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Abstract
Objective. The aim of the is to determine the occurrence, severity, and correlates of distress in patients undergoing 
oncological treatment during the SARS-CoV-2 pandemic, focusing on the relationships with demographic factors, such as 
gender, age, residence, and treatment types. The relationships between distress and strategies for coping with cancer are 
also examined.   
Materials and Method. A diagnostic survey method was utilised which incorporated such tools as the Distress Thermometer 
and the Mini-MAC Scale. The survey assessed stress severity and coping strategies among 104 oncological patients treated 
for colorectal cancer at the Oncology Centre of the Lublin Region, eastern Poland, during the last year of the pandemic.   
Results. The average stress score was 6.96 [95% Confidence interval (CI) (6.60, 7.32)] with a standard deviation of 1,86. 
Women and younger patients exhibited higher anxiety and destructive coping styles. Analysis also revealed that cancer 
patients residing in rural areas reported higher levels of distress and more frequent use of destructive coping mechanisms, 
compared to their urban counterparts. Positive re-evaluation as a coping strategy increased with age. The study found that 
a history of cancer was associated with higher levels of distress and a greater use of destructive coping styles, regardless 
of the cancer stage or type of treatment.   
Conclusions. Coping strategies in cancer patients are significantly associated with demographic factors, including gender, 
age, and place of residence. Distress levels in cancer patients are positively correlated with non-constructive coping 
strategies, such as anxious preoccupation and helplessness-hopelessness. High levels of distress underscore the need for 
routine distress screening and comprehensive psychosocial support.
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INTRODUCTION

Stress is a critical element of human psychological functioning, 
influencing physical, mental, social, and spiritual well-being. 
Today, research continues to explore the complex mechanisms 
of stress, particularly in patients with such chronic diseases 
as cancer. Studies on stress mechanisms have evolved 
significantly, moving from the focus on biological stress 
responses, such as the activation of the autonomic nervous 
system leading to physiological effects, such as ltachycardia 
and elevated blood pressure, to a broader understanding 

that includes the psychological and social dimensions of 
stress [1]. Modern theories highlight the interplay between 
external stressors and internal coping mechanisms, with 
particular emphasis on the biopsychosocial impact on health 
outcomes [2].

Cancer remains a significant source of psychological 
distress, with patients facing emotional, physical, and social 
challenges. Psychological distress in cancer patients can 
fluctuate throughout the trajectory of the disease, influenced by 
invasive treatments, fear of recurrence, and social isolation [3]. 
Studies have consistently linked poor management of distress 
with worse health outcomes and increased mortality, making 
effective psychosocial support essential [4]. The demographic 
determinants of distress among cancer patients have also been 
the subject of research, indicating that factors such as gender, 
age, and place of residence play a role in its intensity [5].
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Recent studies have demonstrated that the COVID-19 
pandemic has exacerbated psychological distress in cancer 
patients. Restricted access to medical services, increased 
social isolation, and heightened fears related to health have 
intensified anxiety and depression in this population [6]. 
During the pandemic, distress levels were closely associated 
with maladaptive coping strategies, such as anxious 
preoccupation, while adaptive strategies, e.g. positive 
reappraisal, may not always provide significant relief [7].

This study expands on the existing literature by examining 
the relationships between distress levels and coping strategies 
within the specific context of the COVID-19 pandemic. It 
offers new insights into how various demographic factors 
and challenges related to the pandemic correlate with 
the choice of coping mechanisms among cancer patients. 
Through a detailed analysis of demographic, clinical, and 
psychological variables, the aim of the study is to provide 
a comprehensive understanding of the factors associated 
with distress and coping strategies in this patient group. The 
findings are expected to contribute to the development of 
more tailored therapeutic interventions, addressing existing 
gaps in knowledge regarding the association between patient 
demographics and their psychological well-being during the 
pandemic.

