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ABSTRACT

Objective: To assess hopelessness, anxiety, depression, and quality of life in cancer patients
undergoing palliative treatment by comparing their scores at the onset of treatment and one
month later and by assessing possible correlations with coping strategies.

Method: Participants included 85 patients of both genders (56.5% female) diagnosed with
advanced cancer who did not have curative therapeutic options who were assessed with self-
applied instruments (the Beck Hopelessness Scale, the European Organization for the Research
and Treatment of Cancer Quality of Life Core Questionnaire—Cancer 30, the Hospital Anxiety
and Depression Scale, and the Coping Strategies Inventory by Folkman and Lazarus) at two
timepoints: first before their appointment with doctors and other professionals in their first visit
to the palliative care outpatient clinic (PCOC) and then as soon as patients arrived at the PCOC
for their first medical follow-up visit (approximately 30 days after the first appointment).

Results: The scores for hopelessness, anxiety, and depression remained stable (p = 0.24). The
results were the same for the quality-of-life (QoL) variables, except for the fatigue and pain
scores, which decreased (p = 0.01), and social impairment, which increased (p = 0.03).
Analysis of the correlations between the coping mechanisms used after the onset of palliative
treatment showed that confronting coping, seeking social support, and positive reappraisal were
inversely correlated with hopelessness. Seeking social support, planful problem solving, and
positive reappraisal were inversely correlated with indicators of depression. In contrast, use of
the escape—avoidance strategy and reduced use of the planful problem-solving strategy were
associated with increased anxiety.

Significance of results: The employment of problem-focused coping strategies exerted a
positive impact on the end-of-life process and, above all, protected patients from the negative
experiences associated with psychiatric symptoms, thus enabling them to look for alternative
solutions for experiencing the end-of-life process in a more well-adjusted manner.
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INTRODUCTION 2010 in Brazil, most likely after having experienced
intense suffering (DataSUS, 2013). According to
some estimates, by 2010 approximately 17,000,000
worldwide will experience some type of cancer, and
more than 10,000,000 will die from consequences of
the disease (International Agency for Research on
Cancer, 2008).
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Indicators show that cancer is a global public health
problem. According to data provided by the Informat-
ics Department of the Unified Health System, ap-
proximately 155,706 people died of cancer during
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and improve the quality of life (QoL) for cancer
patients, and although the treatments available for
the more advanced stages of cancer are less aggres-
sive, the progression of the disease itself produces
symptoms that can contribute to a patient’s stress
and impair their quality of life (Oerlemans et al.,
2012). Such symptoms as thoughts and expressions
of hopelessness and high levels of anxiety and de-
pression are highly prevalent in patients with ad-
vanced cancer and must be taken into account in
their treatment (Mann & Currier, 2008). One study
that included 12 cancer treatment centers in the Uni-
ted States indicated that the prevalence of psycho-
logical stress is higher during the terminal stage of
disease, but it did not exhibit remarkable variation
throughout the course of antineoplastic treatment
(Zabora & Loscalzo, 2002). Some authors found evi-
dence that mental disorders, though common, are
still underdiagnosed in the field of palliative care (Za-
bora & Loscalzo, 2002; Mann & Currier, 2008; Mysta-
kidou et al., 2008; Saporetti et al., 2012); for that
reason, they are not treated appropriately, thus caus-
ing substantial suffering for patients and their care-
givers (Thompson et al., 2010).

Introduction of the hospice model of treatment oc-
curred in conjunction with a shift in the abovemen-
tioned profile. For instance, Yennurajalingam et al.
(2012) found that approximately 70% of the physical
and psychological symptoms (nausea, depression,
pain, fatigue, and appetite loss, among others) exhib-
ited significant improvement in an outpatient sample
receiving palliative care. Similar findings were repor-
ted by Temel et al. (2010), where study patients with
lung cancer who were assisted by clinical oncologists
and palliative care staff exhibited better quality of
life and longer survival compared with patients as-
sisted by oncologists alone. In addition, other studies
conducted among patients with advanced cancer re-
ported improvement of physical symptoms, even
under conditions in which the disease seemed to
pose an imminent threat (Morita et al., 2005; Temel
et al., 2010). All of these data show that patients’
quality of life improves after the onset of palliative
care and thus contradict the usual stereotypes about
this therapeutic approach, related to suffering, pain,
and death.

