionists will learn methods of facilitating discussions without influencing participants
and helping women to set goals and solve problems. Two culturally-matched RAs will be trained
on the logistics for the participant recruitment, the online survey system, and the delivery of the
online questionnaires. Team meetings will be held monthly to address problems, reinforce
learning, and monitor progress. Retraining of the interventionists and RAs will be done every 18
months to prevent drift.

@ Plans for Monitoring the Study for Safety
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Since Data and Safety Monitoring Boards (DSMBs) are required only for phase III clinical trials
(NOT-OD-00-038.html), we do not include a DSMB for this intervention study. For the
proposed intervention study, we have the following data safety monitoring plan (DSMP). First,
to manage and protect the data collected, only summary data will be openly accessible to funding
agency or will appear in publications. Research participants will be informed that they are free to
decline to answer any questions they do not wish to answer or to stop participating in the project
at any time. When a participant withdraws from participation, the data that they have provided
will be immediately removed. Also, the data will have no identifying information to link a
subject to the data. The participants' records will be handled as confidentially as possible. Only
the research team will have access to the study records. Only a serial ID number assigned by the
researcher will be attached to the data, and the data will be stored in a locked file cabinet in a
research office. No identity information, including IP addresses, will be attached to any of the
individual or group data. Therefore, research participants will not be identifiable directly or
through the identifying information linked to subjects. No individual identities will be used in
any reports or publications that will result from this study. Additionally, as explained above, the
Web site will be developed and maintained such that it conforms to the HIPAA standards and
SANS/FBI recommendations. Finally, data in the servers will be daily monitored by Dr. Chee to
ensure its safety and security. All the participants will be asked (before participating in the study)
if they have a regular source of health care so that the researcher could refer them if there is an
adverse event identified during the data collection process. If the participants do not have a
regular source of health care, then the researcher will get on the web and find a clinic or health
care center near the participants’ locations that they can go to for emergency health care, if
needed. During the data collection process, online records of the TICAA implementation will be
monitored daily by a culturally matched RA under the supervision of Drs. Im, Mao, and
Schapira, and any potential and actual adverse health problems will be identified through the
monitoring process. In addition, the research team will meet regularly to monitor the research
process, monitor the online records, monitor participant adherence, and address any issues that
arise and consult as necessary with consultants.

o Confidentiality:

All e-mail/Internet communication between participants and the research team will be kept
confidential by saving e-mails on the study team secure server with restricted access only to
research team members. All e-mails received or sent by participants or the research team and
other identity information will not be shared with others, and they will be on a firewall-protected
computer to which only the research team can access. Also, at the completion of the study, the
saved e-mails will be permanently destroyed to ensure confidentiality. In addition, as described
earlier, e-mail addresses will be used only for reminders and participation compensation, and
will be kept separate from other participant data. Furthermore, their email addresses will be
accessed only by the research team, and the participants can communicate with other participants
only through the social media sites (no email address will be disclosed to other participants).
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As described above, the data that the participants will provide will not include any information
linked to their identities except email addresses, and only research staff will have access to the
data. E-mail addresses will be used only for the reminders and reimbursement. As explained
above, at the completion of the study, the saved e-mails will be permanently destroyed to ensure
confidentiality.

10.

I1.

12.

13.

References

National Cancer Institute. SEER Stat Fact Sheets: Breast.
http://seer.cancer.gov/statfacts/html/breast.html. Accessed December 31, 2013.
American Cancer Society. Cancer facts and figures, 2013.
http://www.cancer.org/research/cancerfactsfigures/cancerfactsfigures/cancer-facts-
figures-2013. Accessed December 31, 2013.

U.S. Department of Health and Human Services. Office of Minority Health. Cancer
data/statistics. http://minorityhealth.hhs.gov/templates/browse.aspx?lvl=3 &lvlid=4.
Accessed December 31, 2013.

Miller BA, Chu KC, Hankey BF, Ries LAG. Cancer incidence and mortality patterns
among specific Asian and Pacific Islander populations in the U.S. Cancer Causes Control
CCC. 2008;19(3):227-256. doi:10.1007/s10552-007-9088-3.

Deapen D, Liu L, Perkins C, Bernstein L, Ross RK. Rapidly rising breast cancer
incidence rates among Asian-American women. Int J Cancer J Int Cancer.
2002;99(5):747-750. doi:10.1002/ijc.10415.

Chlebowski RT, Chen Z, Anderson GL, et al. Ethnicity and breast cancer: factors
influencing differences in incidence and outcome. J Natl Cancer Inst. 2005;97(6):439-
448. doi:10.1093/jnci/dji064.