MATERIALS AND METHOD

Study design and participants. A cross-sectional study was 
conducted at the Lublin Region Oncology Centre between 
30 July – 9 November 2022, involving 104 cancer patients 
suffering from colorectal cancer. The survey questionnaires 
were distributed during patients’ follow-up visits to the 
hospital’s oncology outpatient clinic. Respondents were given 
the option to choose where to complete the questionnaires; 
if completed at home, the patients returned the completed 
questionnaires during their next visit. At each stage of the 
survey, they had the opportunity to ask questions, and to 
withdraw if they wished. In the study assumptions, it was 
determined that the minimum representative number of 
respondents would be 100. This decision was motivated 
by a reasonable compromise between the precision of the 
results and practical constraints (such as time, cost, and 
respondent availability), as well as by evidence suggesting 
that samples of this size typically provide sufficient statistical 
power, enable the use of classical statistical tests, and allow 
for basic subgroup analyses. This number was also considered 
realistic for achievement, based on retrospective reports from 
the National Cancer Registry prior to the study period [8].

Inclusion criteria. Participants were required to be over 18 
years of age, have a confirmed diagnosis of colorectal cancer, 
and provide informed consent for participation in the study. 
Additionally, they had to be currently undergoing cancer 
diagnostics or treatment at a participating reference centre. 
Eligible treatment methods included surgical procedures, 
systemic therapies, radiotherapy, or combined treatment 
protocols.

Exclusion criteria. Exclusion criteria included: individuals 
under 18 years of age, without a diagnosis of colorectal cancer, 
did not provide consent to participate, with co-existing 
psychiatric disorders or neurodegenerative conditions, and 

those receiving palliative care. These medical conditions 
affect the perception, interpretation, and reporting of 
emotions (including stress and distress) which may distort 
findings based on subjective self-report measures. Moreover, 
they often co-exist with other health conditions, the use 
of psychotropic medications, or neurological cognitive 
impairments, all of which are difficult to control and may 
confound the relationships between variables. The absence 
of these disorders was assessed based on the patient’s 
declaration.

All procedures were carried out in accordance with relevant 
guidelines and regulations. The study protocol was approved 
by the independent Bioethics Committee of the Medical 
University of Lublin (Reference No. KE – 0254/97/2021), 
and informed consent was obtained from all participants.

Instruments. A diagnostic survey method was employed, 
utilizing the Distress Thermometer (DT), the Mini-MAC 
Scale, and a socio-demographic data sheet to assess the 
study variables. The Distress Thermometer is a widely used, 
standardized screening tool designed to quickly assess 
psychological distress in cancer patients and survivors. 
Originally developed by the National Comprehensive Cancer 
Network (NCCN) in the United States, the DT is a single-
item self-report measure that asks patients to rate their level 
of distress over the past week on a scale from 0 (no distress) 
to 10 (extreme distress). This tool is recommended by several 
professional organizations, including the Polish Psycho-
Oncological Society, for evaluating the severity of distress 
in clinical and research settings [9].

A DT score of 5 or more is generally considered a threshold 
indicating significant distress, and suggests the need for 
further psychological evaluation or intervention. This cut-
off is based on research demonstrating that a score of 5 or 
above effectively identifies patients who are likely to benefit 
from additional psychosocial support, such as counseling, 
psychiatric assessment, or referral to a support group [10].

The Mini-MAC questionnaire, translated and adapted into 
Polish by Z. Juczyński, is a shortened version of the Mental 
Adjustment to Cancer Scale (MAC) originally developed 
by Watson et  al. [11]. This instrument includes 29 items 
designed to evaluate 4 different psychological responses to 
dealing with cancer:
1. Anxiety – identifies the level of fear and apprehension the 

patient experiences, viewing cancer as an uncontrollable 
threat that leads to significant emotional distress.

2. Fighting Spirit – reflects a pro-active and determined 
approach, in which the patient perceives the disease as a 
challenge to be overcome, fostering active engagement in 
treatment and recovery.

3. Helplessness-Hopelessness – indicates a sense of defeat 
and surrender, characterized by feelings of despair and 
inability to cope with the illness.

