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ABSTR ACT
INTRODUCTION: A diagnosis of breast cancer regardless of the stage can be stressful, impact multiple spheres of life, and disrupt physical status, 
emotional and spiritual well-being, and personal relationships for the patient and family. In order to adapt, the patient ought to employ certain coping 
mechanisms. Individuals with terminal illness who utilize coping strategies have better quality of life compared to those who do not.
PATIENTS AND METHODS: This study aimed to determine the strategies used by females with breast cancer to cope with such stress by using Brief 
COPE scale and the hospital anxiety and depression scale. The study included 56 female patients diagnosed with operable breast cancer at Mansoura Oncol-
ogy Center before surgery.
RESULTS: Large proportion of patients used acceptance, religion, and emotional support in coping with the stress of having breast cancer. Patients with 
depressive symptoms scored significantly higher venting while those with anxiety scored higher positive reframing, planning, and venting.
CONCLUSION: Efforts should be made to encourage women with breast cancer to use coping strategies that have been found to be helpful (eg, accep-
tance, emotional support, distraction, and active coping strategies).
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Introduction
Breast cancer is the most common cancer among women in 
developed western countries and is becoming more signifi-
cant in many developing countries. In Egypt, breast cancer is 
the most common cancer among women, representing 18.9% 
of total cancer cases with an age adjusted rate of 49.6 per  
100 000 population.1

A diagnosis of breast cancer is a great shock. Women 
report that they fear breast cancer more than heart disease, 
even though they have a better chance of surviving breast can-
cer, and later dying of stroke or heart failure. Breast cancer has 
been known since the early Egyptians, and fear of this disease 
as well as the treatments for it, seem to be inherent in women all 
across the world.2 In order to adapt/cope, the patient ought to 
employ certain coping mechanisms.  Individuals with  terminal 

illness who utilize coping strategies have better quality  
of life compared to those who do not.3

In Egypt, like many other developing countries, women 
diagnosed with cancer may experience unique stresses related 
to loss of fertility, changes in various social roles, body images, 
sexual concerns, and altered relationships with significant 
others.4,5

Ever since popularization of the notion that women 
with a “fighting spirit” had better breast cancer survival than 
women who were compliant, there has been a good deal of 
research interest in the role that different ways of coping with 
illness may play in breast cancer prognosis. The “fighting 
spirit,” along with denial, were two psychological responses 
first identified by British researchers from clinical inter-
views conducted among 69 early stage breast cancer patients 
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who subsequently experienced better five-year survival than 
women whose responses were characterized as “stoic accep-
tance” or “helplessness/hopelessness”.6

Coping is the major determinant in the process from 
stressful events to adaptational outcomes such as psycho-
logical symptoms and somatic illness.7 Coping has two main 
functions: dealing with the problem that is causing the dis-
tress (problem-focused coping) and regulating stressful emo-
tions (emotion-focused coping).8,9

Early identification of patients who are coping poorly is 
important for compliance with treatment and control of dis-
tress. It is equally important to recognize and diagnose com-
mon psychiatric disorders, primarily anxiety and depression, 
which can occur and can affect the coping style. Referral for 
counseling to a mental health professional familiar with the 
care of patients with cancer may be indicated.10

According to Johnson’s stress-coping model, coping strat-
egies are efforts directed toward managing or dealing with a 
stressor.11,12 Depending upon how effectively individuals cope 
with their stressors, they may experience either desired emo-
tional states of acceptance, peace, and equanimity, or unde-
sired emotional consequences such as depression, anxiety, and 
anger.13 Many psycho-educational programs have been effective 
in improving cancer patients’ coping strategies and outcomes 
of coping, such as moods.14 Coping does not imply success15 
but efforts to resolve a stressful situation. Several factors influ-
ence the stress-coping response. Some factors are related to the 
stressor such as, intensity, scope, duration, number, and nature of 
concurrent stressors and predictability. Those related to the indi-
vidual experiencing the stressor include level of personal control, 
feeling of competence, availability of social support, information 
and guidance, and access to resources (equipment and supplies). 
Others are age at the time of stress and cognitive appraisal.15,16

Although anxiety and depressive disorders are com-
mon in breast cancer and worsen the disease course, coping 
style, and treatment outcomes, these psychiatric disorders 
are ignored and left untreated. Understanding these com-
mon psychiatric disorders and associated psychosocial factors  
can help to plan for treatment and may result in more treat-
ment success.13

This study aimed to determine the different coping strat-
egies employed by female patients diagnosed as having breast 
cancer and to estimate the presence of anxiety and depression 
among them.

