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Abstract

Background: Breast cancer (BC) survivorship is associated with sig-
nificant psychological challenges, including anxiety, stress, and de-
pression. Coping strategies (C-Strats) play a crucial role in influenc-
ing psychological well-being (Psych-WB) among survivors, but few 
studies have explored interconnected factors among BC surviving 
women in Bahrain, a disadvantaged population. This study thus exam-
ines the links between psychological coping and well-being solutions 
as deployed among women after BC in the Kingdom of Bahrain and to 
explore variations according to selected demographic characteristics.

Methods: A descriptive cross-sectional design was employed. A to-
tal of 104 BC survivors attending oncology clinics in governmental 
hospitals were recruited using convenience sampling. Data were col-
lected using a demographic questionnaire, the Brief Coping Orien-
tation to Problems Experienced Scale, and the Depression Anxiety 
Stress Scale. Descriptive and inferential statistics, including t-tests, 
analysis of variance, and Pearson correlation, were performed using 
SPSS version 28.

Results: Participants demonstrated moderate use of C-Strats, with 
higher reliance on problem-focused and “emotion-focused coping,” 
particularly religious coping, and lower use of “avoidant coping.” 
Psych-WB scores indicated moderate levels of anxiety, stress, and 
depression. C-Strats did not differ significantly across demographic 
variables (P > 0.05). However, psychological distress was significant-
ly associated with age (P = 0.035), with younger survivors reporting 
higher distress levels. A statistically significant moderate negative 
correlation was found between C-Strats and Psych-WB (r = −0.501, 
P < 0.001), indicating that higher coping ability was associated with 
lower psychological distress.

Conclusion: The findings highlight the protective role of C-Strats in 
reducing psychological distress among BC survivors. Interventions 
aimed at enhancing adaptive coping, particularly among younger sur-
vivors, are recommended to improve Psych-WB.
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Introduction

Breast cancer (BC) has long been acknowledged as one of the 
most pressing global public health challenges, being the most 
diagnosed cancer among women worldwide. In 2022, an esti-
mated 2.3 million women were diagnosed with BC globally, 
accounting for approximately 670,000 deaths, highlighting 
both the substantial burden of the disease and disparities in 
outcomes across different regions. Globally, BC accounts for 
nearly 12% of all new cancer cases in women [1]. Trends over 
the past decade indicated a modest but steady rise in BC inci-
dence in many countries, including high-income nations.

In the United States, the incidence of invasive BC contin-
ues to increase by approximately 1% per year (1.4% among 
women under 50 years of age), while mortality rates have de-
clined. This is largely due to advances in screening, early detec-
tion, and treatment, yet holistic discrepancies affect outcomes, 
as evident in racial disparities. For instance, Black women 
continued to experience higher mortality (despite having lower 
incidence) than White women. Globally, mortality reductions 
were more evident in higher-income countries, where access 
to early detection and effective therapies was well established 
[2], including more holistic and spiritual approaches to care 
and coping [3]; this is encompassed in the study instrument’s 
Brief Coping Orientation to Problems Experienced (Brief-
COPE) instrument, as described below.

Conversely, many low- and middle-income countries faced 
rising incidence rates without corresponding improvements in 
survival, primarily due to limited health infrastructure, delayed 
diagnoses, and inadequate access to quality care [4].

In the Eastern Mediterranean Region and Gulf Coopera-
tion Council (GCC) countries, BC constitutes a major propor-
tion of the female cancer burden. In 2020, GCC countries re-
ported approximately 42,475 new cancer cases, and female BC 
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accounted for 16% of these cases. It is projected that cancer 
incidence and mortality in the GCC may double by 2040 (from 
2020 levels) if current trends continue [4].

In Bahrain, BC was the most diagnosed cancer among 
women, representing a significant public health concern. In 
2022, it accounted for 324 new female cancer cases, or 44.4% 
of all new female cancer diagnoses in the country, emphasiz-
ing its predominant role in the national female cancer profile. 
Historically, the “age-standardized incidence rate” (ASIR) in 
Bahrain was relatively high compared to neighboring countries. 
Between 2000 and 2010, ASIR declined from 58.2 to 44.4 per 
100,000, with an average of 52.3 per 100,000 over that period. 
During this decade, only 12.7% of cases were detected through 
screening, and the mean age at diagnosis was 50.9 years [5].

BC, beyond being a physical health issue, entails profound 
psychological and emotional strains on survivors, including 
fear of recurrence, changes in body image, and uncertainty 
about life after treatment. These challenges lead to elevated 
anxiety, depression, and reduced quality of life (QoL), high-
lighting the critical need to address the psychological well-
being (Psych-WB) of survivors [6].

The journey of BC survivors was marked by numerous 
physical, emotional, and psychological challenges. Survivors 
often face long-term effects of treatment, changes in body im-
age, fatigue, and fear of recurrence, which significantly un-
dermine their QoL. Coping strategies (C-Strats) are highly 
important, enabling survivors to manage stress, adapt to their 
changing circumstances, and maintain a sense of control. Ef-
fective coping mechanisms, such as problem-solving, positive 
reframing, and seeking social support, are linked with better 
psychological outcomes [7, 8].