4. Positive Re-evaluation – refers to the patient finding 
meaning and personal growth through the experience of 
illness, often resulting in a sense of fulfillment regarding 
past life achievements [12].

The coping styles measured by the Mini-MAC are 
grouped into two broad categories: constructive (which 
includes ‘fighting spirit’ and ‘positive reevaluation’) and 
destructive (which encompasses ‘anxiety’ and ‘helplessness-
hopelessness’) 12].
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Statistical analysis. For statistical analysis, SPSS Statistics 
software version 25 was used, with a significance level set 
at α < 0.05.

The statistical description of the obtained results included 
the mean, standard deviation, median, mean rank, skewness 
and kurtosis coefficients, as well as percentage distributions 
and frequencies. To make statistical inferences about the levels 
of coping strategies and distress, 95% confidence intervals for 
the mean and proportions were applied. Statistical inferences 
regarding differences between the obtained distribution of 
a quantitative variable and the normal distribution were 
conducted using the Kolmogorov-Smirnov tests. The Kruskal-
Wallis H tests were used to assess the relationships between 
coping strategies and socio-demographic and medical 
factors. To examine the relationship between distress and 
individual strategies for coping with cancer, the Spearman 
correlation test was used. Regression analysis was employed 
to analyze the relationship between the intensity of distress 
and strategies for coping with cancer. The obtained results 
are presented graphically in bar charts and pie charts.

RESULTS

Characteristics of the study group. The gender distribution 
was relatively balanced, with a slight majority of female 
participants (57.69%) compared to male participants (42.31%). 
Most respondents lived in urban areas (56.73%). The age 
distribution varied, with 26.92% of patients aged 41–55, as 
many at 25–40 years old, 26.92% over 55, and 19.23% under 
25. Educational levels also varied: college graduates – 44.23%, 
with a high school diploma – 20.19%, vocational education 
and primary education – 13.46%.

Half of the respondents were diagnosed during the 
pandemic. In terms of treatment, one-quarter of the 
respondents were treated with chemotherapy, one-fifth 
were still undergoing diagnostics, 16.35% were participating 
in combined therapy, and one-fifth were treated with 
radiotherapy or treated surgically. More than one-fifth of 
respondents had experienced cancer in their medical history.

These demographic characteristics provided a 
comprehensive basis for analyzing the impact of stress and 
coping mechanisms across different population segments.

Results of own research. The average stress score was 6.96 
[95% CI (6.60, 7.32)] with a standard deviation of 1.86. Half of 
the respondents obtained scores no higher than 7, while the 
other half obtained scores at least equal to this value (Fig. 1).

A substantial majority of respondents reported experiencing 
problems with sleep, fatigue, and pain. Over half reported 
issues with memory, sexuality, and eating, while nearly half 
experienced nausea. Other common problems included 
swelling, tingling in the hands/feet, fever, appearance, 
constipation, changes in urination, diarrhea, washing, and 
dressing. About 25% of respondents experienced breathing 
problems, dry nose or excess secretion, and dry skin/itching, 
while approximately 20% experienced indigestion, oral 
lesions, and movement issues (Tab. 1).

Figure 2 illustrates the distribution of results from the 
Mini-MAC questionnaire. In all areas of coping with cancer, 
there were statistically significant differences between the 
obtained distribution of results and the normal distribution 
(p < 0.05). The skewness and kurtosis indices for these 

distributions were between -1 and 1, suggesting that these 
differences were not substantial. Most respondents exhibited 
a moderate level of anxiety. Half of the respondents had a low 
level of positive re-evaluation (confidence interval indicated 
a population percentage between 40.38% – 58.65%), while 
nearly half had a moderate level of positive re-evaluation 
[95% CI (38.46%, 56.73%)].

Table 2 presents descriptive statistics and normality testing 
for quantitative variables. A probability of p<0.05 indicates 
that the distribution differs from normal (scores on the 
scale: distress, fighting spirit, helplessness-hopelessness, 
constructive strategies).