Chen MS Jr. Cancer health disparities among Asian Americans: what we do and what we
need to do. Cancer. 2005;104(12 Suppl):2895-2902. doi:10.1002/cncr.21501.
McCracken M, Olsen M, Chen MS, et al. Cancer Incidence, Mortality, and Associated
Risk Factors Among Asian Americans of Chinese, Filipino, Vietnamese, Korean, and
Japanese Ethnicities. CA Cancer J Clin. 2007;57(4):190-205.
doi:10.3322/canjclin.57.4.190.

Womenshealth.gov. Breast cancer: frequently asked questions.
http://www.womenshealth.gov/fag/breast-cancer.cfm. Accessed December 31, 2013.
Susan G. Komen Foundation. Facts for life. Racial & ethnic differences.

http://ww5 .komen.org/uploadedFiles/Content Binaries/806-373a.pdf. Accessed
December 31, 2013.

National Cancer Institute. Cancer Health Disparities.
http://www.cancer.gov/cancertopics/factsheet/disparities/cancer-health-disparities.
Accessed December 31, 2013.

Matsuno RK, Costantino JP, Ziegler RG, et al. Projecting individualized absolute
invasive breast cancer risk in Asian and Pacific Islander American women. J Nat/ Cancer
Inst. 2011;103(12):951-961. doi:10.1093/jnci/djr154.

Im E-O, Lee EO, Park YS. Korean women'’s breast cancer experience. West J Nurs Res.
2002;24(7):751-765; discussion 766-771.

Version date: 6/3/2020



14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

Chang, B. L., & Zhan, L. Chinese. In: Caring for Women Cross-Culturally. FA Davis
Company; 2003:92-107.

Kagawa-Singer M, Wellisch DK, Durvasula R. Impact of breast cancer on Asian
American and Anglo American women. Cult Med Psychiatry. 1997;21(4):449-480.
Ashing-Giwa KT, Kagawa-Singer M, Padilla GV, et al. The impact of cervical cancer and
dysplasia: a qualitative, multiethnic study. Psychooncology. 2004;13(10):709-728.
doi:10.1002/pon.785.

Yi JK, Swartz MD, Reyes-Gibby CC. English proficiency, symptoms, and quality of life
in Vietnamese- and Chinese-American breast cancer survivors. J Pain Symptom Manage.
2011;42(1):83-92. doi:10.1016/j.jpainsymman.2010.09.014.

Lim J, Y1 J. The effects of religiosity, spirituality, and social support on quality of life: a
comparison between Korean American and Korean breast and gynecologic cancer
survivors. Oncol Nurs Forum. 2009;36(6):699-708. doi:10.1188/09.0NF.699-708.
Eysenbach G. The impact of the Internet on cancer outcomes. CA Cancer J Clin.
2003;53(6):356-371.

CDC - Study: Cancer Survivors -- United States - Cancer Survivorship.
http://www.cdc.gov/cancer/survivorship/what cdc is_doing/research/survivors_article.ht
m. Accessed April 17, 2015.

Institute of Medicine. Challenges and Successes in Reducing Health Disparities.
Workshop Summary. http://www.nap.edu/catalog.php?record id=12154. Accessed
December 15, 2013.

Meneses K, Benz R. Quality of life in cancer survivorship: 20 years later. Semin Oncol
Nurs. 2010;26(1):36-46. doi:10.1016/j.soncn.2009.11.006.

Demark-Wahnefried W, Aziz NM, Rowland JH, Pinto BM. Riding the crest of the
teachable moment: promoting long-term health after the diagnosis of cancer. J Clin Oncol
Off J Am Soc Clin Oncol. 2005;23(24):5814-5830. doi:10.1200/JC0O.2005.01.230.

Pinto BM, Trunzo JJ. Health behaviors during and after a cancer diagnosis. Cancer.
2005;104(11 Suppl):2614-2623. doi:10.1002/cncr.21248.

Park J, Kim J-S. Effects of spinal health educational programs for elementary school
children. J Spec Pediatr Nurs JSPN. 2011;16(2):121-129. doi:10.1111/j.1744-
6155.2011.00278.x.

Doorenbos AZ, Lindhorst T, Schim SM, et al. Development of a Web-based educational
intervention to improve cross-cultural communication among hospice providers. J Soc
Work End--Life Palliat Care. 2010;6(3-4):236-255. doi:10.1080/15524256.2010.529022.
Sheeber LB, Seeley JR, Feil EG, et al. Development and pilot evaluation of an Internet-
facilitated cognitive-behavioral intervention for maternal depression. J Consult Clin
Psychol. 2012;80(5):739-749. doi:10.1037/a0028820.