Nevertheless, in spite of the above findings show-
ing the positive impact of palliative care, it is impor-
tant to remember that the diagnosis of advanced
cancer is experienced as a moment of crisis by
many patients. It is assumed that most patients
will adapt gradually to their diagnosis, and others
will have difficulty in adjusting.

Psychosocial adaptation or adjustment to cancer is
the process through which each individual seeks to
manage his or her suffering, solve specific problems,
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and obtain some control over the events triggered by
the disease. Efficient adaptation is achieved when
the individual, by means of his or her thoughts and
behaviors, succeeds in minimizing problems in func-
tioning in everyday life, regulating emotional dis-
tress, and remaining active and participating in
personally significant activities (Stanton et al.,
2007; National Cancer Institute, 2008).

Therefore, another significant feature of palliative
care concerns coping mechanisms because patients
need to mobilize psychosocial resources in their effort
to address the stress associated with the terminal
stage of cancer. According to Lazarus (1966), coping
mechanisms are strategies used to address an immi-
nent threat. Such strategies are considered effective
when they attenuate the uncomfortable and unplea-
sant feelings associated with threats or losses. They
are considered dysfunctional when they are ineffec-
tive; when they do not ensure satisfactory quality of
life or the physical, emotional, and social well-being
of patients; or when they affect a patient’s psycho-
neuroendocrine balance (Pecanha, 2008).

Chapman and Pepler (1998) investigated the as-
sociations among coping strategies, hope, and antici-
patory grief in palliative care patients and found
that the former two factors are inversely correlated
with the latter. Similarly, Soares et al. (2000) investi-
gated the associations between emotional adjust-
ment, coping strategies, affectivity, and perceptions
of disease in patients with advanced cancer and
found correlations among all of these variables. The
authors also emphasized the relevance of the psycho-
logical factors in adjusting to cancer.

From a broader perspective, Stanton et al. (2007)
performed a review of the literature on psychological
adjustment to chronic diseases and identified a series
of quite interesting facts: (a) although the use of
avoidance strategies is associated with high levels
of stress and predicts long-term maladjustment, it
might be efficacious, which points to the need to as-
sess its function better within the context of the de-
mands of the disease; (b) the strategies aimed at
minimizing threats might be useful for reducing
stress during the critical stages of disease; (c) pro-
blem-focused strategies are strongly correlated with
positive adjustment indicators; (d) interventions
that encourage the use of approach strategies, such
as problem solving, are useful for promoting adapta-
tion; and (e) the combination of avoidance strategies
with poor availability of social support represents a
risk factor for stress (Beck et al., 1993). These find-
ings indicate that adaptive or maladaptive outcomes
are related to the type of strategies employed.

Therefore, the aim of the present study was to as-
sess the levels of hopelessness, anxiety, depression,
and quality of life in cancer patients receiving
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palliative care and to assess their correlations with
the use of various coping strategies by comparing
measures taken at the onset of palliative treatment
to ones taken one month later. Knowledge of these
parameters is relevant for the development of
specific therapies aimed at reducing the impact of
disease on the everyday life of patients subjected to
palliative care.

METHODS

Participants

Conducted at a palliative care unit (PCU) specifically
for cancer patients, the present study is a prospective
cohort study that analyzed a convenience sample se-
lected according to the following criteria: (a) in-
clusion: patients of both genders diagnosed with
advanced cancer, who did not have curative thera-
peutic options, who were aged 18 years or older,
and who were making their first visit to the PCU as
outpatients; and (b) exclusion: patients with severe
impairment of cognitive ability, illiteracy, clinical
conditions that prevented application of study instru-
ments, a hospital admission between the two time-
points of data collection, patients who did not
participate in the second data collection session,
and patients with incomplete/incorrect responses to
the instruments.