Figure 1. The arrow points to the lesion in the upper area of the right kidney on 
the abdominal ultrasound

Table 1. Number and percentage of physical problems of 104 patients 
examined

Physical problems n % Confidence interval  
(CI) 95%

Lower limit Upper limit

Indigestion 20 19.23 12.50 26.92

Lesions in the mouth 20 19.23 11.54 26.92

Movement 23 22.12 14.42 30.77

Breathing 24 23.08 15.38 31.73

Dryness in the nose or excess discharge 26 25.00 17.31 33.65

Dry skin/itching 26 25.00 17.31 32.69

Washing/deprivation 31 29.81 21.15 38.46

Diarrhea 32 30.77 22.12 39.42

Changes in urination 35 33.65 25.00 42.31

Constipation 35 33.65 25.00 43.27

Appearance 38 36.54 26.92 46.13

Fever 40 38.46 29.81 48.08

Tingling in the hands/foot 40 38.46 28.85 48.08

Sensation of swelling 41 39.42 30.77 49.04

Nausea 45 43.27 33.65 52.88

Eating 53 50.96 41.35 61.54

Sexuality 55 52.88 43.27 62.50

Memory/concentration 60 57.69 48.08 67.31

Pain 76 73.08 63.46 80.77

Fatigue 79 75.96 67.31 84.62

Sleep 88 84.62 77.88 91.35

n - number of observations; % - percentage
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Average score on the destructive style scale – 35.38 [95% CI 
(34.09, 36.66)], with a standard deviation of 6.59. Half of the 
respondents obtained scores no higher than 34. Average score 
on the constructive style scale – 39.03 [95% CI (37.81, 40.25)], 
with a standard deviation of 6.26. Half of the respondents 
obtained scores no higher than 39 (Fig. 3).

Statistically significant, moderate relationships were 
found between the respondents’ gender and both anxiety 
preoccupation and destructive coping styles. Women 
reported higher levels of preoccupation with anxiety and 
destructive coping styles, compared to men. There were 
no statistically significant relationships between other 
variables indicating the level of stress and coping strategies 
and respondents’ gender.

Age was significantly related to positive re-evaluation of 
experiences, with the highest scores reported by respondents 

over the age of 55, followed by those aged 41–55, 25–40, and 
under 25. Post hoc tests indicated significant differences in 
positive reevaluation between those under 25 and those aged 
25–40 (p=0.002), 41–55 (p<0.001), and over 55 (p<0.001). 
Additionally, those aged 25–40 differed significantly from 
those over 55 (p = 0.001), and those aged 41–55 differed from 
those over 55 (p=0.012).

Table 3 presents the level of stress and coping strategies 
based on the respondents’ place of residence. There were 
statistically significant, moderate relationships between the 
area of residence and feelings of helplessness and destructive 
coping styles, with higher values reported by those living in 
rural areas. No significant relationships were found between 
other variables indicating the level of stress and coping 
strategies and the place of residence.

Analyses showed no statistically significant relationships 
between stress and coping strategies, and the timing of the 
respondents’ cancer diagnosis, or the treatment methods 
used.

Table 4 shows correlation analyses between past cancer 
experience and stress and coping strategies. Statistically 
significant, moderate relationships were found between past 
cancer experience and destructive coping styles, with a higher 
intensity of destructive styles reported by those who had 
previously experienced cancer. No significant relationships 
were found between other variables indicating the level of 
stress and coping strategies and past cancer.

The Spearman test correlation test was used to examine 
the relationship between distress and individual strategies for 
coping with cancer,. The intensity of distress was significantly 
and positively correlated with non-constructive coping 
strategies for cancer – anxious pre-occupation (r=0.40; 
p<0.05), and with symptoms of helplessness and hopelessness 
(r=0.24; p<0.05). At the same time, no significant correlations 
were found between the intensity of distress and constructive 
coping strategies (Tab. 5).