Nosek M, Kennedy HP, Gudmundsdottir M. Distress During the Menopause Transition.
SAGE Open. 2012;2(3):2158244012455178. doi:10.1177/2158244012455178.

Im E-O, Meleis Al. Meanings of Menopause to Korean Immigrant Women. West J Nurs
Res. 2000;22(1):84-102. doi:10.1177/019394590002200107.

Im E-O, Lee BI, Chee W, Dormire S, Brown A. A National Multiethnic Online Forum
Study on Menopausal Symptom Experience. Nurs Res. 2010;59(1):26-33.
doi:10.1097/NNR.0b013e3181c3bd69.

Im E-O, Ko Y, Hwang H, Chee W. “Symptom-specific or holistic”: menopausal symptom
management. Health Care Women Int. 2012;33(6):575-592.

Version date: 6/3/2020



32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

doi:10.1080/07399332.2011.646371.

Lock M. Ambiguities of aging: Japanese experience and perceptions of menopause. Cult
Med Psychiatry. 1986;10(1):23-46.

Sengupta A. The emergence of the menopause in India. Climacteric J Int Menopause Soc.
2003;6(2):92-95.

Chen Y, Lin S-Q, Wei Y, Gao H-L, Wang S-H, Wu Z-L. Impact of menopause on quality
of life in community-based women in China. Menopause N Y N. 2008;15(1):144-149.
doi:10.1097/gme.0b013e318115150e.

Im EO, Meleis Al, Lee KA. Symptom experience during menopausal transition: low
income Korean immigrant women. Women Health. 1999;29(2):53-67.
doi:10.1300/J013v29n02_04.

Lieberman MA, Goldstein BA. Self-help on-line: an outcome evaluation of breast cancer
bulletin boards. J Health Psychol. 2005;10(6):855-862. doi:10.1177/1359105305057319.
Gustafson DH, Hawkins R, Pingree S, et al. Effect of computer support on younger
women with breast cancer. J Gen Intern Med. 2001;16(7):435-445.

Gustafson DH, Hawkins RP, Boberg EW, Bricker E, Pingree S, Chan CL. The use and
impact of a computer-based support system for people living with AIDS and HIV
infection. Proc Annu Symp Comput Appl Sic Med Care Symp Comput Appl Med Care.
1994:604-608.

Houston TK, Cooper LA, Ford DE. Internet support groups for depression: a 1-year
prospective cohort study. Am J Psychiatry. 2002;159(12):2062-2068.

Lieberman MA, Golant M, Giese-Davis J, et al. Electronic support groups for breast
carcinoma: a clinical trial of effectiveness. Cancer. 2003;97(4):920-925.
doi:10.1002/cncr.11145.

Martin SD, Youngren KB. Help on the net: internet support groups for people dealing
with cancer. Home Healthc Nurse. 2002;20(12):771-777.

Hgybye MT, Dalton SO, Deltour I, Bidstrup PE, Frederiksen K, Johansen C. Effect of
Internet peer-support groups on psychosocial adjustment to cancer: a randomised study.
BrJ Cancer. 2010;102(9):1348-1354. doi:10.1038/sj.bjc.6605646.

Wiljer D, Urowitz S, Barbera L, et al. A qualitative study of an internet-based support
group for women with sexual distress due to gynecologic cancer. J Cancer Educ Off J Am
Assoc Cancer Educ. 2011;26(3):451-458. do0i:10.1007/s13187-011-0215-1.

Pautler SE, Tan JK, Dugas GR, et al. Use of the internet for self-education by patients
with prostate cancer. Urology. 2001;57(2):230-233.

Seale C, Ziebland S, Charteris-Black J. Gender, cancer experience and internet use: a
comparative keyword analysis of interviews and online cancer support groups. Soc Sci
Med 1982.2006;62(10):2577-2590. doi:10.1016/j.socscimed.2005.11.016.

Ito K, Chung R, Kagawa-Singer M. Asian/Pacific American group. In: Women’s Health:
Dynamics of Diversity. Philadelphia, PA: Temple University Press; 1997:300-328.

U.S. Census Bureau. Asian/Pacific American Heritage Month: May 2011. 2011.
https://www.census.gov/newsroom/releases/archives/facts_for features special editions/
cb11-ff06.html.

U.S. Census Bureau. The Asian Population 2010. 2010 Census Brief. 2012.
http://www.census.gov/prod/cen2010/briefs/c2010br-11.pdf.