Instruments

The following instruments were utilized for data col-
lection: (a) the Beck Hopelessness Scale (BHS), a
self-administered, dichotomous scale (yes/no), trans-
lated and adapted for Brazil by Cunha (Cunha, 2001)
that consists of 20 items with statements related to
the cognitive features of hopelessness; (b) the Euro-
pean Organization for the Research and Treatment
of Cancer Quality of Life Core Questionnaire—Can-
cer 30 (EORTC QLQ-C30) (Aaronson et al., 1993),
a self-administered instrument adapted and vali-
dated in the Brazilian Portuguese language in two
separate studies, combined with the specific module
for patients with lung cancer (EORTC LC-13) (Brabo
et al., 2006; Franceschini et al., 2010); the EORTC
QLQ-C30 comprises 30 questions scored in mul-
tiple-item scales and single-item measures distribu-
ted over five functional scales, three symptom
scales, one quality of life and global health scale,
and one scale assessing the financial impact of dis-
ease and treatment, in addition to six individual
items assessing the symptoms commonly reported
by cancer patients (Aaronson et al., 1993; Brabo
et al., 2006); (c) the Hospital Anxiety and Depression
Scale (HADS) (Zigmond & Snaith, 1983), a self-admi-
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nistered scale validated for Brazil by Botega et al.
(1998) that comprises 14 items, seven that assess
anxiety (HADS—A) and seven that assess depression
(HADS-D); (d) the Coping Strategies Inventory by
Folkman and Lazarus (1980), a self-administered in-
strument validated for Brazil by Savoéia et al. (1996)
that comprises 66 items scored on a 4-point Likert-
type scale; and (e) the Structured Interview for Socio-
demographic and Clinical Characterization, which
was specifically adapted to include the sociodemo-
graphic and clinical data of interest for the present
study.

The study was approved by the local ethics com-
mittee (ruling no. 208/2009) in accordance with
Resolution 196/96 (Ministério da Saude, 1996) on re-
search involving human beings, and the volunteers
were required to sign an informed consent form in
order to be included in the study.

Data Collection

Data were collected on an individual basis at two
different timepoints. Initially (T'1), patients were re-
cruited upon visiting the palliative care outpatient
clinic (PCOC) for the first time before their appoint-
ments with doctors and other professionals. The
second session (T2) was performed as soon as the
patients arrived at the PCOC for their first medical
follow-up visit (approximately 30 days after the first
one), when all of the abovementioned instruments
were administered again.

Data Analysis

The data were entered into a database and analyzed
using SPSS statistical software. The following statis-
tical techniques were applied: (a) descriptive statis-
tics were employed to assess the sociodemographic
and clinical characteristics of the sample; (b) the
Wilcoxon test was employed to compare the variables
at T1 and T2; and (c) Spearman’s correlation test was
utilized to investigate correlations between variables.
The significance level was established as p < 0.05.

RESULTS

A total of 103 volunteers completed the first assess-
ment. Of these, 85 also completed the second one,
and these 85 individuals comprised the final sample.
Of these participants, 18 were excluded for the fol-
lowing reasons: death (n = 3), loss to follow-up (n =
7), hospital admission (n = 6), and dropout (n = 2).
Females represented slightly more than half of the
sample (56.5%). The average age was 50.91 years
(standard deviation [SD], 12.51); 68 (80.0%) volun-
teers had children, and 37 (43.5%) had completed el-
ementary education or were literate. More than 87%
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Table 1. Means and standard deviations of scores for hopelessness, anxiety, depression, and quality of life at
the onset of palliative treatment (T'1) and 30 days later (T2)

