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ABSTRACT

Objective: A comprehensive understanding of coping strategies of patients with advanced diseases can contribute to providing
supportive care that meets patients’ needs. However, insight into how coping of this population develops over time is lacking.
We examined coping strategies of patients with advanced cancer over time and identified distinct trajectories and their
predictors.

Methods: Data from 675 patients of the control group from the ACTION cluster-randomized trial were analyzed. Patients with
lung or colorectal cancer from six European countries (Belgium, Denmark, Italy, the Netherlands, Slovenia and the United
Kingdom) completed questionnaires at baseline, 12 and 20 weeks. Measures included Denial, Acceptance, and Problem-focused
coping (COPE, Brief COPE inventory; scores 4-16 per scale). We used linear mixed models to analyze the data and latent class
mixed models to identify stable (within patient change < 2) coping strategies.

Results: At baseline, patients reported low use of Denial (6.6) and greater use of Acceptance (12.6) and Problem-Focused
coping (12.2). These scores did not significantly change. We found four distinct trajectories for the use of Denial, three for
Acceptance and five for Problem-Focused coping strategies. Stable trajectories were found in 513 (77%) patients for Denial, 645
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(96%) for Acceptance and 602 (91%) for Problem-Focused coping. All coping strategies were stable in 447 (68%) patients and two

were stable in 181 patients (28%).

Conclusions: Overall, the use of coping strategies was rather stable in the majority of patients with advanced cancer. However,

for each of the coping strategies subgroups of patients reported fluctuating coping trajectories.

1 | Introduction

Patients with advanced cancer experience emotional and psy-
chosocial concerns due to the disease, its treatment and prognosis
[1]. One way to support patients in an advanced stage of their
illness can be to promote coping strategies that can contribute to
their well-being [2-4]. Coping is defined as a cognitive and
behavioral adaption process to manage individual challenges, For
example, the diagnosis of advanced disease [5]. Coping has two
main functions [6]. The first function is problem-focused; acting
on the challenge itself, for instance, by making a plan for next
steps [6]. The second function is emotion-focused; changing how
the challenge is experienced [6], for instance, by distracting ac-
tivities or seeking emotional support. These two coping functions
may occur in the same situation [5]. The varying ways of dealing
with challenges are termed “coping strategies” [7]. Many coping
strategies have been identified and different coping classification
systems have been developed [1, 8]. One way of classifying them is
into approach-oriented (e.g., Problem-Focused, Acceptance,
Active coping) and avoidance-oriented coping (e.g., Denial,
Suppression) [9, 10]. Approach-oriented coping is also called
engagement coping or adaptive coping, while avoidance-oriented
coping is also called disengaged coping. The use of coping stra-
tegies has been found to differ across patient groups, for instance,
older age was associated with more use of Denial coping and a low
WHO performance status with less use of Problem-Focused
coping [11]. Studies among patients with advanced cancer have
shown that approach-oriented coping tends to be associated with
better patient outcomes, such as better quality of life and less
distress, than avoidance-oriented coping [1]. For instance, in
patients with incurable lung or gastrointestinal cancer, adaptive
coping was associated with better quality of life and mood [3, 12].
Similarly in a study among women with ovarian cancer, those
who adapted to their reality reported better quality of life than
those who used coping strategies indicating denial [13]. Overall,
research has shown that patients with advanced cancer mainly
use approach-oriented coping [3, 11, 14]. However, coping stra-
tegies might vary and might not be mutually exclusive of each
other [15]. Patients with advanced cancer often attempt to balance
the idea of potential death with simultaneously continuing their
life. It positions them between “life engagement and death
contemplation” [16], which has been conceptualized as “double
awareness” [17]. Having a double awareness can be facilitative for
patients to cope with their circumstances more comprehensively
[18]. In such a period, for instance, both active coping and coping
through denial and avoidance can be useful. Hence, the use of
different coping strategies in patients with advanced cancer is
often based on a complex interplay of factors.