Adaptive C-Strats, including problem-solving, emotional 
expression, and seeking help, allow survivors to effectively 
manage stress, whereas maladaptive coping often worsens psy-
chological outcomes. Spirituality and self-compassion provide 
additional psychological resources, offering meaning, hope, and 
emotional strength during the survivorship journey [9].

To deal with cancer and survivorship stressors, patients 
adopt numerous strategies to cope, ranging from adaptive, 
healthcare professional-mediated programs to improve self-
efficacy and self-care (and support-seeking behavior), to mala-
daptive ad hoc solutions developed autonomously (e.g., drink-
ing alcohol or denial). Previous studies found that C-Strats like 
fatalism and helplessness were linked to higher levels of psy-
chological distress among BC survivors [10, 11].

Aim

This research aims to explore the interconnected links between 
access to social support, strategies for C-Strats, spirituality, 
and Psych-WB among survivors of BC (hereinafter “survi-
vors”) in the Kingdom of Bahrain.

Materials and Methods

A descriptive cross-sectional design was employed to exam-

ine the experiences of survivors. This design was chosen to 
evaluate C-Strats and Psych-WB at a single point in time, as it 
provides an efficient method for capturing these variables [12–
14]. Data were collected from women diagnosed as survivors.

Study setting

The setting for this study was primarily the oncology clinics 
of governmental hospitals, which served as a key point of care 
for patients diagnosed with BC. These clinics were not just 
medical facilities for treatment but also centers where patients 
received chemotherapy, follow-up care, and appointments, in-
cluding psychological support and counseling. The choice of 
oncology clinics in governmental hospitals as the study set-
ting was strategic, as these centers treat a diverse range of BC 
survivors (and current BC patients) related to demographics, 
disease severity, and treatment stages.

Population

The population for this study included female survivors who 
attended oncology clinics at governmental hospitals in Bah-
rain. These participants were selected due to their accessibility 
and their relevance to the research objectives. Survivors were 
defined as women who had been diagnosed with BC and had 
undergone treatment, including mastectomy, within the past 5 
years. This population (n = 120) was particularly significant 
as it represented individuals actively engaged in healthcare 
services and likely encountering the physical, psychological, 
and emotional challenges associated with survivorship. Eligi-
ble participants were female patients aged 20 years and above, 
capable of reading and understanding Arabic, and regularly at-
tending oncology clinics or follow-up appointments for treat-
ment.

Sample size

Based on calculations using the Epi Info program version 10, 
the sample size for this study was set at a minimum of 91 par-
ticipants. This size was determined using parameters such as 
a population size of 120 (the number of patients at the studied 
site), a 95% confidence level, a 50% expected frequency, and 
a 5% margin of error. The outcome variable considered for the 
sample size estimation was prevalence of psychological dis-
tress or QoL score among survivors. The chosen sample size 
was considered sufficient to provide reliable and statistically 
significant data, while also being manageable for in-depth 
analysis. During the research period (from June 2023 to De-
cember 2023), 104 out of 120 eligible patients expressed their 
willingness to participate in the study.

Criteria for sample selection

The criteria for selecting participants were designed to ensure 



Articles © The authors   |   Journal compilation © World J Oncol and Elmer Press Inc™   |   https://wjon.elmerpub.com 741

Hasan et al World J Oncol. 2026;17(5):739-750

that the sample was sufficient to identify trends among the gen-
eral service user group of survivors attending oncology clinics 
in governmental hospitals. The inclusion and exclusion criteria 
applied during participant selection are as shown in Table 1.

Measurement tools

Three tools were used to collect the necessary data, as de-
scribed below. The empirical questionnaires were validated by 
the original authors [15, 16].

Tool I: sociodemographic characteristics

A structured tool was used to collect demographic and clinical 
data, including age, education level, marital status, employ-
ment status, and comorbidities. Clinical details included BC 
stage, type of mastectomy surgery (e.g., unilateral, bilateral, 
partial), and any additional BC-related procedures specified by 
participants.

Tool II: Brief-COPE Self-Reported Questionnaire

1) Description

The Brief-COPE Scale, developed by Carver (1997) [15], 
consists of 28 items designed to assess how individuals cope 
with stress. Each item is assessed as per a four-point Likert 
scale (e.g., with responses ranging through 1 = “not at all,” 
2 = “sometimes,” 3 = “medium,” and 4 = “often”). Fourteen 
subscales are encompassed by the scale, each comprising two 
items, with possible subscale scores ranging from 2 to 8 points. 
A higher score on a subscale indicated greater use of that par-
ticular C-Strat. The Brief-COPE items were categorized ac-
cording to triune domains of coping: “problem-focused cop-
ing,” “emotion-focused coping,” and “avoidant coping.”

2) “Problem-focused coping” domain (items 2, 7, 10, 12, 14, 
17, 23, and 25)

This domain reflected active and solution-oriented efforts to 
manage stressful situations. It included four subscales:
•	 Active coping (items 2 and 7)
•	 Use of informational support (items 10 and 23)
•	 Positive reframing (items 12 and 17)
•	 Planning (items 14 and 25)

Each subscale ranges from 2 to 8, and the total score for 
“problem-focused coping” ranges from 8 to 32.