Variable T1 T2 Statistics®
Mean (SD) Mean (SD)
BHS 7.09 (3.81) 7.21 (4.07) W= -0.742
p=045
HADS-A 5.29 (3.50) 5.37 (3.74) W=-0.274
p=0.78
HADS-D 4.54 (3.25) 4.96 (3.39) W=-1.166
p=0.24
EORTC global health 71.86 (18.31) 72.25 (20.70) W= -0.452
p=0.65
EORTC physical 65.96 (24.34) 67.92 (22.26) W=-0.961
p=0.33
EORTC role 67.05 (30.96) 70.98 (30.76) W=-1.330
p=0.18
EORTC emotional 68.92 (26.33) 70.58 (25.76) W=-0.911
p=0.36
EORTC cognitive 75.68 (32.28) 77.84 (28.79) W=-0.751
p=045
EORTC social 71.96 (32.03) 80.98 (28.18) W=-2.138
p=0.03*
EORTC fatigue 35.81 (27.39) 28.75 (24.68) W= -2577
p=0.01%
EORTC nausea 13.33 (21.33) 11.96 (19.85) W= -0.504
p=0.61
EORTC pain 49.01 (35.48) 39.01 (32.58) W=-248
p=0.01°*%
EORTC dyspnea 13.72 (26.37) 12.15 (22.32) W=-0.771
p=044
EORTC insomnia 30.19 (38.36) 28.23 (37.26) W= -0.805
p=042
EORTC appetite loss 30.98 (39.43) 23.52 (34.43) W=-1.913
p =0.056
EORTC constipation 22.74 (35.34) 23.92 (36.22) W=-0.271
p=0.78
EORTC diarrhea 8.23 (19.85) 8.23 (23.51) W= -0.096
p=0.92
EORTC financial difficulties 27.84 (37.03) 28.62 (34.17) W= -0.100
p=0.92

1 Wilcoxon test; *statistical significance; SD = standard deviation; BHS = hopelessness; HADS—A = anxiety; HADS-D =

depression; EORTC = quality of life.

of volunteers (n = 74) participated in religious activi-
ties; the large majority of them were Catholic
(65.9%), and 44.7% sought religious assistance fol-
lowing the diagnosis of cancer.

With regard to clinical characteristics, only 9.4% of
volunteers had received previous psychiatric treat-
ment, and 5.9% were currently undergoing such
treatment. Slightly more than 10.5% of the sample
used psychiatric medication at the time of data collec-
tion. Most participants had received chemotherapy
(341.8%) or a combination of two or more antineo-
plastic treatments (40%) in the past. At the time of
data collection, 47 (565.3%) and 73 (85.9%) volunteers
were no longer using chemotherapy and radiother-
apy, respectively. Pain was reported by 45 (52.9%)
volunteers, and 74 (87.1%) did not use any alterna-
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tive treatment in combination with conventional
treatment.

Table 1 shows the indicators of hopelessness,
anxiety, depression, and QoL before and 30 days after
the onset of palliative treatment. As can be seen, the
hopelessness scores were below the normative aver-
age at the first assessment (mean = 9.20, SD =
4.72) (Cunha, 2001) and remained quite stable
throughout the first month of palliative care. There
was no significant difference between the scores
from the first and second assessments. The indi-
cators of psychopathology were similar: the anxious
and depressive symptom scores were well below the
normative mean (mean = 12.36, SD = 5.14) at the
first assessment and remained virtually unchanged
at the second (Botega et al., 1998).
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Table 2. Means and standard deviations of the scores for coping mechanisms used by participants at the onset

of palliative treatment (T'1) and 30 days later (T2)

Variable T1 T2 Statistics®
Mean (SD) Mean (SD)
Confrontational coping 3.60 (2.82) 3.23 (2.61) W=-1.67
p=0.09
Distancing 7.04 (3.85) 7.15 (3.71) W=-0.226
p=0.82
Self-controlling 6.23 (2.84) 5.97 (2.35) W=-0.710
p=0.47
Seeking social support 10.52 (3.99) 10.41 (4.22) W= -0.084
p=0.93
Accepting responsibility 7.51 (4.87) 6.52 (4.02) W=-195
p = 0.05*%
Escape—avoidance 3.77 (1.53) 3.52 (1.53) W=-1.475
p=0.14
Planful problem solving 8.48 (2.54) 8.27 (2.54) W=-0.776
p=0.43
Positive reappraisal 13.05 (5.21) 12.75 (4.35) W=-0.786
p=0.43

'Wilcoxon test; SD = standard deviation; *statistical significance.

