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| Abstract |

Introduction. Coping, regarded as the set of responses to
stressful situations, executed to handle and neutralize them, is
part of the psychological resources of human beings and it is a
personal trait evidenced as intervening in terms of perceived
quality of life.

Objective. To determine the relationship between coping
strategies and quality of life in cancer patients at different
stages of their cancer condition at an oncology unit in the
province of Narifio, Colombia.

Materials and Methods. Cross-sectional study in a sample
of 120 cancer patients attending in COEMSSANAR IPS,
located in Pasto, Narifo.

Results. It was observed that the most adopted type of
coping was “positive attitude”, followed by “positive
guidance”, while the least adopted ones were “anxious care”
and “hopeless”. As for quality of life, it is evidenced that
is favorable for this population. The relationship between
coping and quality of life is different for each stage of
cancer. Patients with better coping are those with higher
quality of life.

Conclusion. A greater effort of the State and the institutions
providing health services for the adoption of coping strategies
in patients affected by cancer at all stages would significantly
improve the quality of life of these people.
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Resumen

Introduccion. El afrontamiento, entendido como el conjunto
de respuestas ejecutadas para mantener y neutralizar
situaciones estresantes, es parte de los recursos psicoldgicos
del individuo y es una de las variables personales evidenciadas
como intervinientes en los niveles de calidad de vida percibida.

Objetivo. Determinar la relacion existente entre las estrategias
de afrontamiento y la calidad de vida de pacientes oncologicos
en diferentes estadios del cancer en una unidad de oncologica
de Narino, Colombia.

Materiales y métodos. Estudio descriptivo transversal
realizado en una muestra de 120 pacientes oncoldgicos de
Cooemssanar IPS en su sede de Pasto.

Resultados. Se observo que el tipo de afrontamiento mas
adoptado fue “actitud positiva”, seguido de “orientacion
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positiva”, y los menos adoptados fueron “preocupacion
ansiosa”y “sin esperanza”. En cuanto a la calidad de vida, se
evidencia que es favorable para la poblacion estudiada, aunque
la relacion entre el afrontamiento y esta es diferente para cada
estadio del cancer. Los pacientes con mejor afrontamiento son
los que tienen mayor calidad de vida.

Conclusion. Un mayor esfuerzo del Estado y de las instituciones
prestadoras de servicios de salud para la adopcion de
estrategias de afrontamiento en los pacientes afectados por
el cancer, en todos sus estadios, mejoraria notablemente la
calidad de vida de estas personas.

Palabras clave: Adaptacion psicoldgica; Calidad de
vida; Servicio de oncologia en hospital; Estadificacion de
Neoplasias; Analisis Multivariante; Colombia (DeCS).
Hidalgo-Tovar A, Pantoja Cérdoba A, Safiudo-Vélez P, Rocha-
Buelvas A. [Afrontamiento y calidad de vida en pacientes oncoldgicos
de Narifio, Colombia.] Rev. Fac. Med. 2016;64(2):181-8. English. doi:
http://dx.doi.org/10.15446/revfacmed.v64n2.52409.

Introduction

In 2012, 14.1 million new cancer cases occurred worldwide,
out of which 8.2 million ended in deaths, out of which 30% could
have been avoided. It is estimated that this public health issue
will increase to 12 million cases by 2030 (1). Cancer is the third
leading cause of death in Colombia; the five most common types
of cancer are prostatic, breast, cervical, colorectal and stomach (2).
In Narifo, Colombia, the burden of noncommunicable diseases is
increasing (3) and the burden related to cancer highlights a large
sum of years lost due to premature death (DALY) particularly in
women. In the central region, where the city of Pasto is located
—the greatest receiver of cases in the department— tumors with
more than 50% of years lost due to premature death (DALY in
men correspond to stomach, leukemia, prostate, colon and rectum,
while women'’s tumors are related to the sexual and reproductive
organs, stomach and breast (4).

Beyond these figures, it is worth mentioning that the
difficulties and psychological distress in cancer patients is
manifested by emotional reactions that prevent them from
seeking treatment, cooperating or interfering with it, which
in turn causes more pain and discomfort, emotional responses
manifested as psychiatric symptoms, and emotional reactions
that disrupt daily, individual and social activities (5).