3) “Emotion-focused coping” domain (items 5, 9, 13, 15, 18, 
20, 21, 22, 24, 26, 27, and 28)

This domain represented strategies used to manage emotional 
distress rather than the stressor itself. It included six subscales:
•	 Emotional support (items 5 and 15)
•	 Venting (items 9 and 21)
•	 Humor (items 18 and 28)
•	 Acceptance (items 20 and 24)
•	 Religion (items 22 and 27)
•	 Self-blame (items 13 and 26)

Each subscale ranges from 2 to 8, and the total score for 
“emotion-focused coping” ranges from 12 to 48.

4) “Avoidant coping” domain (items 1, 3, 4, 6, 8, 11, 16, and 
19)

This domain reflected disengagement or avoidance of the 
stressor and included four subscales:
•	 Self-distraction (items 1 and 19)
•	 Denial (items 3 and 8)
•	 Substance use (items 4 and 11)
•	 Behavioral disengagement (items 6 and 16)

Each subscale ranges from 2 to 8, and the total score for 

Table 1.  Participants’ Inclusion and Exclusion Criteria

Inclusion criteria Exclusion criteria
Female patients Patients aged under 20 years
Patients aged 20 years and above Patients with a history of cognitive impairment or mental illness that 

may interfere with their ability to complete the questionnaires
Diagnosed with breast cancer, having undergone 
mastectomy within the past 5 years

Women diagnosed with advanced or terminal breast cancer

Ability to read and understand Arabic Patients with severe comorbidities that could limit participation
Regular attendance at oncology clinics 
or follow-up for treatment

Patients currently undergoing palliative care

Women who are unwilling or unable to provide informed consent
Patients receiving ongoing psychiatric treatment, including medication for sleep 
disorders or severe depressive episodes, that may influence psychological responses
Patients participating in other conflicting clinical studies

Source: Authors’ original creation.
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“Avoidant Coping” ranges from 8 to 32.
In the present study, items 4 and 11 (substance use) were 

removed, as they were not suitable for the Bahraini context 
(due to references to alcohol use, which is taboo among the 
studied population). Consequently, the total number of items 
used was 26, and the substance use subscale was excluded 
from scoring. After this adjustment, the “avoidant coping” 
domain included three subscales (self-distraction, denial, and 
behavioral disengagement), with a revised total score range of 
6 to 24. The “problem-focused coping” and “emotion-focused 
coping” domains remained unchanged, with total score ranges 
of 8–32 and 12–48, respectively.

5) Scoring

To calculate the scores, the responses for the two items in each 
subscale were summed to obtain the subscale total. The sum of 
all subscales within each domain produced the total score for 
that coping domain. Higher scores indicated a greater tendency 
to use that specific coping approach.

The Brief-COPE does not have standardized cutoff points; 
therefore, scores were interpreted by comparing mean values 
across domains or participant groups. Generally, higher “prob-
lem-focused coping” scores suggested adaptive and construc-
tive coping behaviors, higher “emotion-focused coping” scores 
reflected emotional regulation and acceptance strategies, while 
higher “avoidant coping” scores indicated maladaptive strate-
gies, such as denial or disengagement.

Tool III: Ten-Item Depression Anxiety Stress Scale (DASS-10)

1) Description

The original “Depression, Anxiety, and Stress Scale” (DASS) was 
developed by Lovibond and colleagues [16] to provide a com-
prehensive assessment of three key dimensions of psychological 
distress: depression, anxiety, and stress. The DASS-10 is a short-
ened version, designed to offer a concise yet effective evaluation 
of these dimensions, making it widely applicable in both clinical 
and research settings. The original DASS consists of 11 items, 
with a total score ranging from 0 to 30. Higher scores indicate a 
greater number or severity of symptoms. However, item 11 was 
excluded from scoring in this study, as all participants responded 
with “never,” indicating no variability in responses.

2) Subscales

The DASS-10 was divided into two subscales:
•	 Anxiety–stress subscale: items 1, 4, 6, 7, 8, and 9 (raw 

score range = 0 to 18)
•	 Depression subscale: items 2, 3, 5, and 10 (raw score 

range = 0 to 12)
Each item is rated on a four-point Likert-type scale (0 = 

“not at all,” 1 = “some of the time,” 2 = “considerable degree,” 
and 3 = “very much”).

3) Scoring

In addition to raw scores, average scores were calculated by 
dividing the raw score by the number of items in each sub-
scale. This approach provides a clearer understanding of the 
respondent’s general pattern of responses and allows for mean-
ingful comparisons between subscales and the total score. Se-
verity levels were classified as follows:
•	 Mild/subclinical: raw score ≤ 6, average score ≤ 0.6 (≤ 

83rd percentile)
•	 Moderate: raw score 7–12, average score 0.7–1.2 (84th–

99.8th percentile)
•	 Severe: raw score ≥ 13, average score 1.3–3.0 (≥ 99.9th 

percentile)
A normative percentile was computed based on a commu-

nity sample [17], indicating how the respondent’s score com-
pares to the general adult population. For example, a percen-
tile of 83 or less suggested that the individual experiences less 
distress than 83% of the population, placing them in the mild/
subclinical category. In mental health settings, it was common 
to observe percentiles in the 90s.