Miller BA, Chu KC, Hankey BF, Ries LAG. Cancer incidence and mortality patterns
among specific Asian and Pacific Islander populations in the U.S. Cancer Causes Control

Version date: 6/3/2020



50.

51.

52.

53.

54.

55.

56.

57.

38.

59.

60.

61.

62.

63.

64.

65.

66.

CCC. 2008;19(3):227-256. doi:10.1007/s10552-007-9088-3.

Rutten LJF, Squiers L, Hesse B. Cancer-related information seeking: hints from the 2003
Health Information National Trends Survey (HINTS). J Health Commun. 2006;11 Suppl
1:147-156. doi:10.1080/10810730600637574.

Portenoy RK, Thaler HT, Kornblith AB, et al. The Memorial Symptom Assessment Scale:
an instrument for the evaluation of symptom prevalence, characteristics and distress. Eur
J Cancer Oxf Engl 1990. 1994;30A(9):1326-1336.

Brady MJ, Cella DF, Mo F, et al. Reliability and validity of the Functional Assessment of
Cancer Therapy-Breast quality-of-life instrument. J Clin Oncol. 1997;15(3):974-986.
Armitage CJ. Can the theory of planned behavior predict the maintenance of physical
activity? Health Psychol Off J Div Health Psychol Am Psychol Assoc. 2005;24(3):235-
245. doi:10.1037/0278-6133.24.3.235.

Lorig K. Self-management in chronic illness. In: Key Aspects of Preventing and
Managing Chronic Illness. New York: Springer; 2001:35-42.

Merluzzi TV, Martinez Sanchez MA. Assessment of self-efficacy and coping with cancer:
development and validation of the cancer behavior inventory. Health Psychol.
1997;16(2):163-170.

Merluzzi TV, Nairn RC, Hegde K, Martinez Sanchez MA, Dunn L. Self-efficacy for
coping with cancer: revision of the Cancer Behavior Inventory (version 2.0).
Psychooncology. 2001;10(3):206-217.

Cornwell EY, Waite LJ. Social disconnectedness, perceived isolation, and health among
older adults. J Health Soc Behav. 2009;50(1):31-48.

Cornwell EY, Waite LJ. Measuring social isolation among older adults using multiple
indicators from the NSHAP study. J Gerontol B Psychol Sci Soc Sci. 2009;64 Suppl
1:138-146. doi:10.1093/geronb/gbp037.

Weinert C. Measuring social support: PRQ2000. In: Measurement of Nursing Outcomes:
Vol. 3. Self Care and Coping. New York: Springer; 2003:161-172.

Gustafson DH, Hawkins R, Pingree S, et al. Effect of computer support on younger
women with breast cancer. J Gen Intern Med. 2001;16(7):435-445.

Im E-O, Chee W, Tsai H-M, Lin L-C, Cheng C-Y. Internet cancer support groups: a
feminist analysis. Cancer Nurs. 2005;28(1):1-7.

Lieberman MA, Golant M, Giese-Davis J, et al. Electronic support groups for breast
carcinoma: a clinical trial of effectiveness. Cancer. 2003;97(4):920-925.
doi:10.1002/cncr.11145.

Altshuler AL, Gerns Storey HL, Prager SW. Exploring abortion attitudes of US
adolescents and young adults using social media. Contraception. 2015;91(3):226-233.
doi:10.1016/j.contraception.2014.11.009.

Gilliss CL, Lee KA, Gutierrez Y, et al. Recruitment and retention of healthy minority
women into community-based longitudinal research. J Womens Health Gend Based Med.
2001;10(1):77-85. doi:10.1089/152460901750067142.

Norman GR, Sloan JA, Wyrwich KW. Interpretation of changes in health-related quality
of life: the remarkable universality of half a standard deviation. Med Care.
2003;41(5):582-592. doi:10.1097/01.MLR.0000062554.74615.4C.

Neve MJ, Collins CE, Morgan PJ. Dropout, nonusage attrition, and pretreatment
predictors of nonusage attrition in a commercial Web-based weight loss program. J Med
Internet Res. 2010;12(4):€69. doi:10.2196/jmir.1640.

Version date: 6/3/2020



67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

&4.

85.

86.