In Colombia, the prevalence of psychiatric disorders in
chronic diseases, such as cancer, is one of the highest: 6%
to 38% corresponds to depression and 20.5% corresponds to
anxiety (6), so that coping becomes a very important aspect

as a part of the psychological resources of the individual, and
is one of the personal variables that intervenes in the levels
of the perceived quality of life. Quality of life is understood
as the activities that are valued per se and in the ability to
accomplish them, since life is perceived as a set of doings
and beings —achievements— valued by the individual (7,8).

Thus, Barez-Villoria (9), based on Moorey and Greer, states
that the existence of a scheme of survival or cognitive triad in
patients with cancer —comprising the diagnosis, the perceived
control and the prognosis— determines various types of
coping. These coping strategies aim at anxious concerns
related to depression and anxiety, fatalism and helplessness/
hopelessness related to depression, and the fighting spirit
(the one with better adaptation), which can determine the
psychological morbidity of cancer patients.

In the population of developing countries, it has been found
that avoidance and deterioration strategies are correlated with
the dimensions of life quality; therefore, it is important to
measure the relationship between coping variables and quality
of life for the issue of cancer in different contexts (10).

Materials and methods

A cross-sectional descriptive study was conducted with a
population of 477 people, using a simple random probability
sample, a margin of error of 7.7% and a confidence level of
95%. The sample size was 120 cancer patients (97 women and
23 men) ranging between the ages of 22 and 80. The selection
criteria were: being diagnosed, being patients of the oncology
unit of the service provider institution Cooemsanar IPS located
in Pasto between the months of June and July 2010, and having
accepted the disease.

To develop the study, two measurement tools validated in
Colombia were used:

Mental Adjustment to Cancer (MAC) scale (11), whose
purpose is assessing specific coping responses in any adult
cancer patient and consists of 27 items and 4 dimensions: positive
attitude, positive orientation, anxious and hopeless concern; the
responses were quantified using a four point Likert scale.

Questionnaire of quality of life related to health (SF-36)
(12), which is a generic scale that provides a profile of the
health status and allows assessing the quality of life related
to health in specific subgroups, comparing the burden of
various diseases, detecting positive and negative health states,
recognizing the benefits produced by different treatments
and exploring the physical and mental health focusing on
functional status and emotional well-being. This questionnaire
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consists of 36 items and 8 dimensions: physical function,
physical role, bodily pain, general health, vitality, social
function, emotional role and mental health; the responses
were quantified using a Likert scale of five ordinal responses.
The Cronbach’s Alpha Reliability Coefficient was 0.7, while
the pooled estimates obtained by meta-analysis were >0.7.

An univariate analysis was performed to characterize the
behavior of the different dimensions of the quality of life and
coping variables and to establish their correlation with the
canonical form which identifies the dimensionality of each
set of variables, maximizing the relationship between the two
sets through canonical functions that allow the theoretical
construct of variable pairs —linear combinations— based on
the original variables. This canonical analysis was generally
performed by stratifying the different stages of the cancer
disease in groups: group one, patients in stage I and II; group
two, patients in stage III and IV, and group three, patients
already treated and attending follow-up sessions.

The validity of the relationship between pairs of theoretical
values is reflected through canonical correlation; this value,
when squared, represents the amount of variance of a
theoretical value explained by the other theoretical value,
that is, the amount of shared variance between these values
—canonical R? or canonical root. The canonical functions
with statistically significant correlation coefficients (p<0.05)
and with appropriate magnitudes of canonical correlations and
redundancy measures for the variance percentage explained by
the pair of data sets are analyzed. The interpretation of the pair
of theoretical values generated by the valid canonical function
is performed through weighting the canonical functions
selected for analysis.

Results

It was found that 80.2% of patients were female and the
average age was 50.6, with a value of standard deviation of
13.6 years and a variation range of 22 to 80 years. In relation
to schooling, 59.2% of patients had elementary education,
20% high school education, 5% higher education and 14.2%
were illiterate. Most patients (38.3%) came from the central
area of the department, 22.5% from the south and 14.2% from
the north (Table 1) and 28.3% were diagnosed with breast
cancer, followed by cervical cancer with 25% and ovarian
cancer with 8.3%. The stages were distributed similarly in
all patients (Table 2).