When administered multiple times, average scores could 
be graphed to illustrate changes in symptoms over time. Based 
on reliable change calculations, the following interpretations 
were used to describe symptom changes from the first to the 
most recent administration:
•	 Deterioration: increase in scores by 5 or more.
•	 No reliable change: score change of 4 or less.
•	 Reliable improvement: decrease in scores by 5 or more.
•	 Recovery: decrease in scores by 5 or more, with the most 

recent score falling within the mild/subclinical range 
(score ≤ 6).

Data collection/procedure

During the data collection procedure, the researcher attended 
oncology clinics in governmental hospitals from June 2023 to 
December 2023. Printed copies of the three research question-
naires were distributed to eligible survivors who met the inclu-
sion criteria for the study.

The researcher was present at the clinics during working 
hours to explain the purpose of the study, answer any ques-
tions, and provide assistance as needed, ensuring that par-
ticipants completed the questionnaires independently and in a 
comfortable environment.

Completed questionnaires were collected on a daily ba-
sis, to maintain data integrity and confidentiality. All collected 
data were initially entered into Microsoft Excel for organiza-
tion and preliminary review. Subsequently, the data were trans-
ferred to SPSS for statistical analysis with the assistance of the 
statistician.

Descriptive and inferential statistical analyses were per-
formed to examine participants’ responses. As described 
above, the instruments used in this study included a demo-
graphic information questionnaire, the Brief-COPE question-
naire, and the DASS-10. Data were analyzed using SPSS soft-
ware (version 28.0).
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Ethical considerations

Approval for conducting the study was obtained from the Ethi-
cal Research Review Board of the College of Health and Sport 
Sciences (The Scientific Research and Publication Commit-
tee CHSS SRPC, No. 58/2022-23), followed by permission 
from governmental hospitals’ Research and Ethics committees 
(No. 71150623). Written informed consent was obtained from 
the participants after explaining the aim and objectives of the 
study. Participation in the study was entirely voluntary. The 
right to refuse, participate, or withdraw from the study was 
emphasized. Confidentiality of the data obtained was assured, 
and participants’ anonymity was respected.

Results

Frequency and percentage distribution of demographic 
characteristics of the participants (N = 104)

Table 2 presents the sociodemographic and clinical charac-
teristics of the study participants, comprising a total of 104 
individuals diagnosed with BC who met the inclusion criteria. 

Approximately half of the participants were aged 50–59, while 
about a third were aged 40–49 years. The majority of partici-
pants were married (n = 70, 67.3%), while nearly a quarter 
were widowed or divorced (n = 24, 23.1%), and approximately 
a tenth were single (n = 10, 9.6%).

Regarding their educational level, nearly half of the par-
ticipants cited high school qualifications or below (n = 50, 
48.1%), while about a third held university degrees or higher 
(n = 35, 33.7%). However, almost a fifth of the sample had 
no formal education (n = 19, 18.3%). In terms of employment 
status, more than half of the participants were unemployed (n 
= 57, 54.8%), while 35.6% were retired (n = 37). Only 9.6% 
were currently employed (n = 10).

With respect to health conditions, only 32% of the partici-
pants reported no comorbidities (n = 33), whereas the majority 
(n = 71, 68.3%) had one or more comorbid conditions. Approxi-
mately half of the participants exhibit complete breast removal 
with axillary lymph node dissection on the left side (n = 55, 
52.9%).

Brief-COPE

Table 3 shows the mean and standard deviation (SD) values 

Table 2.  Frequency and Percentage Distribution of Demographic Characteristics of Participants (N = 104)

Characteristics n (%)
Age (years)
    < 40 12 (11.5)
    40–49 36 (34.6)
    50+ 56 (53.9)
Marital status
    Single 10 (9.6)
    Married 70 (67.3)
    Widowed/ divorced 24 (23.1)
Level of education
    Uneducated 19 (18.3)
    High school or below 50 (48.1)
    University or higher 35 (33.7)
Employment status
    Employed 10 (9.6)
    Unemployed 57 (54.8)
    Retired 37 (35.6)
Comorbidities
    Yes 71 (68.3)
    No 33 (31.7)
Surgeries related to the disease (n = 104)
    Complete breast removal with axillary lymph nodes right side 37 (35.6)
    Complete breast removal with axillary lymph nodes left side 55 (52.9)
    Complete breast removal with axillary lymph nodes both sides 12 (11.5)

Source: Authors’ original creation.
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Table 3.  Mean and Standard Deviation for Brief-COPE (N = 104)