Few significant changes occurred in the variables
related to quality of life, with the exceptions of the fa-
tigue and pain scores, which decreased (p = 0.01),
and the social impairment scores, which increased
(p = 0.03). With regard to the remainder of the vari-
ables, the average scores in the physical domains
were low compared with the instrument standards
before the onset of palliative treatment. Neverthe-
less, it is worth noting the reduction, albeit statis-
tically nonsignificant, in average scores after 30
days of treatment (except for diarrhea and consti-
pation, which remained stable and increased, re-
spectively). Although the scores in the emotional,
cognitive, and social domains were high before the
onset of palliative treatment, they exhibited a slight
increase, also statistically nonsignificant, thus indi-
cating a satisfactory level of quality of life in these
domains.

In the comparison of coping strategies (Table 2),
the single statistically significant change between
assessments was observed for “accepting responsibil-
ity,” which increased slightly (p = 0.05). The follow-
ing strategies were employed more frequently:
positive reappraisal, seeking social support, accept-
ing responsibility, and planful problem solving. Dis-
tancing and escape—avoidance were the strategies
used least often.

The correlations between coping mechanisms
used after the onset of palliative care and the indi-
cators of hopelessness, anxiety, and depression one
month later (T2) showed that some correlations
were moderately strong, as presented in Table 3.
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Table 3. Main correlations between the coping
mechanisms used and the indicators of hopelessness,
anxiety, and depression

Variable BHS HADS-A HADS-D
Confrontational r=-025 r=0.20 r=-0.01
coping
p=0.02* p=0.05 p=0.92
Distancing r=-004 r=-013 r=-0.09
p=0.66 p=0.21 p=0.36
Self-controlling r=0.04 r=-009 r=-0.13
p=0.66 p=0.38 p=0.20
Seeking social r=-031 r=-0.03 r=-0.26
support
p=0.003* p=0.76 p =0.001*
Accepting r=-020 r=20.16 r=-0.12
responsibility
p=0.06 p=0.13 p=0.23
Escape—avoidance r=0.01 r=0.24 r=-0.01
p=0.90 p=0.02* p=0.94
Planful problem r=-012 r=-023 r=-0.37
solving
p=0.27 p=0.03* p=0.001%
Positive r=-029 r=-012 r=-031
reappraisal
p=0.006% p=0.27 p = 0.005*
BHS - r=0.0038 r=0.36
p=0.97 p=0.74
HADS-A r=0.003 - r=20.42
p=0.97 p =0.001*
HADS-D r=20.03 r=0.42 -
p=0.74 p=0.001*

*statistical significance; BHS = hopelessness; HADS-A =
anxiety; HADS—D = depression; r = Pearson’s correlation
coefficient.
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Table 4. Main correlations between quality of life
and the indicators of hopelessness, anxiety, and
depression