Patients and Methods
This was a cross-sectional study conducted at Surgical  Oncology 
Unit in Oncology Center—Mansoura University from August 
2011 to August 2013. Ethical approval was granted by the Man-
soura Medical Research Ethics Committee. Fifty-six patients 
diagnosed with breast cancer were recruited for the study before 
entering surgery. After explaining the purpose and nature of 
the research, written informed consent was taken from the 
patient to join the study. Patients who have any  disorder that 

clearly interfere with cognition, such as central nervous system 
lesions and hepatic or renal dysfunction were excluded.

All patients in this study were assessed on their socio-
demographic profiles and clinical history, the following scaled 
were applied:

a. Brief COPE scale14 is a validated short form of the COPE 
inventory15 for measurement of coping in health related 
research. The Brief COPE consists of 14 scales of two items 
each. Both cognitive and behavioral strategies of coping are 
included and is rated by the four-point Likert scale, ranging 
from “I haven’t been doing this at all” (score one) to “I have 
been doing this a lot” (score four). In this study, there were 
no cut-off point scores for coping strategies.

In total, 14 dimensions are covered by this scale. 
These are self distraction, active coping, denial, sub-
stance use, use of emotional support, use of instrumen-
tal support, behavioral disengagement, venting, positive 
reframing, planning, humor, acceptance, religion, and 
self-blame. Every dimension has two items. The coping 
dimensions also can be divided into two major categories: 
problem-focused strategies (ie active coping, planning, 
and using instrumental support) and emotion-focused 
strategies (ie  positive reframing, acceptance, religion, 
using emotional support, and denial). The scale was trans-
lated into Arabic, back-translated into English, and then 
retranslated into Arabic. The reliability during a short 
retest interval (several days) was reported to be 0.85.

b. Hospital anxiety and depression scale (HADS)16 was 
used to report anxiety and depressive symptoms. The 
instrument was designed for medically ill patients and 
does not include physical symptoms. It has been vali-
dated in patients with cancer.17

The HADS contains seven items that assess anxiety 
and seven items that assess depression. HADS-A or HADS-D  
score of 8 was defined as a case, score from 8 to 10 is 
mild, from 11 to 14 is of moderate intensity, and above  
14 denotes severe. Arabic translated form was used.18

Results
Table 1 shows socio-demographic variables for cancer breast 
patients highlighting that the mean age was 52 ± 13.3 years and 
about half of them were illiterate, most of them were house-
wives and married with significant statistical difference. Most 
of them were of majority of them were of grade II and III and 
their lymph node status was between N1 and N2, only seven of 
them had metastasis.

Table 2 describes the different pattern of the coping 
strategies used by patients indicating that the most com-
monly used were religion (mean 4.55 ± 1.6), acceptance (mean 
4.14 ± 1.3), and emotional support (mean 4.04 ± 1.4) followed 
by self distraction (mean 3.62 ± 1.3). The lowest scores were on 
substance use (2.14 ±  0.4), behavioral disengagement (mean 
2.4 ± 0.8), and self-blame (mean 2.5 ± 1). 
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Table 3 describes the results of HADS, it shows that about 
70% of patients were suffering from depression of mild to mod-
erate severity, none had severe depression.  Regarding anxiety, 
more than half of the cases were anxious (73%) with mild to 
moderate severity, about 2% of them had severe anxiety.

Table 4 demonstrates that depression was significantly 
only positively correlated with venting (r  =  0.307*) while 
anxiety was significantly positively correlated with positive 
reframing (r  =  0.298*), planning (r  =  0.277*), and venting 
(r = 0.301*).

Table 5 describes the correlation between the results of 
Brief COPE scale with different clinical and  pathological 

 variables as grading, tumor size, LN status, presence of posi-
tive estrogen, progesterone receptors or HER2, or for metas-
tasis or recurrence, where only metastasis was found to be 
positively correlated with venting (r  =  0.284*) and highly 
positively correlated with denial (r = 0.357**).

Discussion
A diagnosis of breast cancer can be considered as a more severe 
stressor than most of the stressful events faced by people.19 Our 
study analyzed the coping strategies used by a group of female 
patients who received a diagnosis of breast cancer before doing 
surgery. Many of our participants were old, married, illiterates 
and house wives, this could give an idea that most of attendants 
patients to the Oncology Center are of low social class.

In this study, the higher percentage of breast cancer 
patients was using religion coping strategy. Religion is seen 
as one of the emotion-focused coping strategies involving 
purely cognitive activities that do not directly alter the actual 
relationship with the environment but do alter the way this 
relationship is cognized.20,21 Subjects believed that God had 
chosen this path for them and now they had no choice except 
to walk that path, women discussed how their faith in God 
helped alleviate fears about future uncertainties, disease, and 

Table 1. socio-demographic data and clinical variables.