Wanner M, Martin-Diener E, Braun-Fahrlander C, Bauer G, Martin BW. Effectiveness of
active-online, an individually tailored physical activity intervention, in a real-life setting:
randomized controlled trial. J Med Internet Res. 2009;11(3):e23. doi:10.2196/jmir.1179.
Huang S-J, Hung W-C, Chang M, Chang J. The effect of an internet-based, stage-
matched message intervention on young Taiwanese women’s physical activity. J Health
Commun. 2009;14(3):210-227. doi:10.1080/10810730902805788.

Bartholomew LK, Parcel GS, Kok G, Gottlieb NH. Planning Health Promotion
Programs: An Intervention Mapping Approach. John Wiley & Sons; 2011.

Bandura A. Self-efficacy: toward a unifying theory of behavioral change. Psychol Rev.
1977;84(2):191-215.

Bandura A. Self-efficacy mechanism in human agency. A4m Psychol. 1982;37(2):122-147.
doi:10.1037/0003-066X.37.2.122.

Bandura A. Self-Efficacy the Exercise of Control. Princeton, N.J.: Recording for the Blind
& Dyslexic; 2007.

The AHRQ. Patient Self-Management Support Programs: An Evaluation.
http://www.ahrq.gov/research/findings/final-reports/ptmgmt/index.html. Accessed August
28, 2013.

Danaher BG, McKay HG, Seeley JR. The Information Architecture of Behavior Change
Websites. J Med Internet Res. 2005;7(2):e12. doi:10.2196/jmir.7.2.e12.

Fowler M. GUI Architectures. August 2010.
http://www.martinfowler.com/eaaDev/uiArchs.html. Accessed May 20, 2014.

Spector S. New to Xen Guide. August 2010.
http://www.xen.org/files/Marketing/NewtoXenGuide.pdf. Accessed May 20, 2014.
Hsiung RC. The Best of Both Worlds: An Online Self-Help Group Hosted by a Mental
Health Professional. Cyberpsychol Behav. 2000;3(6):935-950.
doi:10.1089/109493100452200.

Mann C, Stewart F. Internet Communication and Qualitative Research: A Handbook for
Researching Online. SAGE; 2000.

Brislin R, Lonner W, Thorndike R. Cross-Cultural Research Methods. New York, NY,
USA: John Wiley & Sons; 1973.

Brislin R. Back-translation for cross-cultural research. J Cross-Cult Psychol.
1970;1(3):185-216.

Agisdéttir S, Gerstein LH, Cinarbas DC. Methodological Issues in Cross-Cultural
Counseling Research Equivalence, Bias, and Translations. Couns Psychol.
2008;36(2):188-219. doi:10.1177/0011000007305384.

Im E-O, Page R, Lin L-C, Tsai H-M, Cheng C-Y. Rigor in cross-cultural nursing research.
Int J Nurs Stud. 2004;41(8):891-899. doi:10.1016/j.ijnurstu.2004.04.003.

Treatment Fidelity in Behavior Change Research: A Case Examp... : Nursing Research.
LWW.
http://journals.lww.com/nursingresearchonline/Fulltext/2005/03000/Treatment_Fidelity i
n Behavior Change Research A.10.aspx. Accessed December 9, 2014.

Acock AC. Working With Missing Values. J Marriage Fam. 2005;67(4):1012-1028.
doi:10.1111/5.1741-3737.2005.00191 .x.

Ibrahim JG, Molenberghs G. Missing data methods in longitudinal studies: a review. Test
Madr Spain. 2009;18(1):1-43. doi:10.1007/s11749-009-0138-x.

Littell, R. C., Milliken, G. A., Stroup, W. W., Wolfinger, R. D. SAS System for Mixed

Version date: 6/3/2020



87.

88.

9.

90.

91.

92.

Models. Cary, NC: SAS Institute; 1996.

Laird NM, Ware JH. Random-effects models for longitudinal data. Biometrics.
1982;38(4):963-974.

Raudenbush, S. W., Bryk, A.S. Hierarchical Linear Models: Applications and Data
Analysis Methods. 2nd ed. Thousand Oaks, CA: Sage; 2002.

Akaike H. A new look at statistical model identification. leee Trans Autom Control.
1974;19:716-723.

Wan TTH. Evidence-Based Health Care Management: Multivariate Modeling
Approaches. Springer Science & Business Media; 2012.

Baron RM, Kenny DA. The moderator-mediator variable distinction in social
psychological research: Conceptual, strategic, and statistical considerations. J Pers Soc
Psychol. 1986;51(6):1173-1182. doi:10.1037/0022-3514.51.6.1173.

Sobel, Michael E. Some New Results on Indirect Effects and Their Standard Errors in
Covariance Structure. Sociol Methodol. 1986;16:159-186.

Version date: 6/3/2020