Variable BHS HADS-A HADS-D
EORTC
QLQ-C30
Global r=0.06 r=-0.18 r=-0.31
p=0.58 p=0.08 p =0.003*
Physical r=0.03 r=-0.27 r=-0.31
p=0.75 p=0.01% p = 0.003*
Role r=20.05 r=-024 r=-0.34
p=0.63 p =0.02% p=0.001%
Emotional r=-0.02 r=-0.55 r=-0.40
p=0.82 p=0.001* p=0.001%
Cognitive r=-0.05 r=-0.38 r=-0.35
p =0.62 p=0.001% p =0.001*
Social r=20.30 r=-0.26 r=-0.24
p =0.005*% p=0.01% p = 0.02%
Fatigue r=-0.18 r=20.16 r=0.26
p=0.09 p=0.12 p=0.01%
Nausea r=20.05 r=20.07 r=20.09
p=0.60 p=048 p=0.39
Pain r=-0.06 r=0.28 r=0.37
p=054 p=0.007* p =0.001*
Dyspnea r=-0.05 r=20.28 r=20.09
p=0.60 p =0.008*% p=0.40
Insomnia r=20.04 r=0.35 r=0.28
p=0.67 p=0.001* p = 0.008*
Appetite loss r=-0.03 r=0.42 r=0.28
p=0.75 p =0.001* p = 0.009%
Constipation r=0.05 r=20.19 r=0.26
p=0.59 p=0.08 p=0.01%
Diarrhea r=20.08 r=20.20 r=20.03
p=0.46 p=0.06 p=0.72
Financial r=-0.14 r=20.13 r=0.24
difficulties
p=0.20 p=0.20 p = 0.02*%

r = Pearson’s correlation coefficient; *statistical
significance; BHS = hopelessness; HADS—A = anxiety;
HADS-D = depression.

As can be seen from Table 3, confrontational cop-
ing, seeking social support, and positive reappraisal
strategies were inversely correlated with hopeless-
ness (mild/moderate degree). In other words, the
increased use of those mechanisms reduced the ex-
periences of hopelessness. Seeking social support,
planful problem solving, and positive reappraisal
were negatively correlated with the indicators of de-
pression. In contrast, increased use of the escape—
avoidance strategy and reduced use of the planful
problem-solving strategy were correlated with in-
creased anxiety. A moderate correlation was also ob-
served between anxiety and depression (p = 0.001).

The main associations found between the QoL
scores and the indicators of hopelessness, anxiety,
and depression are given in Table 4, which shows
that social impairment was the only quality-of-life
domain that exhibited a correlation with the indi-
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cators of hopelessness, a correlation that was direct
and moderate. The various domains of QoL exhibited
direct correlations with anxiety and depression,
which suggests that changes in QoL have a negative
impact on those indicators of psychopathology. It is
noteworthy that most of the physical symptoms as-
sessed exhibited direct correlations with the indi-
cators of anxiety and depression, thus denoting a
negative impact.

Investigation of the associations between the var-
ious coping strategies and the quality-of-life domains
showed that few correlations reached statistical sig-
nificance and that they were weak. Accepting respon-
sibility and positive reappraisal exhibited a positive
correlation with the physical domain of QoL. Positive
reappraisal exhibited a positive impact on the cogni-
tive domain but a negative impact on fatigue. The use
of confrontational coping and escape—avoidance ex-
hibited a negative correlation with the emotional do-
main, suggesting that such extreme strategies have a
negative impact on emotional behavior. Finally, re-
ductions in the self-controlling, planful problem sol-
ving, and positive reappraisal strategies were
associated with increased financial difficulties.

DISCUSSION

The present study, which was conducted in a pallia-
tive care unit, found that volunteers’ levels of hope-
lessness were not high and did not increase after
the onset of treatment. This finding deserves atten-
tion because it conflicts with reports in the literature
that hopelessness is a common (though undesirable)
occurrence, particularly throughout the course of
treatment, and that some patients experience strong
feelings of hopelessness (Matsumoto, 2012). Some
studies conducted with patients undergoing pallia-
tive care showed that the risk of hope reduction was
greater compared with the overall population (Breit-
bart et al., 2000), which was not found in the present
study. Conversely, the results of our study indicate
that palliative treatment is likely to have a positive
influence. The treatment provided at the institution
that assisted the investigated population, based on
the hospice model, is particularly likely to be effec-
tive and might have represented a differential factor
that exerted a positive influence on the maintenance
of hope.