MEAN ± SD SIGNIFICANCE

Age 52 ± 13.3 t = 29.402 p = .000**

Education

x2 = 25.321 p = .000**

illiterate 28

Primary 12

Preparatory 7

secondary 10

College 2

Occupation

x2 = 70.107 p = .000**
housewives 48

student 1

Professional 7

Marital status

x2 = 46.00 p = .000**

never married 3

Married 35

Widow 13

divorced 5

Grade

x2 = 29.18 p = .000**
i 5

ii 37

iii 14

T

x2 = 6.43 p = .001**

t1 6

t2 25

t3 17 

t4 8

Metastasis

x2 = 31.5 p = .000**+ve 7

-ve 49

LN status

x2 = 9.86 p = .020*

n0 7

n1 22

n2 17

n3 10

Abbreviations: t, tumor size; ln, lymph node status.

Table 2. Brief COPe scale among breast cancer patients.

MEAN ± SD T

acceptance 4.14 ± 1.3 24.67

self distraction 3.62 ± 1.3 20.207

emotional support 4.04 ± 1.4 21.559

instrumental support 3.05 ± 1.1 20.135

Positive reframing 2.98 ± 1.9 21.925

Behavioral disengagement 2.4 ± .8 23.999

Planning 2.96 ± 1.1 19.960

substance use 2.14 ± .4 45.415

Venting 2.69 ± 1.2 17.184

humor 2.91 ± 1.3 16.613

religion 4.55 ± 1.6 20.784

self blame 2.5 ±  1 18.042

active coping 3.3 ± 1.8 13.986

denial 2.59 ± 1.2 16.111
 

Table 3. hospital anxiety and depression scale results.

DEPRESSION ANXIETY

NO % NO %

no 8 16 28.6% 26 46.4%

Mild 8–10 23 41% 15 26.8%

Moderate 11–14 17 30.4% 14 25%

severe 15–21 0 0% 1 1.8%
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death, by “leaving it in God’s hands.” The finding was consis-
tent with prior studies of cancer patients.22,23

A study done by Taleghani et al showed that the majority 
of strategies used by Iranian women to cope with breast cancer 
were being positive on religious faith.24 Doumit et al stated in 
their study that Lebanese women regardless of their religious 
background, considered cancer to be something from God.25 
This made the women accept their disease because when some-
thing is from God, you cannot change, only accept it. The 
high level of the use of religion coping strategy can explain 
the lower severity of depression in this group of patients as 

it was from mild to moderate severity against what could be 
expected as a reaction to have cancer.

Regarding acceptance, it was the second most common 
coping strategies among those patients. Acceptance means 
compliance with the reality of a stressful situation, learning 
to live with it, accepting its implications and its irreversible 
course. This suggests that Egyptian women with breast cancer 
tend not to blame themselves for the disease nor think that it is 
their sole responsibility to address the problem. The planning 
that is necessary to get through the cancer experience, and 
adaptation to life after cancer may have enhanced this form of 
coping. Similarly, the powerlessness and lack of control that 
the cancer experience often engenders may also have promoted 
a stronger sense of acceptance as a coping strategy. Again this 
replicates the study of Carver et al, who found acceptance to 
be one of the most often used coping strategies along with 
positive reframing and the use of religion.14

Our group of patients also used emotional support and 
self distraction, women with higher levels of emotional  support 
were slightly less likely to want to avoid knowing about a can-
cer diagnosis and were much less likely to agree that cancer 
treatments were worse than the disease itself. Self distraction 
reflects the tendency to engage in other activities that distract 
the individual from thinking about or taking action to handle 
the stressor. Common distracting activities include daydream-
ing, watching television, or sleeping.

From the results it was evident that more than half of 
the cases had mild to moderate depression that was correlated 
with venting coping strategy. As venting is one of the emo-
tional coping strategy with a tendency to focus on whatever 
distress one is experiencing and to vent those feelings, focusing 
on these emotions (particularly for long periods) can impede 

Table 4. Correlation between brief COPe and depression and anxiety.

BRIEF COPE DEPRESSION ANXIETY

acceptance -.255 -.193

self distraction -.007 -.207

emotional support .028 .196

instrumental dupport -.097 .119

Positive reframing .087 .298*

Behavioral disengagement .029 .222

Planning .228 .277*

substance use .006 -.071

Venting .307* .301*

humor .207 .070

religion .106 .198

self blame .055 .203

active coping .057 .107

denial -.066 .104

Note: *Significant at P  0.05.

