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ABSTRACT
Objective: Despite more women living with metastatic breast 
cancer (MBc), this population is underrepresented in cancer 
survivorship research. Few studies have assessed how women 
with MBc cope with their cancer experience. this qualitative 
study describes the coping strategies and psychosocial 
resources utilized by women living with MBc.
Methods: twenty-two women with MBc participated in four 
focus groups. transcripts were analyzed using a general induc-
tive approach. codes derived from participants’ responses were 
subsequently condensed into themes.
Results: We identified 12 coping strategies and psychosocial 
resources and grouped them into five themes: Behavioral 
Coping Strategies (i.e. stress management, active coping and 
planning); Cognitive Coping Strategies and Psychological Resources 
(i.e. cognitive reappraisal, optimism, mindfulness, positive think-
ing, and religious coping); Existential Approach-Oriented Coping 
(i.e. acceptance, values-based living, and identity integration); 
Avoidance (i.e. avoidant coping); and Interpersonal Resources and 
Seeking Social Support (i.e. social support).
Conclusions: Women living with MBc utilize several engage-
ment and disengagement coping strategies, as well as intraper-
sonal and interpersonal resources. this study provides useful 
perspectives of women living with MBc that may inform the 
development of psychosocial interventions. Further research is 
needed to assess coping strategies and psychosocial resources 
across different subgroups of MBc patients and determine their 
impact on cancer outcomes.
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Introduction

The number of women living with metastatic breast cancer (MBC) has 
increased.1,2 There are approximately 168,000 women living with MBC in 
the U.S., and estimates suggest a 55% increase in the MBC prevalence by 
2030.3 This rise of women living with MBC is likely due to improvements 
in early detection and treatment, demographic changes, and lifestyle behav-
iors changes.4 Most MBC cases (75%) are diagnosed later in the disease 
course as a distant recurrence, while approximately 25% are diagnosed at 
initial diagnosis (de novo).2 Importantly, women living with MBC may 
face unique psychosocial and physical challenges as they are suffering 
from an incurable disease. They may also experience existential concerns 
and uncertainty about how long cancer treatments can extend their life 
and live with the fear that cancer will spread further. Ongoing treat-
ment-related symptoms can be debilitating and further compromise 
health-related quality of life (HRQOL).5–8 In fact, relative to women with 
early-stage breast cancer, women with MBC report worse HRQOL, greater 
symptom burden for pain, lack of energy, nausea, shortness of breath, as 
well as greater depression and anxiety.9,10 Given that women are surviving 
MBC longer than ever before, expanding our understanding of the factors 
that could enhance their HRQOL and symptom management are critical 
for the development of interventions to improve their survivorship 
experience.

Existing research suggests that coping strategies and psychosocial 
resources are important predictors of treatment-related symptom severity, 
health behaviors, and HRQOL in patients with cancer.11–13 Coping strategies 
refers to a person’s efforts to deal with stressors and reduce their psycho-
logical impact.14,15 These strategies are commonly organized into several 
domains, including problem-focused (i.e. attempts to change or eliminate 
a stressor), emotion-focused (i.e. efforts to reduce or regulate the emotional 
response to a stressor), and meaning-focused (i.e. efforts to derive meaning 
from a stressor to sustain well-being).16 Coping strategies can also be 
broadly categorized as active coping (i.e. efforts to manage a stressor 
directly), and avoidant coping (i.e. efforts to distance oneself from a 
stressor).15,16 Psychosocial resources are intrapersonal and interpersonal 
factors upon which individuals can draw in the face of stressful events, 
including self-esteem, optimism, a sense of mastery, and social support.17 
The use of specific coping strategies and psychosocial resources among 
women with breast cancer differs and is influenced by several factors, 
such as cancer stage, cancer treatment, the individual’s culture, and their 
perceptions about disease.18 So far, few studies have used a qualitative 
methodology to deeply explore potential variations in coping strategies 
and utilization of psychosocial among women living with MBC.6,20–23 The 
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limited coping research in this population has used a quantitative approach 
that may not fully capture the experiences of these women.19 Furthermore, 
most of the work examining coping in MBC has been conducted prior 
to 2010, which may not reflect recent advances in MBC treatment and 
corresponding longer survival, and has focused on issues related to pal-
liative care and the end of life. Thus, the purpose of this qualitative study 
is to characterize the coping strategies and psychosocial resources used 
by women living with MBC. This study was conducted as part of a larger 
project that sought to inform the development of an Acceptance and 
Commitment Therapy (ACT) intervention tailored for women living 
with MBC.