In the present study, the indicators of psychopa-
thology were assessed with the HADS and did not in-
crease with the onset of palliative treatment. This
result also conflicts with the literature, which reports
a strong association between anxiety and depression
and advanced cancer (McClain et al., 2003; Miovic &
Block, 2007; Lichtenthal et al., 2009). However, more
recent studies have reported findings about anxiety
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that were similar to the findings of our study, indicat-
ing that anxiety does not systematically exhibit a pro-
portional correlation with the severity of clinical
diseases and the approach of death (Lichtenthal
et al., 2009; Kolva et al., 2011).

Two factors might account for the low levels of psy-
chopathological symptoms that we observed. First,
the differentiated and humanized treatment provi-
ded by the institution is based on a hospice model
and thus seeks to afford a pleasant and humanized
environment in addition to providing a full interdisci-
plinary staff specializing in this type of care. That
model of care and particular physical structure foster
an environment that enables wishes, farewells, and
the attribution of novel meaning to one’s experience;
it also strengthens the care provided to each patient,
taking his or her individuality into account and ex-
tending care to their relatives. Second, with regard
to the past psychological/psychiatric history of the
volunteers, only a small fraction of them had exhib-
ited disorders or used psychoactive drugs. Thus, the
sample was previously healthy, which favors the
maintenance of psychiatric health.

With regard to the physical and clinical conditions
of cancer patients, terminal cases in particular,
reports in the literature indicate that an exacer-
bation of physical symptoms and clinical disorders
is correlated with increased stress and worsening of
patients’ mental health (Pereira et al., 2010). The re-
sults for the various EORTC domains in the present
study corroborate that association. However, it is
noteworthy that the intensity of such symptoms
decreased throughout the course of palliative treat-
ment, which favored improvement of patients’ qual-
ity of life and emotional condition, and thus
contradicts the stereotypes associated with palliative
care. Instead, this result adds further evidence that
palliative care contributes to the physical and
emotional well-being of patients.

From a psychological perspective, the assessment
of coping resources one month after the onset of pal-
liative treatment showed that the strategies most fre-
quently used by volunteers were positive/adaptive
and that reassessment of the experienced situation
and active coping with the problem were the predo-
minant strategies. Distancing and escape—avoidance
were seldom used as coping strategies after the onset
of treatment. Similar results were found in a study
conducted among young patients with advanced can-
cer: the positive correlations involved proactive cop-
ing with the experienced situation (i.e., dealing
with it in an active manner) by acting and interven-
ing directly on the stressors related to advanced can-
cer. However, the use of distancing and detachment
strategies (i.e., patients sought to avoid having to
cope with the experience of cancer) favored poten-
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tially contradictory and negative responses (Pacheco,
2004). Coping has also been investigated in other
clinical diseases other than cancer (Trevino et al.,
2012), and our findings agree with that literature,
which states that some coping strategies might help
patients address negative events and lessen suffer-
ing and more efficiency (Miyazaki et al., 2005;
Straub, 2005).

Analysis of the correlations between coping re-
sources and quality of life showed that improvement
of the latter was associated with greater use of adap-
tive strategies. These findings agree with the results
found by Gibson et al. (2011), who studied patients
with chronic diseases and found an association be-
tween the use of adaptive strategies and improve-
ment in the QoL as well as between reduced use of
escape—avoidance and increased psychological suf-
fering in patients infected with the human immuno-
deficiency virus (HIV) (Penedo et al., 2003; Weaver
et al., 2004). In that study, denial was considered to
be a coping strategy associated with poorer mental
health and QoL (Weaver et al., 2004) as well as
with poorer physical and social functioning (Penedo
et al., 2003). Therefore, there is a direct positive cor-
relation among coping resources and mental health
and QoL, which suggests that the individuals who
feel able to manage the challenges in life and main-
tain a sense of personal control enjoy better mental
health (Lien et al., 2009).

CONCLUSIONS

Enrollment in palliative treatment had no negative
impact on the level of trust of patients and, to the con-
trary, favored improvement in clinical conditions.
The use of problem-focused coping strategies exhib-
ited a positive impact on the end-of-life process, giv-
ing new meaning to and making the most of the
last moments of their lives.
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