Within these patients, 91.7% responded to the oncological
disease with the “positive attitude” type of coping, which
indicates that most patients took up an active coping response,
accepting the diagnosis and adopting an optimistic attitude.

Regarding positive orientation, 51.7% of patients tended to
be located in this type of coping (Table 3).

Table 1. Sociodemographic characteristics of the 120 patients
involved in the study.

Women 97 80.8%
Gender

Men 23 19.2%

22-30 9 7.5%
31-40 21 17.5%
Age 41-50 33 27.5%
51-60 29 24.2%
>60 28 23.3%
Uneducated 17 14.2%
Elementary 71 59.2%

Schooling High school 24 20%
Technical 2 1.7%

University 6 5%

Amazonia 6 5%
Center 47 38.3%
Center - West 16 13.3%

Origin

Pacific Coast 7 5.8%
North 17 14.2%
South 27 22.5%

Source: Own elaboration based on the data obtained in the study.

Table 2. Patient groups according to stages.

B

Patients in stages | and Il 35 patients 29.1%

Patients in stages Il and IV 47 patients 39.2%

Patients attendl_ng to follow-up 38 patients 31.7%
sessions

Total 120 patients 100%

Source: Own elaboration based on the data obtained in the study.
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Table 3. Coping types.

No positive attitude 10 8.3%

Positive Positive attitude 110 91.7%
attitude

Total 120 100%

No positive orientation 58 48.3%

orli)grslitg‘tliin Positive orientation 62 51.7%

Total 120 100%

Anxious concern 9 7.5%

é\g:é(:r]: No anxious concern " 92.5%

Total 120 100%

Hopeless 4 3.3%

Hopelessness Hopeful 116 95.9%

Total 120 100%

Source: Own elaboration based on the data obtained in the study.

92.5% of patients presented the “no anxious concern”
type of coping, while 95.9% was located in “hopeful”,
confirming that most of them adopted an adequate coping
type regarding the disease. Those who adopted the wrong
type of coping (8.3% “not positive attitude”, 7.5% “anxious
concern” and 3.3% “hopeless”) were included in “without
positive orientation”.

Regarding quality of life (Table 4), it was found that
the “physical function” and the “social function” have
similar behavior with higher average scores of 81.3 and
81.0 respectively, with low standard deviations that indicate
homogeneity in the scores. This proves that physical activities
such as self-care, walking, climbing stairs, bending and
making moderate and intense efforts have not been affected,
just as the social function has not been significantly reduced.

Table 4. Quality of life dimensions.

Standard
deviation

Physical function 81.3 15.9 30 100
Physical role 45 434 0 100
Bodily pain 62.1 30.1 0 100
General health 64.1 15.9 333 95.8
Vitality 63.8 21.8 10 100
Social function 81 26.6 0 100
Emotional role 58.3 435 0 100
Mental health 64 215 16 100

Source: Own elaboration based on the data obtained in the study.

“General health”, “mental health” and “vitality” dimensions
show similarities, presenting high mean scores of 64.1, 64 and
64.8, respectively, with low standard deviations that indicate
homogeneity in the scores. This shows that the dimensions
“general health”, which evaluates personal health assessment,
and “mental health”, which is related to depression, anxiety,
behavioral control or general welfare, can be placed in the variable
“vitality” that involves feelings of energy and dynamism against
the feeling of tiredness and exhaustion related to the disease.

The mean scores of the dimensions “physical role”,
“emotional role” and “bodily pain” are low considering that
their standard deviations are large; therefore, the scores are
scattered and occur heterogeneously. This shows that physical
health interfered and hindered the performance of everyday
activities. It was also found that the intensity of pain and its
effect on the regular work, as well as the degree of interference
of emotional problems in their daily activities is considerable.

The results of segments A to D shown in Table 5 indicate
the existence of a linear correlation between the sets of
the variables quality of life and coping observed in the
general population, the population of patients in stages I-11
and the treated population in follow-up sessions, but not
in the population in stages III and IV, taking into account
the statistical significances of canonical correlations and
the magnitudes of canonical correlations and redundancy
measures in this type of functions.