Methodological approach

Sampling and recruitment

Women were recruited either by (a) consent to contact lists from the 
Northwestern University Enterprise Data Warehouse service or Northwestern 
University investigators; (b) MBC support groups hosted by the Robert 
H. Lurie Comprehensive Cancer Center of Northwestern University; and 
(c) community-based organizations (Gilda’s Club). Inclusion criteria for 
this study were adult women (aged ≥18 years) diagnosed with stage IV 
(M1) breast cancer, who had received or were receiving any cancer treat-
ment (e.g. hormone therapy, radiation, chemotherapy, and immunotherapy), 
and were able to speak and read English. Exclusion criteria included severe 
cognitive impairment or physician-anticipated life expectancy of less than 
6 months.

A letter and a flyer introducing the study were mailed to women iden-
tified as potentially eligible via EHR review. An email with an attached 
flyer was sent to members of support groups and community-based orga-
nizations. Of 106 potentially eligible women, 71 women were approached 
by phone to complete the screening process. Fifteen declined screening, 
and 56 completed the phone screening (13 were ineligible). Of 43 eligible 
women, 25 women consented to participate in the study, and 22 partici-
pated in a focus group (3 no-shows): n = 7 first focus group, n = 5 s focus 
group, n = 6 third focus group, and n = 4 fourth focus group.

Procedures

This study was approved by the Northwestern University Institutional 
Review Board (STU00209333). Participants completed informed consent 
either online or in-person before participating in focus groups. Four in-per-
son focus groups were facilitated by a licensed clinical psychologist with 
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extensive experience in oncology and were conducted at the Northwestern 
University medical campus in downtown Chicago, IL. In the first two 
focus groups, the facilitator followed a semi-structured interview guide 
with open-ended questions related to the challenges of living with MBC, 
coping strategies and psychosocial resources, and body image and sexuality 
concerns (see Supplementary Table 1). The data collected were used to 
develop the preliminary structure and content of an ACT intervention 
tailored for this population. In the second two focus groups, participants 
discussed coping strategies, psychosocial resources, and relaxation tech-
niques, as well as provided feedback regarding the preliminary intervention 
structure and content (see Supplementary Table 2). Focus groups lasted 
approximately two hours and were audio recorded. Field notes were taken 
by a co-investigator, and a masters-level research coordinator. Participants 
received $50 and a parking reimbursement at the end of each focus group.

Data analysis

We analyzed the qualitative data of all four focus groups with a general 
inductive approach.24 To familiarize with participants’ responses, two 
authors read the first two transcripts multiple times. An initial codebook 
was subsequently developed with codes (meaningful units) that emerged 
from participants’ responses (e.g. Active Coping, Seeking Social Support). 
The codebook was presented to the research team and refined based on 
their feedback. The two coders independently analyzed the first two focus 
groups transcripts and met on a regular basis to discuss ratings and revise 
the codebook. New codes were added to the codebook based on the par-
ticipants’ responses to the second interview guide. We used the same 
coding process for the last two focus groups transcripts. Transcript coding 
and data analysis were performed with Dedoose software (version 8.0.35). 
Data were exhaustively coded; however, responses regarding how partici-
pants cope with MBC (i.e. coping strategies, psychosocial resources utilized, 
and relaxation techniques) were most pertinent to the aims of this study. 
Codes were then condensed into themes. Previous research has demon-
strated that 80% of themes are discoverable within three to six focus 
groups.25 As such, we expected to reach data saturation with four focus 
groups. To assess intercoder agreement, the coders used about 40% of the 
four focus group transcripts, and the percentage of agreement was calcu-
lated by the number of times both coders assigned the same code to a 
text segment.26 The initial percentage of agreement between coders was 
80%, reaching 100% consensus through group discussion. The Consolidated 
Criteria for Reporting Qualitative Research (COREQ) and the Standards 
for Reporting Qualitative Research (SRQR) guided the reporting of the 
study methods and results.27,28

https://doi.org/10.1080/07347332.2023.2254754
https://doi.org/10.1080/07347332.2023.2254754
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Findings

Participant characteristics

Twenty-two women with MBC participated in the four focus groups. 
Participants’ mean age was 60.3 years (SD = 12.2, Min = 34, Max = 84), 
and mean time since MBC diagnosis was 6.6 years (SD = 6.0, Min = 0.4, 
Max = 20.5). Women were predominantly non-Hispanic/Latina White 
(86.5%). Almost half of women were diagnosed with MBC de novo (45.5%), 
and 54.5% of women were diagnosed with metastatic disease following 
breast cancer recurrence. Women were receiving chemotherapy (59.1%), 
hormone therapy (50.0%), radiation (9.1%), or immunotherapy (4.5%) at 
the time of their participation in this study.

Coping strategies and psychosocial resources

A total of 12 codes emerged from participant comments regarding coping 
strategies and psychosocial resources and were collapsed into five themes. 
Illustrative quotes are provided in Table 1.