Table 5. Correlation between brief COPe and different clinical and pathological variables.

METASTASIS RECURRENCE TUMOR GRADE PR ER HER2 L.N STATUS T

acceptance .043 -.015 .121 -.141 -.177 -.023 -.206 .019

self distraction .025 -.063 -.015 .162 .158 -.221 .120 .188

emotional support -.263 -.003 .016 -.024 .032 .078 .180 .209

instrumental support -.066 -.006 -.042 .061 .052 -.001 .209 .083

Positive reframing .167 .136 -.058 .138 .249 .171 .083 .214

Behavioral disengagement .215 -.102 .048 -.099 -.033 -.008 .214 .176

Planning .012 .127 -.107 .022 .076 .024 .176 -.001

substance use .092 -.065 .247 -.192 -.049 -.073 -.001 -.060

Venting .284* .035 .047 -.054 .025 .261 -.060 .181

humor -.016 .113 .044 .173 .186 -.191 .181 -.025

religion .204 .120 .078 .268 .319 -.185 -.025 .178

self blame -.033 -.067 .072 -.099 -.099 .194 .178 .000

active coping -.158 .054 -.068 -.094 -.094 .236 .000 .210

denial .357** -.067 .045 .087 .121 .157 .210 -.102

Notes: *Significant at P  0.05; **Highly significant if P  0.01.
Abbreviations: t, tumor size; er, estrogen receptors; Pr, progesterone receptors; her2, human epidermal growth factor receptor 2.
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adjustment.26 The phenomenological salience of  distress may 
exacerbate the distress causing depression.

Individuals who utilize planful problem solving as a 
coping strategy focus their efforts on planning and positive 
reframing taking direct action to solve a problem that is related 
to better adjustment to cancer. Participants in this study who 
were anxious frequently used planful problem solving to cope 
with breast cancer. Venting in its mild form could be an effec-
tive way to promote psychosocial well-being. The advantage of 
venting was not only a means to release unpleasant feelings, but 
also a means to get an effective response from others. This find-
ing suggests that health professionals should patiently listen to 
patients with cancer and provide opportunities for expression 
of negative feelings and complaints.27

Denial, which is a form of avoiding all thoughts about 
the possible devastating effects of cancer, was used as a coping 
strategy by a group of patients. It could be seen beneficial as it 
may not eliminate negative mood states but may help a woman 
with breast cancer distance herself from negative thoughts and 
feelings, thereby fostering feelings of hope for a positive health 
outcome. On correlation between coping strategies with differ-
ent clinical variables, denial was highly significantly correlated 
with metastasis. This positive correlation could suggest that this 
coping strategy may play a role in delaying medical help, hence, 
deteriorating the condition of the patient leading to metastasis. 
Also, venting was significantly correlated with metastasis mostly 
in those who are depressed. This can be explained that nowa-
days it is well known that depression causes some physiological 
changes through the persistent  activation of the hypothalamic–
pituitary–adrenal axis  leading to cancer progression. This per-
sistent activation probably impairs the immune response and 
contributes to the development and progression of some types 
of cancer. This gives evidence that various cellular and molecu-
lar immunological factors are compromised in depression and 
discuss the clinical implications of these factors in the initiation 
and progression of cancer. Also, some studies found that, there is 
decreased cytotoxic T-cell and natural-killer-cell activities that 
affect processes such as immune surveillance of tumors, and 
events that modulate development and accumulation of somatic 
mutations and genomic instability leading to metastasis.28

Limitations
•  Small sample size was recruited for the study, thus gener-

alization of the results is difficult.

Conclusions
•  A diagnosis of breast cancer causes stress to the patient. 

Coping strategies employed could either be problem-
focused or emotion-focused. Predominant coping strate-
gies used were: (a) religion; (b) acceptance; (c) emotional 
support; and (d) self distraction. The strategy employed 
influences adaptation to the diagnosis.

•  We should encourage women having breast cancer 
to use coping strategies that was found to be helpful  

(eg,  acceptance, emotional support, distraction, and 
active coping strategies). Together with early identifica-
tion of coping strategies that could delay seeking medical 
and surgical help as denial and venting.

•  Early diagnosis and management of any psychiatric 
disturbance specially depression would promote better 
coping in those group of patients and help in improving 
immunological processes involved against progression  
of cancer.

•  More in-depth studies are needed to study the relation 
between presence of depression and anxiety in breast 
cancer patients and changes at receptors, different patho-
logical variables together with progression of cancer.

•  Application of molecular tools to study coping with the 
stress of having breast cancer for obtaining a quantita-
tive measure of the effect of different coping strategies on 
immunological processes and mammary cells.
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