Statistical significance was found in the general population
in the first canonical function (canonical correlation 0.572 and
redundancy measure 0.064) showing, due to their canonical
weights, that the components in quality of life with greater
impact on the correlation were “mental health” and “general
health” and on coping “anxious concern” and “hopeless”
(Table 5, segment E).



W

Rev. Fac. Med. 2016 Vol. 64 No. 2: 181-8 18

Table 5. Multivariate analysis for coping and quality of life.

Function Canonical R? Canonlc.al Wilks' Lambda Chi squared
correlation

A. General canonical correlations

1 0,327 0,572 0,131 69,201 32 0,000 *
2 0,129 0,359 0,287 24,586 21 0,266
3 0,051 0,225 0,857 9,064 12 0,698
4 0,028 0,167 0,903 3,193 5 0,670
1 0,762 0,873 0,0712 72,449 32 0,000 *
2 0.605 0.778 0.302 32,934 21 0.047 *
3 0.166 0.4079 0.764 7.414 12 0.829
4 0.084 0.2896 0.916 2.410 5 0.790
1 0.354 0.595 0.372 39.092 32 0.181
2 0.329 0.574 0.576 21.816 21 0.410
3 0.097 0.312 0.858 6.051 12 0.914
4 0.049 0.222 0.951 1.999 5 0.849
1 0.523 0.723 0.195 49.882 32 0.023 *
2 0.396 0.629 0.408 27.331 21 0.160
3 0.238 0.488 0.676 11.952 12 0.450
4 0.113 0.336 0.887 3.650 5 0.601

* Statistically significant

E. Canonical and redundancy burdens of the first canonical functions

e [ e | stugern | Sgenw | atowar |
Quality of life
Mental health -1.049 -0.941 -1.068 -0.596
General health -0.542 -0.798 -0.143 -0.768
Bodily pain 0.267 0.680 0.247 0.397
Emotional role 0.218 -0.454 0.139 -0.262
Physical role 0.184 0.360 0.535 -0.302
Social function 0.104 0.608 -0.173 -0.394
Physical function -0.026 -0.365 -0.062 0.245
Vitality -0.003 0.245 0.043 0.711
Shared variance 0.195 0.360 0.195 0.248
Redundancy 0.064 0.275 0.069 0.130
Coping
Anxious concern 0.718 0.377 0.097 0.414
Hopelessness 0.556 1.111 0.799 0.482
Positive attitude -0.153 -0.562 0.446 0.520
Positive orientation -0.183 0.727 -0.324 -1.007
Shared variance 0.220 0.555 0.238 0.422
Redundancy 0.072 0.423 0.084 0.221

Source: Own elaboration based on the data obtained in the study.
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In the population of patients in stages I-11, statistical significance
in the first and second canonical function was found, with better
results in the first function (canonical correlation of 0.873 and
redundancy measure of 0.423), noting that the components in
quality of life with higher incidence in the correlation were
“mental health” and “general health” and in coping “hopeless”
and “positive orientation”. No linear correlation between
quality of life and coping in patients in stages III-IV was found,
while linear correlation between patients who were treated and
attended follow-up sessions, with statistical significance in the
first canonical function (canonical correlation of 0.723 and

Follow-up patients

redundancy measure of 0.221) was observed, showing that the
components in quality of life with greater contribution to the
correlation were “general health” and “vitality” and to coping
were “positive orientation” and “positive attitude”.

Finally, it was shown that the relationship between types
of coping and quality of life is direct, that is, the higher the
coping, the better the quality of life because, in each of the
series, coefficients have significant positive burdens and,
therefore, the index resulting for each instrument includes a
considerable number of canonical variables (Figure 1).

Canonical correlation
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Figure 1. Canonical correlation of coping and quality of life. Source: Own elaboration based on the data obtained in the study.

Discussion

According to Arraras et al. (10), since the decade of 1990,
the interest for properly assessing the impact of the disease and
treatments on the quality of life has increased (13). Currently,

interest in the correlation of these variables in the hospital
environment aims at obtaining a comprehensive view, where
treatment not only emphasizes on the physiological symptoms
but also on the psychological aspects of the disease, since the
best way to mitigate its impact is adopting the appropriate
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coping strategies that positively affect the quality of life,
restoring mental health and well-being of these patients.