Additionally, it is not clear yet if coping strategies of patients with
advanced cancer fluctuate or change with time. On the one hand,
coping strategies could be relatively stable, as it is assumed that
patients may have a preferred set of coping strategies, partly

formed by their personality [5, 19]. On the other hand, the use of
coping strategies may be more dynamic, as the patients’ disease,
their personal situation and characteristics of their environment
might change over time their coping strategies may evolve as well
in response to these changes [1, 5, 19]. A study among patients
with incurable lung or gastrointestinal cancer indicated that early
palliative care resulted in increased use of approach-oriented
coping, which was associated with better quality of life and
reduced depressive symptoms [4]. Empirical evidence about the
stability of coping strategies of patients with advanced cancer is
mixed. Longitudinal studies in various cancer populations, mostly
women with breast cancer, have shown variations in the use of
coping strategies over time [20] while others found that the use of
coping strategies remains stable [21, 22].

Considering that distinct approaches to coping are accompanied
with advantages and disadvantages for the patient and might
change with time, better understanding trajectories of coping of
patients with advanced cancer and their predictors may allow
tailoring of psychological and supportive care [3]. The research
question of this study is: how does the use of Denial, Acceptance
and Problem-Focused coping of patients with advanced cancer
change over time?

2 | Methods

Previously we reported on the use of coping of 675 patients with
advanced cancer [11]. The present study is based on longitudi-
nal data from this ACTION trial, a cluster-randomized trial
investigating the effects of an advance care planning interven-
tion compared to care as usual as measured with questionnaires
at baseline, follow-up at 12 weeks (T1) and 20 weeks (T2)
[23, 24]. Patients with advanced lung or colorectal cancer were
recruited in outpatient departments in academic and nonaca-
demic hospitals in Belgium, Denmark, Italy, the Netherlands,
Slovenia, and the United Kingdom, between May 2015 and
February 2018 [23, 24]. Patients provided written informed
consent. Ethical approval was obtained from the Research
Ethics Committee of all participating countries [23, 24]. To
avoid any impact of the advance care planning intervention, we
only included patients from the care-as-usual arm.

2.1 | Measures
2.1.1 | Sociodemographic and Clinical Variables

At baseline, patients completed items about their age, educa-
tional level, gender, living situation, and religion. Clinical in-
formation about diagnosis, treatment, and performance
status according to the World Health Organization (WHO) scale
(0-fully active to 3-capable of only limited self-care) were
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provided by their healthcare providers. Data on patients' sur-
vival for 12 months following their inclusion in the ACTION
study (date of death) were extracted from the medical files.

2.1.2 | Coping

Patients’ coping strategies were measured at baseline, 12 weeks
(T1), and 20 weeks (T2). Given the health status of the study
participants, we needed to limit the number of items. We aimed
to measure both avoidance-oriented and approach-oriented
coping. Focusing on the coping strategies which seemed most
applicable for this patient group, we therefore selected the
subscales Denial and Acceptance of the COPE inventory [7] and
the subscale Problem-Focused coping. The latter is based on the
subscales Planning and Active coping of the Brief COPE, as
described by Jabbarian et al. [11, 25]. Descriptions of how pa-
tients had been coping with their disease during the previous
2 months were rated with a four-point Likert scale from 1 (“I
don't do this at all”), 2 (“I do this a little bit”), 3 (“I do this a
medium amount”) to 4 (“I do this a lot”). See Box 1 for the items
per coping subscale. For each subscale, the responses were
summed with scores per subscale ranging from 4 to 16; higher
scores indicate greater use of the particular coping strategy. To
assess the internal consistency, which reflects whether ques-
tions refer to the same underlying construct, we used Cron-
bach's alpha. A result between 0.70 and 0.95 is considered
sufficient [26].

BOX 1 | Items of the coping subscales.

Problem-focused

Denial Acceptance coping

1. T act as 1. I accept the 1. I concentrate

though this reality of the fact my efforts on

hasn't even that this has doing something

happened. happened to me. about my
situation.