Dimension Mean ± SD
1. “Problem-focused coping” 2.28 ± 0.69
    Active coping
        2. “I have been concentrating my efforts on doing something about the situation I’m in.” 2.38 ± 0.96
        7. “I have been taking action to try to make the situation better.” 2.41 ± 0.92
        Subtotal 2.39 ± 0.84
    Use of informational support
        10. “I have been getting help and advice from other people.” 2.59 ± 1.01
        23. “I have been trying to get advice or help from other people about what to do.” 2.57 ± 0.9
        Subtotal 2.58 ± 0.79
    Positive reframing
        12. “I have been trying to see it in a different light, to make it seem more positive.” 2.25 ± 0.88
        17. “I have been looking for something good in what is happening.” 2.15 ± 0.81
        Subtotal 2.2 ± 0.75
    Planning
        14. “I have been trying to come up with a strategy about what to do.” 1.98 ± 0.9
        25. “I have been thinking hard about what steps to take.” 1.92 ± 0.95
        Subtotal 1.95 ± 0.82
2. “Emotion-focused coping” 2.10 ± 0.33
    Emotional support
        5. “I have been getting emotional support from others.” 2.75 ± 0.84
        15. “I have been getting comfort and understanding from someone.” 2.25 ± 0.98
        Subtotal 2.5 ± 0.77
    Venting
        9. “I have been saying things to let my unpleasant feelings escape.” 1.67 ± 0.69
        21. “I have been expressing my negative feelings.” 1.84 ± 0.85
        Subtotal 1.75 ± 0.58
    Humor
        18. “I have been making jokes about it.” 1.2 ± 0.55
        28. “I have been making fun of the situation.” 1.02 ± 0.14
        Subtotal 1.11 ± 0.28
    Acceptance
        20. “I have been accepting the reality of the fact that it has happened.” 2.34 ± 0.66
        24. “I have been learning to live with it.” 2.64 ± 0.74
        Subtotal 2.49 ± 0.59
    Religion
        22. “I have been trying to find comfort in my religion or spiritual beliefs.” 3.38 ± 0.78
        27. “I have been praying or meditating.” 3.32 ± 0.86
        Subtotal 3.35 ± 0.74
    Self-blame
        13. “I have been criticizing myself.” 1.34 ± 0.81
        26. “I have been blaming myself for things that happened.” 1.51 ± 0.92
        Subtotal 1.42 ± 0.76
3. “Avoidant Coping” 1.82 ± 0.39
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for participants’ scores on the Brief-COPE tool with its three 
subscales, including “problem-focused coping,” “emotion-
focused coping,” and “avoidant coping.” The analysis of C-
Strats among the participants reveals distinct patterns in how 
they manage stress. The coping mechanisms are categorized 
into three main subscales, each showing varying levels of use 
based on the participants’ responses. The results show that 
“problem-focused coping” (M = 2.28, SD = 0.69) is the most 
frequently used coping method, follow by “emotion-focused 
coping” (M = 2.10, SD = 0.33). The least adopted coping 
mechanisms are avoidant C-Strats (M = 1.82, SD = 0.39).

For “problem-focused coping” (M = 2.28, SD = 0.69), 
participants moderately rely on strategies aim at addressing 
problems directly. The most common approaches include ac-
tive coping (M = 2.39, SD = 0.84), whereby participants take 
unhurried action to improve the situation, and seeking infor-
mational support (M = 2.58, SD = 0.79), indicating that they 
often turn to others for advice and guidance. However, posi-
tive reframing (M = 2.20, SD = 0.75), or attempting to view 
the situation more positively, and planning (M = 1.95, SD = 
0.82) are used less frequently, suggesting some challenges in 
maintaining optimism or developing concrete strategies for 
problem-solving.

For “emotion-focused coping” (M = 2.10, SD = 0.33), par-
ticipants commonly search for emotional support (M = 2.50, 

SD = 0.77), relying on others for comfort and understanding, 
reflecting the importance of social connections during stressful 
periods. Acceptance (M = 2.49, SD = 0.59), or coming to terms 
with the situation, was also frequently used. The highest mean 
score across all items is observed for religion (M = 3.35, SD 
= 0.74), indicating that many participants found strength and 
comfort through their religious or spiritual beliefs. Conversely, 
venting (M = 1.75, SD = 0.58), humor (M = 1.11, SD = 0.28), 
and self-blame (M = 1.42, SD = 0.76) are less commonly used, 
suggesting that participants are less likely to cope by express-
ing frustration, using humor, or blaming themselves.

For “avoidant coping” (M = 1.82, SD = 0.39), self-distrac-
tion (M = 2.65, SD = 0.76) is a moderately common strategy, 
as participants often turn to various activities, such as work or 
entertainment, to divert their attention from stress. In contrast, 
denial (M = 1.47, SD = 0.58), or refusal to acknowledge the 
reality of the situation, and behavioral disengagement (M = 
1.34, SD = 0.58), which involves giving up attempts to cope, 
are less frequently used.

Overall, Table 4 demonstrates that participants use a va-
riety of C-Strats, with higher reliance on social and spiritual 
support, moderate use of problem-solving approaches, and 
minimal use of avoidant or negative coping mechanisms such 
as self-blame or denial. Among all C-Strats, religion emerges 
as the most commonly us coping mechanism (M = 3.35, SD = 
0.74), while humor was the least used (M = 1.11, SD = 0.28).