Contradictorily, there is evidence that, in cancer patients,
the functional dimensions and symptoms of the disease show
favorable conditions with clinically significant levels of anxiety-
depression (14). Also, many studies that have measured the
quality of life in patients with a definitive diagnosis of cancer
show deterioration, during and after treatment, of the functional
and financial aspects (15), while other studies attribute to
spirituality or religiosity the improvement of the quality of life
of patients undergoing palliative care in the treatment of tumors
in advanced stages (16).

A study in the Netherlands showed, regarding the results
of this study, that coping strategies are related to quality of
life, depression and despair, therefore, interventions of the
cognitive behavioral type are considered useful in healing and
palliative patients (17), which makes important the use of a
conceptual model such as quality of life related to health, that
empirically assesses the scientific design of interventions in
order to promote psychosocial well-being and coping strategies
(18). The results of this study and the findings presented here,
like many others, indicate that cognitive assessment —through
which the cancer patient attributes a meaning to the diagnosis
ofthe disease in terms of a challenge, a threat, damage or loss,
or absence of threat— will define the type of coping that the
patient will adopt to deal with the disease.

During the univariate analysis, it was found that a large
percentage of patients are located in the “positive attitude”
type of adaptive coping and a significant percentage is also
located in “positive orientation”, which indicates that the
decision-making and implementation of actions aimed to
preserve health and fight the oncological disease are present.
For these reasons, coping with cancer cannot be characterized
by one coping strategy, but it may be changed over the disease
process. Similarly, a person may be using different coping
strategies simultaneously.

The “fighting spirit” was present in 63% of the patients,
which is equivalent to two types of coping: “positive attitude”
and “positive orientation”, which coincides with other
findings in chronic patients (12) who report a tendency to
assume adaptive coping types such as “targeting the problem”
and “positive reassessment”. Also, the “hopelessness” and
“anxious concern” types of coping, or the least adopted by
the subjects of this study, indicate that they lack strategies
for coping with and controlling the disease and that they
have a perception of threat, which coincides with the Barez-
Villoria et al. study (9), where “hopeless” coping is adopted
by a minority.

The dimensions of quality of life “physical function” and
“social function”, as prevalent, are the result that resembles
the research of Contreras (12), where patients do not realize
that their physical or emotional health conditions significantly
interfere with their social life. Dimensions “mental health,”
“general health” and “vitality”, presented at a medium level
and that allow stating that these are not significantly affected,
agree with the findings of Montes ef al. (19), who claim that
treatments for cancer disease have implications in the short
and long term on the well-being of a patient; however, the
positive assessment of health of the study subjects shows
that the prospects of current and future health are manifested
through feelings of energy and vitality.

The dimensions “physical role” and “emotional role” are
the least prevalent, demonstrating that there is interference
of physical health during work or other daily activities; this
is added to the interference of emotional problems related to
the impact and adjustment to the disease in the daily activities
of patients. The dimension “bodily pain” is also affected,
indicating that the pain caused by the cancer disease has an
impact on daily tasks.

The multivariate analysis arises from the need to examine
the relationships that exist between coping strategies and other
variables such as quality of life or anxiety and depression;
according to the study of Portillo-Guerra & Restrepo (20),
this proposal is consistent with the findings in the analysis of
this study, where a direct linear relationship between quality
of life and coping, established by the statistically significant
correlation coefficient with a confidence level of 99.9%, was
observed, which allows stating that the better the coping, the
higher the quality of life or vice versa.

As in this study, the research of Rodriguez-Quintana
et al. (21) reports that the analysis of association between
quality of life and coping depends on the stage of cancer; for
example, it was observed that for groups of patients in stages
I-1I and follow-up —already treated— there was a significant
correlation coefficient, while in the group of patients in
stages III-IV, there was none. The study variables behaved
independently.

This study is consistent with current research interest on
psychology, since new methodologies were used to expand
knowledge about the psychological impact of oncologic
disease by providing information on the psychological
resources these patients have to cope with the disease;
this, undoubtedly, is of great importance to strengthen the
theoretical proposals in the fields of health psychology and
psycho-oncology. A greater emphasis on patients in stages I11
and I'V in new studies is also considered as necessary because
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one of the limitations of this research was not having a more
homogeneous population in terms of gender and amount of
patients for each stage.
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