2. I say to 2. Ilearn to live 2.1 take action to

myself “this with my situation. try to make my

isn't real” situation better.

3. I pretend that 3.1 get used to the 3.1 try to come up
this hasn't idea that this has  with a strategy
really happened happened to me. about what to do
to me. in my situation.

4. T think hard
about what steps
to take in my
situation.

4. 1 refuse to 4.1 accept that this
believe that this has happened to
happened me and that it
to me. can't be changed.

2.2 | Statistical Methods

Patients' sociodemographic and clinical characteristics were
summarized. We calculated means and standard deviations for
continuous variables and counts and percentages for categorical
variables. Coping subscale scores were included in the analyses
if patients responded to all items of a particular subscale.

To describe changes in coping subscale scores over time (base-
line vs. 12 weeks, baseline vs. 20 weeks), we used linear mixed
models, including a random intercept for patients to adjust for
repeated measurements. In these analyses we adjusted for
country, age, time of diagnosis of the primary tumor, and time
of diagnosis of the advanced stage. A p-value less than 0.05 was
considered to indicate a statistically significant change.

To investigate if there was heterogeneity in the trajectory of the
used coping strategies, we used latent class mixed models
(Iecmm). This method allowed us to distinguish groups of pa-
tients with distinct trajectories (latent classes) regarding their
use of a coping strategy over time (baseline, 12, and 20 weeks).
A distinct trajectory consists of a group of individuals who share
a common underlying pattern of coping over time [27]. The
optimal number of latent classes per coping strategy was eval-
uated by the model fit statistics Bayesian Information Criterion
(BIC), in which lower BIC values indicate a better-fitting model.
First, we tried one latent class, then two latent classes, and so
on. The optimal number of latent classes is achieved if adding
one latent class results in a higher BIC and thus fails to produce
a better model fit [28]. Additionally, in selecting the optimal
number of latent classes per coping strategy, model fit statistics
including Akaike Information Criterion (AIC), log-likelihood
and entropy-index were calculated. For each coping strategy,
we evaluated whether the characteristics of the patients differed
between trajectories. The characteristics we studied were age,
gender, country of residence, time since diagnosis of primary
tumor, time since diagnosis of advanced stage, and whether
patients were still alive at T2. The Pearson's Chi-squared test for
categorical variables and the Kruskal-Wallis rank sum test for
continuous variables were applied to describe predictors across
trajectories. A difference of at least two points between highest
and lowest use of a coping scale was considered to indicate an
unstable trajectory. To analyze the overall stability of coping per
person, a Chi-square analysis was performed. For each of the
coping strategies we compared mental health at baseline, as
assessed with 10 items of the EORTC mental health item bank,
per trajectory. To investigate potential differences in trajectories
between country and cancer type we performed interaction tests
in linear mixed models where we included time, type of cancer
and country and the interaction between time, type of cancer
and country. We used SPSS 24 and R 4.1.1, the package Ime4
was used to fit mixed models and package lcmm for fitting the
lecmm.

3 | Results

3.1 | Sociodemographic and Clinical
Characteristics at Baseline

We included 675 patients of the control arm of the ACTION trial
for this analysis. Patients’ mean age was 66 years and 407 (60%)
were male. Half of the included patients were diagnosed with
lung cancer stage III or IV (n = 342, 51%). On average, before
inclusion in the ACTION trial, patients had been diagnosed
with their primary tumor for 1.7 years (SD 2.4) and with their
advanced stage for 1.0 years (SD 1.4). At the time of inclusion,
595 (89%) of the patients received systemic anti-tumor
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TABLE 1 | Sociodemographic and clinical characteristics at baseline.