Regression analysis was used to analyze the relationship 
between the intensity of distress and strategies for coping 
with cancer. Four quantitative variables were introduced into 

Table 3. Stress and coping strategies according to the residence of 104 
patients

Stress and 
coping

Resi-
dence

n M SD Mr  Kruskal-Wallis H Test

H df p ε2

Stress level City 59 7.03 1.71 53.62 0.193 1 0.661 0.002

Village 45 6.87 2.05 51.03

Anxiety 
preoccupation

City 59 19.31 3.42 49.14 1.708 1 0.191 0.017

Village 45 19.98 3.36 56.90

Fighting spirit City 59 20.36 3.82 53.64 0.198 1 0.656 0.002

Village 45 20.16 3.73 51.00

Helplessness- 
hopelessness

City 59 14.98 3.73 46.65 5.196 1 0.023 0.051

Village 45 16.82 4.12 60.17

Positive 
reevaluation

City 59 17.92 3.14 45.14 8.192 1 0.004 0.081

Village 45 19.87 3.31 62.14

Destructive 
style

City 59 34.29 6.28 47.05 4.475 1 0.034 0.044

Village 45 36.80 6.79 59.64

Constructive 
style

City 59 38.27 6.34 48.92 1.935 1 0.164 0.019

Village 45 40.02 6.07 57.20

n – number of observations; M – Mean; SD – standard deviation; Mr – mean rank; H – test result; 
p – test probability; df – degrees of freedom; ε2 – epsilon square

Table 2. Descriptive statistics and normality testing for quantitative 
variables of the studied 104 patients

n M Min Max SD Shapiro-
Wilk

p

Distress 104 6.96 3.00 10.00 1.85 W=0.952 p=0.0009

Anxious Preoccupation 104 19.43 9.00 28.00 3.56 W=0.980 p=0.120

Fighting spirit 104 20.22 9.00 28.00 3.78 W=0.962 p=0.004

Helpnessness-
Hopelessness

104 15.74 7.00 27.00 4.03 W=0.961 p=0.003

Positive Reappraisal 104 18.60 10.00 27.00 3.30 W=0.988 p=0.46

Constructive strategies 104 35.17 17.00 55.00 6.80 W=0.978 p=0.07

Non - constructive 
strategies

104 38.82 19.00 55.00 6.23 W=0.983 p=0.20

n – number of observations; M – Mean; Min – minimum value; Max – maximum value; SD – 
standard deviation; p – test probability

Figure 3. Frequency distribution of destructive and constructive coping style 
scores from the Mini-MAC questionnaire of 104 patients

Figure 2. Axial CT scan shows the tumour indicated by the white arrow
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the model: anxious preoccupation, helplessness-hopelessness, 
fighting spirit, and positive re-appraisal. The model proved 
to be statistically significant (F (4.17)=6.08; p<0.002), and 
explained 16% of the variance in the intensity of distress 
(R2=0<19; Adjusted R2=0<16). In this model, one variable 
turned out to be significant – anxious preoccupation, which 
was positively related to the intensity of distress (b*=0.326; 
p<0.002).

DISCUSSION

The study aimed to investigate the prevalence, severity, 
and associated factors of distress among cancer patients 
during the COVID-19 pandemic, focusing on demographic 
factors such as age, gender, place of residence, cancer history, 
and specific coping strategies. The findings reveal complex 
determinants of psychosocial well-being in cancer patients 
amid the global health crisis, emphasizing the need for 
tailored psychological support interventions.

Gender as a key factor. The study found that gender played 
a significant role in distress levels and coping strategies 
among cancer patients. Women reported higher distress 
levels and were more likely to use non-constructive coping 
strategies, such as anxiety preoccupation, compared to men. 
This finding is consistent with the study by Carlson et al. 