DASS-10

Table 5 illustrates that women diagnosed with BC experience 
moderate levels of anxiety, and mild to moderate depressive 
symptoms. Anxiety items’ mean scores range from 2.31 to 
3.13, with an overall mean of approximately 2.54. These val-
ues indicate that while participants did not report overwhelm-
ing anxiety, they frequently encounter feelings of fear without 
identifiable causes. The highest score (M: 3.13) corresponds to 

Table 4.  Overall Total Mean and Standard Deviation for Brief 
Coping Strategies

Subscales for coping Overall total, mean ± SD
“Problem-focused coping” 2.2 ± 0.75
“Emotion-focused coping” 1.82 ± 0.39
“Avoidant coping” 1.34 ± 0.58
Total 1.17 ± 0.69

Source: Authors’ original creation. Scales from Brief-COPE [15].

Dimension Mean ± SD
    Self-distraction
        1. “I have been turning to work or other activities to take my mind off things.” 2.68 ± 0.92
        19. “I have been doing something to think about it less, such as going to  
        movies, watching TV, reading, daydreaming, sleeping, or shopping.”

2.63 ± 0.84

        Subtotal 2.65 ± 0.76
    Denial
        3. “I have been saying to myself ‘this isn’t real.’” 1.52 ± 0.75
        8. “I have been refusing to believe that it has happened.” 1.42 ± 0.65
        Subtotal 1.47 ± 0.58
    Behavioral disengagement
        6. “I have been giving up trying to deal with it.” 1.3 ± 0.62
        16. “I have been giving up the attempt to cope.” 1.38 ± 0.78
        Subtotal 1.34 ± 0.58

Source: Authors’ original creation. Items from Brief-COPE [15].

Table 3.  Mean and Standard Deviation for Brief-COPE (N = 104) - (continued)
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unexpected fears, whereas the lowest score (M: 2.31) reflects 
concerns about potential panic situations. SDs range from 0.77 
to 0.88, suggesting variability in individual responses.

Mean depression scores range from 2.28 to 2.82, with an 
overall mean of 2.55. These findings imply that participants 
struggle with sadness and reduced motivation. The highest 
score (M: 2.82) is associated with feelings of being downheart-
ed, while the lowest score (M: 2.28) pertains to difficulties in 
experiencing positive emotions. SDs (0.74 to 0.80) further 
underscore the diversity of emotional experiences among the 
participants.

Table 6 confirms moderate levels of psychological dis-
tress. The “anxiety–stress” mean score was 2.63 (SD: 0.25), 
indicating a consistent pattern of notable anxiety and stress. 
Similarly, the “depression” mean score was 2.55 (SD: 0.24), 
reflecting comparable levels of depressive symptoms. The 
overall mean score across both categories was 2.59 (SD: 0.25), 
reinforcing the presence of emotional challenges within the 
study population.

These findings underscore the importance of mental health 
awareness and the implementation of tailor interventions to 
support BC patients, many of whom could benefit from target 
strategies to address their specific psychological needs.

A Pearson correlation analysis to examine the relation-
ship between anxiety–stress and depression scores indicates 
a strong positive correlation [17], suggesting that participants 

with higher anxiety–stress levels also report greater depressive 
symptoms (r = 0.68, P < 0.001).

Associations with demographic variables

The present study investigated differences in C-Strats (Brief-
COPE) and Psych-WB (DASS-10) among survivors according 
to selected demographic characteristics in Table 7.

Regarding C-Strats, the findings revealed no statistically 
significant differences across all demographic variables, in-
cluding age, marital status, education level, employment sta-
tus, comorbidities, and type of surgery (P > 0.05). Although 
slight variations were observed—for instance, higher coping 
scores among participants with higher education levels and 
those who underwent bilateral surgery—these differences did 
not reach statistical significance. This suggests that C-Strats 
may be relatively stable across different demographic groups 
within this population and are potentially influenced by other 
factors not examined in this study.

In contrast, Psych-WB (DASS-10) demonstrated a sta-
tistically significant difference in relation to age (P = 0.035). 
Younger survivors (aged below 50 years) reported higher lev-
els of psychological distress compared to older participants. 
This finding may indicate that younger individuals experience 
greater emotional and psychological burden, possibly due to 

Table 5.  Mean and Standard Deviation of DASS-10 (N = 104)

Mean ± SD
Anxiety–stress
    1. “I felt I was close to panic.” 2.91 ± 0.80
    4. “I was intolerant of anything that kept me from getting on with what I was doing.” 2.47 ± 0.77
    6. “I felt scared without any good reason.” 3.13 ± 0.78
    7. “I tend to overreact to situations.” 2.34 ± 0.85
    8. “I was worried about situations in which I might panic and make a fool of myself.” 2.31 ± 0.83
    9. “I found it difficult to relax.” 2.78 ± 0.88
    Subtotal 2.63 ± 0.25
Depression
    2. “I found it difficult to work up the initiative to do things.” 2.68 ± 0.74
    3. “I felt down-hearted and blue.” 2.82 ± 0.80
    5. “I felt that I have nothing to look forward to.” 2.41 ± 0.79
    10. “I couldn’t seem to experience any positive feelings at all.” 2.28 ± 0.78
    Subtotal 2.55 ± 0.24

Source: Authors’ original creation. Scales from DASS-10 [16].