Belgium  Denmark Italy Netherlands Slovenia Total
m=135 (Mm=68) (=139 (n=168) (n=25) UK (n=140) (N = 675)
Age (years), mean (SD) 65.3 (9.5) 65.5(9.0) 65.5(9.5) 65.4 (8.1) 71.1 (9.5) 68.5 (11.0) 66.3 (9.6)
Years of education, 13.9 (4.4) 13.5(5.9) 11.4(5.2) 13.2 (3.7) 9.9 (3.3) 13.5 (4.7) 12.9 (4.7)
mean (SD)
Gender (male), n (%) 91 (67.4) 35 (51.5) 90 (64.7) 111 (66.1) 10 (40.0) 70 (50.0) 407 (60.3)
Living with a spouse, 1 (%) 106 (79.1)  55(80.9) 99 (73.9) 129 (78.2) 15 (62.5) 93 (69.9) 497 (75.5)
Having children, n (%) 114 (85.1) 62 (91.2) 118(86.8) 146 (86.9) 21 (84.0) 122 (89.1) 583 (87.3)
Religion, n (%)
Not specified 31 (23.8) 9(13.6) 16 (11.7) 17 (10.1) 2 (8.0) 18 (13.2) 93 (14.0)
Not religious 30 (23.1) 38 (57.6) 24 (17.5) 76 (45.2) 2 (8.0) 58 (42.6) 228 (34.4)
Religious 69 (53.1) 19 (28.8) 97 (70.8) 75 (44.6) 21 (84.0) 60 (44.1) 341 (51.5)
Diagnosis, n (%)
Lung cancer stage I1I/IV 79 (58.5) 34 (50.0) 71 (51.1) 76 (45.2) 0 (0.0) 82 (58.6) 342 (50.7)
Colorectal cancer stage IV 56 (41.5) 34 (50.0) 68 (48.9) 92 (54.8) 25 (100) 58 (41.4) 333 (49.3)
Years since diagnosis, 1.5 (1.7) 2.7 (3.2) 2.0 (3.5) 1.9 (1.9) 2.3(2.4) 0.9 (1.4) 1.7 (2.4)
mean (SD)
Years since diagnosis current 1.1 (1.4) 1.6 (2.2) 0.8 (1.1) 1.2 (1.4) 1.3 (1.9) 0.5 (0.8) 1.0 (1.4)
stage, mean (SD)
Current systemic treatment,” 127 (96.2) 68 (100.0) 135 (97.1) 139 (83.2) 12 (50.0) 114 (81.4) 595 (88.5)
n (%)
WHO performance status, n (%)
3 In bed/sitting for more 0 (0.0) 0 (0.0) 0 (0.0) 2(1.2) 1 (4.0) 5(3.6) 8(1.2)
than half of the day
2 Up for more than half of 7 (5.5) 1(1.5) 2 (1.4) 12 (7.1) 13 (52.0) 20 (14.3) 55 (8.2)
the day
1 No heavy physical work 57 (44.5) 40 (58.8) 65 (47.1) 122 (72.6) 10 (40.0) 49 (35.0) 343 (51.4)
0 Fully active 64 (50.0)  27(39.7) 71 (51.4) 32 (19.0) 1 (4.0) 66 (47.1) 261 (39.1)

Note: Missing total: Age (n = 6), education (n = 89), gender (n = 1), living with a spouse (n = 15), having children (n = 6), religion (n = 13), years since diagnosis (n = 1),
years since diagnosis current stage (n = 6), systemic treatment (n = 24), WHO performance status (n = 8).

Abbreviation: SD = standard deviation.

*Includes chemotherapy, immunotherapy, targeted therapy; treatments were not mutually exclusive.

treatment. The number of patients per country ranged from
n = 25 (Slovenia) to n = 168 (Netherlands), see Table 1.

3.2 | Coping at Baseline, 12 weeks (T1), and
20 weeks (T2)

For Denial, Cronbach alphas ranged between 0.856 and 0.850,
for Acceptance, they ranged between 0.755 and 0.789, and for
Problem-Focused coping between 0.821 and 0.847. These scores
all indicate good internal consistency.