(2019), which included over 3,000 cancer patients across 55 
North American centres, showing that women experience 
higher psychological distress than men. This may be due 
to greater emotional involvement in family responsibilities 
and concerns about physical, functional, and cosmetic 
outcomes of  treatment [13]. A recent systematic review 
has  demonstrated  similar associations, but emphasizes 
that contemporary care for patients with colorectal cancer 
extends beyond a simple binary framework. Healthcare 
professionals are tasked with understanding non-traditional 
expressions of masculinity or femininity, thereby enabling 
interventions to be tailored to the unique needs of each 
individual [14].

Age and coping strategies. Older patients showed a greater 
tendency to use constructive coping strategies, such as 
positive re-evaluation. This aligns with the findings of 
Johns et al. (2015), who conducted a one-year study of 160 
persistently-fatigued cancer patients, which demonstrated 
that older patients display greater psychological resilience and 
acceptance of their condition [15]. A meta-analysis by Secinti 
et al. (2019) also suggests a positive association between age 
and constructive coping, indicating that older patients may 
be better equipped to manage cancer-related stress due to 
more extensive life experience [16]. These results suggest 
that age and gender should be considered when designing 
psychosocial interventions. Bottaro and Faraci, in their meta-
analysis, highlight distinct findings, emphasizing that older 
patients more frequently exhibit fatalism and resignation 
compared to younger individuals. According to the authors, 
this may be attributed to the negative correlation between 
age and spirituality, prognosis of reduced life expectancy in 
older age; the age distribution of participants in the studies 
were included in the analysis. These findings underscore 
the importance of gaining a deeper understanding of the 
relationship between age and coping strategies in the context 
of cancer [17].

Place of residence – higher distress in rural patients. The 
current study found that patients residing in rural areas 
reported higher distress and more frequent use of destructive 
coping mechanisms, compared to urban residents. This 
finding aligns with research by Tsamakis et al. (2020), which 
assessed the impact of COVID-19 on over 1,200 cancer 
patients in Greece and revealed that rural patients experience 
higher distress due to limited access to healthcare resources 
and social support [18]. A study by Chen et al. (2024) also 
found that lower social integration in rural areas is associated 
with poorer psychosocial outcomes, highlighting the need 
for support networks and improved access to mental health 
services for rural cancer patients [19].

Cancer history and distress. The study shows that a 
history of cancer was linked to higher levels of distress 
and more destructive coping styles, regardless of cancer 
stage or type of treatment. This is in line with Romito et al. 
(2020), who assessed 300 lymphoma outpatients during 
the COVID-19 pandemic and found that patients with a 
history of cancer experienced greater psychological distress, 
particularly during periods of heightened external stress 
[20]. Rodriguez-Gonzalez et  al. (2022) similarly found 
that a prior cancer diagnosis is associated with increased 
stress vulnerability in a study of 1,000 metastatic cancer 

Table 5. Correlation matrix of distress and cancer coping strategies of 
104 patients (Spearman Rank Order Correlations, p<0,05)

Confronting variables in 
Spearman Test

Distress
Anxious 

Preoccupation
Fighting 

Spirit
Helplessness 
- Hoplessness

Distress -  0.40*  0.01  0.24*

Anxious Preoccupation 0.40* -  -0.17  0.53*

Fighting Spirit 0.01 -0.17 -  -0.49*

Helplessness-Hopelessness 0.24* 0.53* -0.49* -

Positive Reapraisal -0.16 -0.26* 0.47* -0.14

*p<0,05, **p <0.01

Table 4. Stress and coping strategies according to the cancer diseases 
in the past of 104 patients