Table 6.  Summary of Descriptive and Correlation Interpretation between Anxiety and Depression (N= 104)

DASS-10 subscales Total, mean ± SD Interpretation
Anxiety–stress 2.63 ± 0.25 Moderate level of anxiety-stress
Depression 2.55 ± 0.24 Moderate level of depressive symptoms
Total 2.59 ± 0.25

Source: Authors’ original creation.
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added life stressors such as family responsibilities, career con-
cerns, and future uncertainty following diagnosis and treat-
ment.

Although not statistically significant, trends were ob-
served across other variables. Higher distress levels were 
noted among unemployed participants and those with lower 
educational levels, suggesting a potential influence of socio-
economic factors on Psych-WB. Similarly, participants with 
comorbid conditions and those who had left-side surgery re-
ported slightly higher distress scores, though these differences 
were not significant.

Overall, the findings indicate that while C-Strats did not 
vary significantly across demographic groups, Psych-WB was 

influenced by age, with younger survivors being more vul-
nerable to distress. These results highlight the importance of 
targeted psychological support interventions, particularly for 
younger survivors, to enhance their mental health outcomes.

C-Strats and Psych-WB

The present study examined the relationship between C-Strats 
(Brief-COPE) and Psych-WB (DASS-10) among survivors 
(Table 8).

The findings revealed a moderate, statistically significant 
negative correlation between C-Strats and psychological dis-
tress (r = −0.501, P < 0.001). This indicates that higher levels 
of coping are associated with lower levels of psychological 
distress among the participants. In other words, individuals 
who reported more effective C-Strats tended to experience 
better Psych-WB.

The strength of this relationship (moderate correlation) 
suggests that C-Strats play an important role in influencing 
the psychological state of survivors, although they are not the 
only contributing factor. These results highlight the protective 
role of adaptive coping mechanisms in reducing symptoms of 
stress, anxiety, and depression.

Overall, the findings emphasize the importance of promot-
ing effective C-Strats as part of supportive care interventions 
aimed at improving Psych-WB in survivors.

Discussion

This research explored links among C-Strats and Psych-WB 
among a sample of Bahrain’s survivors, representing a histori-
cally marginalized and disadvantaged group, in addition to ex-
amining differences across demographic characteristics. The 
findings provide important insights into psychosocial adjust-
ment in this population.

C-Strats and demographic characteristics

The results indicated that C-Strats were not significantly as-
sociated with any of the examined demographic variables, 

Table 8.  Pearson Correlation Between Coping (Brief-COPE) 
and Psychological Well-Being (DASS-10) (N = 104)

Variables Brief-COPE DASS-10
Brief-COPE
    Correlation 1
    P value
DASS-10
    Correlation −0.501**
    P value < 0.001 1

**Correlation is significant at the 0.01 level. Source: Authors’ original 
creation.

Table 7.  Differences in Mean Scores of Copings (Brief-COPE) 
and Psychological Well-Being (DASS-10) by Demographic 
Characteristics (N = 104)

Characteristics Brief-COPE (1–4),  
mean ± SD

DASS-10 (1–4),  
mean ± SD

Age
    < 40 years 2.12 ± 0.37 2.63 ± 0.25
    40–49 years 2.13 ± 0.38 2.63 ± 0.25
    ≥ 50 years 1.99 ± 0.41 2.55 ± 0.24
    P value 0.448 0.035
Marital status
    Single 1.98 ± 0.48 2.55 ± 0.30
    Married 2.13 ± 0.35 2.45 ± 0.25
    Widow/divorced 2.04 ± 0.46 2.60 ± 0.35
    P value 0.391 0.071
Level of education
    Uneducated 1.98 ± 0.46 2.70 ± 0.30
    High school or below 2.08 ± 0.41 2.50 ± 0.25
    University or higher 2.17 ± 0.30 2.40 ± 0.20
    P value 0.198 0.088
Employment status
    Employed 2.12 ± 0.37 2.40 ± 0.30
    Unemployed 2.08 ± 0.39 2.75 ± 0.25
    Retired 2.10 ± 0.40 2.50 ± 0.20
    P value 0.940 0.075
Comorbidities
    Yes 2.07 ± 0.42 2.80 ± 0.35
    No 2.15 ± 0.33 2.50 ± 0.30
    P value 0.334 0.940
Type of surgery
    Right side 2.08 ± 0.38 2.70 ± 0.28
    Left side 2.05 ± 0.34 2.90 ± 0.32
    Both sides 2.35 ± 0.59 2.45 ± 0.25
    P value 0.061 0.257

Source: Authors’ original creation.
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including age, marital status, education, employment, comor-
bidities, and type of surgery. This finding suggests that cop-
ing behaviors may be relatively consistent across demographic 
groups within this sample.