Overall, the scores of the three coping strategies of patients with
advanced lung or colorectal cancer did not significantly change
over time (after 12 and 20 weeks), see Figure 1 and Table 2. At
baseline, patients reported low use of Denial (mean score 6.7 on
a scale of 4-16) and after 20 weeks this had not significantly
changed (mean score 6.6, p = 0.90). The baseline scores of
Acceptance and Problem-Focused coping were higher, and

these did not significantly change either: at baseline, the mean
score of Acceptance was 12.8 at baseline and 12.5 after 20 weeks
(p = 0.07), and the mean score of Problem-Focused coping was
12.2 at baseline and 12.0 after 20 weeks (p = 0.08).

3.3 | Trajectories of Coping Strategies

The AIC and BIC indicated the same number of latent classes
for denial. While the AIC indicated that models with more
latent classes were more appropriate (6 classes for problem-
focused and 7 for acceptance), we opted to retain the latent
class models indicated by the BIC as these are more parsimo-
nious and the improvement in log-likelihood was relatively
limited. The entropy index indicated that the models had a
moderate fit (See Supporting Information S1: Appendix 1). The
significance of the difference in mental health at baseline be-
tween the trajectories was p < 0.001 for Acceptance, p = 0.04 for
Denial and p = 0.10 for Problem-focused coping. Interaction
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FIGURE 1 | Coping strategies at baseline, 12 weeks (T1) and 20 weeks (T2) * Range of all scales is 4-16. Higher scores indicate more use of the

coping strategy.

TABLE 2 | Differences in use of coping strategies over time: baseline versus 12 weeks (T1) and baseline versus 20 weeks (T2), results from linear

mixed models.

Denial Acceptance Problem-focused
Time Beta 95% CI p-value Beta 95% CI p-value Beta 95% CI p-value
Baseline REF REF REF
T1 —0.01 -0.27, 0.24 > 0.90 -0.14 —0.37, 0.09 0.20 -0.19 —0.43, 0.05 0.12
T2 —0.02 -0.29, 0.25 0.90 —0.22 —0.47, 0.02 0.07 —0.22 —0.47, 0.03 0.08

tests with type of cancer and country were non-significant
across all outcomes for both variables, indicating no evidence
of differences in trajectories across the different subgroups.

3.3.1 | Trajectories of Denial

Based on the optimal fit of the BIC, we identified four latent
classes (distinct trajectories) for Denial (see Figure 2, Supporting
Information S1: Appendix 1). Most patients (n = 513, 77%) had a
stable trajectory: they reported low use of Denial at baseline, and
this did not change over time (trajectory 1). Three latent classes,
with 155 patients in total (23%), showed variations in the use of
Denial over time. In one of these classes (n = 73), trajectory 2, the
use of denial was rather high at baseline, decreased at 12 weeks to
bounce back at 20 weeks. In trajectory 3 (n = 49), baseline use
was similar to trajectory 2, but its use decreased at 12 and at
20 weeks. Trajectory 4 (n = 33), finally, was characterized by a
low use at baseline, followed by an increase at 12 weeks, to
remain stable until 20 weeks. A predictor of dynamic trajectories
of Denial was age: younger people reported low use of Denial and
were more likely to have trajectory 1.

3.3.2 | Trajectories of Acceptance

For Acceptance, we identified three latent classes (see Figure 3,
Supporting Information S1: Appendix 1). Most of the patients
reported either high use of Acceptance (n = 513, 76%) at base-
line, 12 and 20 weeks (trajectory 1) or intermediate use (n = 132,
20%) at baseline, 12 and 20 weeks (trajectory 2). A small group
(n = 25, 4%) did not have a stable trajectory: they reported high
use of Acceptance at baseline, and this decreased over time. The

Acceptance-coping trajectories were not associated with patient
characteristics.

3.3.3 | Trajectories of Problem-Focused Coping

For Problem-Focused coping, we identified five latent classes
based on the optimal fit of the BIC (see Figure 4, Supporting
Information S1: Appendix 1). The majority of patients (n = 504,
76%) were found in one latent class; they reported high use of
Problem-Focused coping on all three measurements. A smaller
group, latent class 2, continuously reported moderate use of
Problem-Focused coping (n = 98, 15%). Three latent classes,
with 61 people (9%) in total, represented variable patterns of the
use of Problem-Focused coping over time. Problem-Focused
coping was less likely to change among patients who were
closer to death compared to patients who were still alive at the
end of the study.