Stress and 
coping

Cancer 
diseases 

in the 
past

n M SD Mr Kruskal-Wallis H Test

H df p ε2

Stress level yes 21 7.00 2.00 54.05 0.071 1 0.790 0.001

no 83 6095 1.83 52.11

Anxiety 
preoccupation

yes 21 20062 3.07 61.38 2.308 1 0.129 0.023

no 83 19034 3.44 50.25

Fighting spirit yes 21 19033 4.53 44.21 2.008 1 0.156 0.020

no 83 20.51 3.54 54.60

Helplessness- 
hopelessness

yes 21 17.10 3.78 62.19 2.754 1 0.097 0.027

no 83 15.45 4.00 50.05

Positive 
reevaluation

yes 21 19.29 3.68 55.43 0.251 1 0.617 0.002

no 83 18.63 3.27 51.76

Destructive 
style

yes 21 37.71 6.09 64.52 4.205 1 0.040 0.042

no 83 3478 6.62 49.46

Constructive 
style

yes 21 38.62 7.46 49.29 0.300 1 0.584 0.003

no 83 39.13 5.96 53.31

n – number of observations; M – Mean; SD – standard deviation; Mr – mean rank; H – test result; 
p – test probability; df – degrees of freedom; ε2 – epsilon square
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patients in Spain [21]. Furthermore, Bottaro and Faraci, in 
their meta-analysis, highlighted the importance of certain 
clinical characteristics associated with cancer that influence 
distress and coping strategies. Patients in the early stages of 
the disease, without metastases, are more likely to employ 
adaptive coping strategies. Knowledge about the diagnosis, 
disease, and treatment facilitates strategies, such as positive 
re-interpretation and planning [17].

Coping strategies and distress. The current study reveals 
that distress levels are positively correlated with non-
constructive coping strategies, such as pre-occupation 
with anxiety, and feelings of helplessness. No significant 
correlations were found between distress and constructive 
coping strategies, such as positive re-interpretation. These 
findings align with Watson et  al. (1994), who found that 
high scores on the anxious preoccupation and helplessness 
subscales were associated with elevated psychological distress 
[11]. Jacobsen et  al. (2005) similarly showed that patients 
with high distress levels were more likely to engage in 
maladaptive coping, which exacerbated their psychological 
burden [10]. Research by Kim et al. (2010) also highlights the 
complexity of coping mechanisms and their varied impact 
on psychological outcomes [22].

Regression analysis in the current study indicated that 
anxious pre-occupation was the strongest predictor of distress 
intensity among the coping strategies analyzed. This aligns 
with the results of a meta-analysis by Kvillemo and Bränström 
(2014), which examined coping in breast cancer patients 
and identified anxious pre-occupation as a critical factor 
in predicting distress, particularly in the context of a life-
threatening illness [23]. The lack of a significant relationship 
between distress and constructive strategies, such as positive 
reappraisal, suggests that while these strategies are valuable, 
they may not directly mitigate distress in all cases. This 
highlights the need for a nuanced approach to psychological 
interventions, suggesting that promoting adaptive strategies 
alone may not suffice. Interventions should also focus on 
reducing maladaptive coping mechanisms, particularly in 
patients exhibiting high levels of anxious preoccupation. 
Recent research by Obispo et  al. (2023) further supports 
these  findings by demonstrating that among patients 
with advanced cancer, cognitive avoidance was associated 
with lower levels of psychological distress, while strategies 
like anxious pre-occupation were linked to higher distress 
levels. The authors of the study suggest that focusing on 
reducing maladaptive coping behaviours, such as pre-
occupation with anxiety, may effectively mitigate distress 
in these patients [24].

Impact of COVID-19 and long-term distress. The 
COVID-19 pandemic provided unique insights into the 
nature and persistence of psychological distress among 
cancer patients. Romito et al. (2020) reported that distress 
levels significantly increased during the pandemic among 
lymphoma patients, and remained elevated, particularly 
among those with limited social support [17]. Similar results 
were found by Ng et al. (2021) and Zhou et al. (2022), who 
observed that distress levels did not return to pre-pandemic 
levels, especially among patients lacking access to social 
support and virtual healthcare [25,26].