This result is consistent with previous research indicat-
ing that coping is influenced more by individual psychologi-
cal processes, cognitive appraisal, and emotional regulation 
rather than demographic characteristics alone [18, 19]. How-
ever, other studies have reported conflicting findings, where 
higher education and employment were associated with 
more adaptive coping due to increased access to resources 
and health literacy [20]. The discrepancy may be attributed 
to cultural context, as shared healthcare systems and social 
structures in Bahrain may reduce socioeconomic differences 
in coping [5].

Psych-WB and demographic characteristics

In contrast to coping, Psych-WB (DASS-10) showed a sig-
nificant relationship with age, with younger participants 
reporting higher levels of distress. This finding aligns with 
previous literature indicating that younger survivors are more 
vulnerable to psychological distress due to factors such as 
disrupted life plans, fertility concerns, body image issues, 
and caregiving responsibilities [19, 20]. Although not sta-
tistically significant, trends suggested higher distress among 
participants with lower education, unemployment, and co-
morbidities. These findings are supported by previous studies 
demonstrating that socioeconomic disadvantage is associated 
with increased psychological distress in cancer survivors 
[19]. Additionally, unemployment following cancer diagno-
sis has been linked to financial strain and poorer psychoso-
cial outcomes [21]. The lack of statistical significance in the 
current study may reflect the relatively small sample size or 
limited variability among participants.

Relationship between C-Strats and Psych-WB

A key finding of this study was the significant negative corre-
lation between C-Strats and psychological distress (r = −0.501, 
P < 0.001), indicating that higher coping ability is associated 
with lower distress levels. This result is consistent with a large 
body of literature highlighting the protective role of coping in 
cancer adjustment.

Meta-analytic evidence has shown that higher coping 
self-efficacy is strongly associated with lower distress and bet-
ter QoL among cancer patients [21]. Similarly, studies have 
demonstrated that adaptive C-Strats, such as problem-focused 
and positive coping, are linked to improved psychological out-
comes, while “avoidant coping” is associated with increased 
distress [22]. Conversely, some studies suggest that the re-
lationship between coping and psychological outcomes may 
vary depending on the type of C-Strat employed, as well as 
contextual factors such as disease stage and social support 
[23]. Since the current study assessed coping as a global con-
struct, it may not capture differences between adaptive and 

maladaptive coping, which could explain variability in find-
ings across studies.

Clinical implications

The present findings highlight the importance of integrating 
psychosocial care into oncology services. Given that C-Strats 
are significantly associated with Psych-WB, interventions 
aimed at enhancing adaptive coping skills—such as cognitive 
behavioral therapy, stress management, and resilience train-
ing—may improve mental health outcomes among survivors. 
Previous evidence supports the effectiveness of such inter-
ventions in reducing distress and improving QoL in oncology 
populations [24–26]. Furthermore, the higher levels of distress 
observed among younger survivors underscore the need for 
age-specific psychological support programs tailored to their 
unique challenges.

Limitations

The most significant shortcoming of this research is its snap-
shot view. The cross-sectional design employed undermines 
the scope to infer causality in identified suggestive relations 
among C-Strats and Psych-WB. Second, the relatively small 
sample size (N = 104) may have reduced statistical power, 
particularly in detecting differences across demographic vari-
ables. Third, the use of self-reported measures may introduce 
response bias, including social desirability bias. Fourth, the 
study assessed C-Strats as a general construct, without dif-
ferentiating between adaptive and maladaptive coping, which 
may limit the depth of interpretation.

Additionally, this research specifically honed in on a partic-
ular cultural context (Bahrain); while this was a deliberate deci-
sion, to focus on an underserved and disadvantaged population, 
it nevertheless which inherently reduces generalizability.

Recommendations

Based on the study findings, several recommendations can be 
proposed.

Clinical practice

•	 Integrate routine psychological screening (e.g., DASS-10) 
into oncology care.

•	 Develop psychosocial interventions focused on strength-
ening adaptive C-Strats.

•	 Provide targeted psychological support for younger sur-
vivors.

Education and training

•	 Train healthcare professionals in psychosocial oncology 
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and coping-based interventions.
•	 Increase awareness of the importance of coping in im-

proving psychological outcomes.

Future research

•	 Conduct longitudinal studies to examine causal relation-
ships between coping and Psych-WB.

•	 Explore different types of C-Strats (e.g., problem-focused 
vs. emotion-focused).

•	 Increase sample size and include diverse populations to 
improve generalizability.

Conclusions

The outcomes of this study, which offers seminal insights 
into the experiences of a historically marginalized and un-
derserved patient population (i.e., women in Bahrain) [5], 
demonstrate that C-Strats are significantly associated with 
Psych-WB among survivors, with higher coping linked to 
lower levels of distress. While coping did not differ signifi-
cantly across demographic characteristics, younger survivors 
were more likely to experience psychological distress. These 
findings emphasize the critical role of coping in cancer survi-
vorship and highlight the need for targeted psychosocial in-
terventions to improve mental health outcomes, particularly 
among vulnerable groups.
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