3.3.4 | Stability of Trajectories Across Coping Strategies

The majority of patients had stable trajectories for all three
coping strategies (n = 447, 68%), 181 patients had two stable
coping trajectories (28%), 28 patients (4%) had one and 1 patient
had no stable coping strategies (see Supporting Information S1:
Appendix 2).

4 | Discussion

In this study, we investigated how the reported use of Denial,
Acceptance, and Problem-Focused coping of patients with

5 of 10

85U801 SUOWWOD AR 3(gedldde ay) Aq peusenob ke Saie YO 8Sn Jo sejni o} Akeid1T8uljUQ AB[IM UO (SUONIPUOD-PUR-SLIBYWOY™AS | 1M Afeq 1joulUO//SANY) SUORIPUOD pue SWIS 1 84} 88S *[202/0T/yT] Uo A%igiTauljuo 48] ‘Spue (LN sueiyood Aq STEEUOA/Z00T 0T/10p/L0o™A8|im Areiqijeul|uo//sdny wouy pepeojumod ‘0T ‘vZ0Z ‘TTITE60T



Trajectory
Stable low (n=513)
—e— High-low-high (n=73)
—e— High-high-low (n=49)
Low-high-high (n=33)

16 -
124
<
c
[
[a)
8+
4_
TO T T2

Timepoint

FIGURE 2 | Trajectories (latent classes) of the use of Denial at baseline (T0), 10 weeks later (T1) and 20 weeks later (T2).

advanced lung or colorectal cancer changed over time, identi-
fied distinct trajectories and explored whether these are asso-
ciated with patient characteristics. During the initial
assessment, patients mainly used Acceptance and Problem-
Focused coping and little Denial coping. Overall, there were
no statistically significant changes in the use of these coping
strategies after 12 and 20 weeks.

However, several distinct trajectories could be identified for the
three coping strategies. While most patients had stable trajec-
tories for all or two out of three coping strategies, some patients
varied in their use of the coping strategies over time. In-
stabilities in coping strategies can also be connected to the
concept of double awareness [17]. Addressing this can be
facilitative for care communication in advanced cancer, as it
provides insight into the patient's psychological adaptation to
their new reality [16]. Rodin et al. developed an intervention for
individuals with advanced cancer, in which various topics such
as symptoms management and future-oriented concerns are
covered [29]. They found that this was beneficial to reduce
anxiety and depression in patients with advanced cancer who
experienced some psychological distress [29]. Thus, placing
focus on changing coping strategies is relevant for advanced
cancer care to support the patients in their individual journey.

Furthermore, some individual characteristics were more likely
to be connected with a specific coping strategy. To illustrate,
younger patients were more likely to have a stable strategy of
using little Denial coping, and patients who were closer to
death were less likely to change their level of Problem-Focused
coping compared to patients who were still alive by the end of
the study period. Hence, this suggests there is variability in the
use of coping strategies of advanced cancer patients and their
stability.

Currently, longitudinal studies reporting on coping among pa-
tients with advanced cancer are scarce. The results of this
5-month long study among people with advanced cancer
showed that the reported use of coping strategies seems to be
stable for most of the participating patients. This contrasts with
research on the development of coping strategies among women
with newly diagnosed breast cancer [20, 30, 31] and men with
curatively treated prostate cancer [32]. These studies reported
changes in coping strategies over time (3-12 months) in pop-
ulations at different stages (post-diagnosis) or types (curatively
treated) of cancer. However, Vos and colleagues found that the
use of Denial changed in the first 4 months after patients’
diagnosis with lung cancer and then remained rather stable
until 8 months later [33]. It is possible, that coping strategies of
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FIGURE 3 | Trajectories (latent classes) of the use of Acceptance at baseline (T0), 10 weeks later (T1) and 20 weeks later (T2).

the patients with advanced cancer in our study had changed
during earlier disease stages and stabilized by the time patients
were diagnosed with more advanced stages.