It should also be noted that the pandemic caused delays in 
cancer diagnosis and treatment, which may have led to worse 

treatment outcomes and additional stress for patients. These 
factors contributed to increased psychological stress and 
anxiety among oncology patients. This has been confirmed by 
numerous systematic reviews and meta-analyses conducted 
by Riera et al. (2021), Tegelia, Angelini and Astolfi (2022), 
and Shah et al. (2025) [27,28,29]. Studies have also shown 
that changes in active cancer treatment and restrictions on 
social contact were associated with a deterioration in patients’ 
mental well-being. Patients expressed concerns about the 
impact of the pandemic on their treatment, and the increased 
risk of SARS-CoV-2 infection. Many reported heightened 
anxiety and depression during this period. Additionally, 
stay-at-home restrictions, fear of infection, limited travel 
opportunities (particularly burdensome for residents of rural 
areas), and reduced access to support services, including 
psychological counseling, had a negative impact on the 
mental health of oncology patients [30,31].

Clinical practice implications and future research. The 
findings of the study have several important implications 
for clinical practice. Routine screening for distress and 
maladaptive coping strategies is recommended as part of 
standard oncological care, with a focus on female, younger, 
and rural patients who may be at higher risk of distress. 
Tailored psychosocial interventions should focus on 
reducing non-constructive coping strategies, such as anxiety 
preoccupation, while promoting constructive strategies 
suited to individual patient characteristics.

The study also highlights the need for enhanced 
psychosocial support for patients with a cancer history, 
who may require more intensive mental health resources. 
Future research should investigate the effectiveness of specific 
interventions, such as cognitive-behavioural therapy (CBT) 
and mindfulness-based stress reduction (MBSR), which 
show promise in reducing maladaptive coping and distress 
[6, 7].

Limitations of the study. Limitations include the small 
sample size, which may limit the detection of subtle 
associations or interactions, reducing the statistical power 
of the study. The cross-sectional design also restricts causal 
interpretations of the observed associations, highlighting 
the need for longitudinal studies. Additionally, reliance on 
self-reported measures introduces potential bias, as older 
patients may under-report distress due to cultural norms or 
recall difficulties, while younger patients may over-report due 
to heightened health expectations. The lack of authoritative 
comparative data from a pre-pandemic study group 
complicates the isolation of the specific effects of COVID-19 
on stress, and the findings may not be generalizable to other 
contexts. The only potential sources of data are publications 
by other authors, as already elaborated in the discussion 
section of the study. Further research should involve diverse 
samples and control for potential confounders to improve 
understanding of distress determinants among cancer 
patients.

By addressing these gaps, future studies could refine 
psychosocial care strategies and ultimately enhance the 
psychological well-being of cancer patients during both 
routine care and crises.
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CONCLUSIONS

1. Coping strategies in cancer patients are significantly 
influenced by demographic factors, including gender, age, 
and place of residence. Women, younger patients, and those 
living in rural areas exhibit higher levels of anxiety and 
are more likely to use destructive coping styles, such as 
preoccupation with anxiety and helplessness-hopelessness. 
These findings suggest a need for targeted psychosocial 
interventions that address the specific needs of these 
groups.

2. A history of cancer is associated with higher levels of 
distress and more frequent use of maladaptive coping 
strategies. This finding highlights the importance of 
considering cancer history when designing psychosocial 
support programmes.

3. Distress levels in cancer patients are positively correlated 
with non-constructive coping strategies, such as 
preoccupation with anxiety and helplessness-hopelessness, 
while no significant correlation was found with constructive 
coping strategies, such as positive reappraisal. This 
highlights the importance of interventions that not only 
promote adaptive coping mechanisms, but also specifically 
target and reduce maladaptive coping styles to achieve 
significant reductions in distress.

4. The study found that positive reevaluation as a coping 
strategy increases with age. Older patients reported higher 
levels of positive reevaluation, suggesting that fostering this 
constructive coping strategy could improve psychological 
well-being across all age groups.

5. The high levels of distress observed in this study emphasize 
the importance of holistic care that includes mental health 
specialists. Regular screening for mental well-being and 
the development of standardized intervention protocols 
are crucial for the effective support of cancer patients.
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