4.1 | Clinical Implications

Addressing coping strategies for advanced disease stages and
providing adequate support, for example, as an element of palli-
ative care for patients with advanced cancer, is associated with
improved quality of life [4]. Palliative care is aimed at relieving
symptom burden, improving quality of life, ensuring psychoso-
cial, spiritual and bereavement support and facilitating commu-
nication about illness, prognosis and death with patients, family
caregivers and healthcare professionals. Early integration of
palliative care into oncological care tends to have positive effects
on the quality of life of people with advanced disease [34-37] and
results in a more optimized timing of final chemotherapy
administration and transition to hospice services [38]. To under-
stand the mechanisms by which early integration of oncology and
palliative care results in better patient outcomes, researchers
explored the potential role of supporting patients’ coping strate-
gies [1]. They established that integrated palliative and oncology

care increased the use of approach-oriented coping, which in turn
led to better quality of life and reduced depressive symptoms [1].
Therefore, the authors conclude that palliative care may improve
patient outcomes by providing them with the skills to cope
effectively with advanced illness [1].

Furthermore, the stability of the individuals coping strategies can
be informative for interventions. In our study, coping strategies of
most patients with advanced lung or colorectal cancer did not
change during a period of 5 months. Such stability may be helpful
when these strategies seem to benefit the patient. However, if
strategies are not beneficial, interventions may be needed because
most people will not spontaneously adapt their coping strategies.
Additionally, it could be that instabilities in coping strategies of
people with advanced illness are associated with double aware-
ness [15]. Such double awareness can be helpful for people who
aim to cope with the idea of their approaching death while
continuing their life. For them, both active coping and coping
through denial and avoidance can be useful. Awareness of this
phenomenon can support care communication.

Tailoring medical communication about patients’ advanced
illness, prognosis and death to their individual coping strategies
and adapting interventions to patients’ needs is at the core of
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palliative care. We therefore conclude that early integration of
palliative care into oncology care is necessary and effective, at
least in part due to its impact on coping.

4.2 | Strengths

This research was based on a large set of longitudinal data of
patients with an advanced stage of cancer in six European
countries. Further, the patients were affected with two common
types of cancer. Thus, the study encompasses a wide range of
data. Furthermore, the research specified different sub-
populations rather than relying on the general trend of stability.

4.3 | Study Limitations

There are certain limitations to this study. First, the research
only focused on three coping strategies in connection to patients
with advanced cancer. This choice was made to reduce the
burden on participants, who were severely ill, by decreasing the
complexity and length of the questionnaire. Potentially, the
chosen measures were not sensitive to change and the addition
of measurements for other coping strategies could have affected
the results. For instance, including meaning-based coping,

which focuses on efforts to maintain positive well-being, could
have provided additional insights [1, 39]. Second, the target
group was limited to patients with advanced lung or colorectal
cancer, and their experiences may not be generalizable to those
of patients with other types of cancer or to patients with other
diseases than cancer. Third, the study only encompassed a
5-month time frame and cannot account for changes in coping
prior to or after this period. Considering that the participants are
in their last stage of life, an extension of the study length was
not feasible and might have been burdensome for the patients.
In addition, several of the trajectories include only 2%-4% of the
sample, while it has been argued that a minimum proportion of
5% is appropriate. However, differences between the latent
groups were sufficiently large to justify the current results.
Lastly, changes in coping strategies might be explained by
changes in clinical processes. However, we do not have insight
into the clinical trajectories.

4.4 | Conclusions

We found that coping strategies of most patients with advanced
lung or colorectal cancer did not change during a period of
5 months. Still, for each of the coping strategies we also found
subgroups with dynamic trajectories.
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For Denial coping, older age was found to be associated with
less stable coping trajectories whereas Problem-focused coping
tended to be more stable for patients who were closer to death.
Overall, placing focus on the coping strategies in advanced
cancer patients can be facilitative to personalize the provision of
adequate support and care.
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