Theme 1: Behavioral coping strategies
Active coping and planning.  Women living with MBC emphasized the 
importance of setting goals and making plans for the future. They focused 
on things they can control, such as changing their lifestyle behaviors (e.g. 
diet, exercise), organizing recreational trips, or completing a degree. These 
strategies gave them a sense of accomplishment: “having goals is a great 
idea, because it does give you something to look forward to… there’s a future, 
meaning, purpose and something to live for and keep you going” (#08/FG:2). 
Some women found it most helpful setting short-term goals, starting with 
small achievements (e.g. walking vs. running a 5k), and making a list of 
specific tasks. Others found it most useful establishing long-term goals, 
“setting a higher bar” (#06/FG:1), and resetting your goals.

Most women agreed on staying busy as a useful way to cope with their 
disease and its challenges: “I just keep myself occupied so that my mind 
doesn’t wander into this area of anxiety” (#13/FG:3). Other activities that 
have helped them to cope with their cancer were participating in research 
studies and having a routine: “I like routine now. I like it quiet. And it 
relaxes me to have an idea I guess of what’s going to happen” (#01/FG:1). 
Women also noted that going through a to-do list is not always fulfilling 
and tried to add some enjoyable activities into their lives (e.g. “getting a 
massage on Friday” (#11/FG:2)).

Stress management.  Women described several relaxation techniques and self-
care activities. For example, women reported practicing meditation to “calm 
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the body and mind” (#08/FG:2) feel “refreshed, and peaceful” (#19/FG:4), 
and sleep better. They used multiple tools to receive some meditation 
guidance, including free online podcasts, relaxation apps, and wearable 
devices. Meditation classes were also available in their communities and 
cancer centers. Other relaxation techniques were group hypnosis, 
acupuncture, breathing exercises, and massages, which were not covered by 
their insurance and for which they had to pay out of pocket.

In addition, women highlighted the importance of managing their stress 
through physical activity. They noted that any kind of physical activity 
was helpful, including yoga, walking, high-intensity interval training, swim-
ming, and weightlifting. Women also reported adopting various self-care 
strategies, including outdoor activities (e.g. gardening), performing arts 
activities (e.g. playing an instrument, singing in the church choir, dancing, 
improvisation), attending cultural events (e.g. movies, lectures, art muse-
ums), participating in community programs (e.g. reiki, cooking classes), 
and other leisure activities (e.g. coloring books, reading, taking naps, 
having coffee with a friend). Some women found useful spacing out their 
activities as way to reduce their stress. One woman expressed the idea of 
being retired was associated with being relaxed.

Theme 2: Cognitive coping strategies and psychological resources
Cognitive reappraisal.  Women offered numerous interpretations of living 
with MBC that aid in their psychological coping. Frequently, women 
commented upon their shift in perspective on life after being diagnosed 
with MBC and their increased appreciation for the positive aspects and 
lessons related to their disease: “everybody seems to have taken cancer to be 
a teacher as opposed to a nemesis to be feared” (#10/FG:2). Participants 
described that they were particularly inspired by hearing stories of others 
living their lives fully with MBC. They also compared themselves to others 
without MBC. Specifically, women noted that by observing the struggle of 
others in the world, they may feel more encouraged by their own situations: 
“think about people who are homeless, … And then just send prayers to 
them… Sometimes I find myself spiraling… thinking negative thoughts in 
terms of ‘Oh what if I… This is too much for me,’ then I realize and I say, 
‘Why am I focus[ing] on myself so much?’ and I change it. And I think about 
other people or about myself in a more positive light” (#05/FG:1).

Mindfulness.  Women reported on present-moment awareness and motivators to 
remain present in coping with MBC. Women commented on using mindfulness 
to manage difficulties (i.e. “it’s just being aware of what you’re feeling in the 
moment and feeling it so that it can pass”, (#02/FG:4)) and to enhance the 
quality of the present (i.e. “make the most of each day” (#01/FG:1).
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Optimism.  In addition, optimism came up related to values, goals, as well 
as treatment options and their impact on medical outcomes: “I try to do 
exactly what my doctor tells me to do, and I just keep my fingers crossed that 
it’s going to work” (#01/FG:1). Women also reported hopes for future 
activities that they will be around to complete.

Positive psychology.  They also employed positive psychology strategies to 
describe their experiences with MBC, namely gratitude and humor. For 
example, one woman described: “the fact that we’re still living is great, and 
I’m so thankful that I’m still here basically” (#11/FG:2). Women found 
shared humor about their experiences with cancer: “I think another 
important piece is laughter. And there is humor in what we all go through. 
I mean, maybe sick humor but – nothing wrong with sick humor!” (#20/
FG:4).

Religious coping.  Faith and prayer were described as sources of strength 
during difficult times. Women spoke about praying or asking for support 
from God or a higher power to live long enough to see milestones in their 
lives. Moreover, women saw religion or faith as a place to turn to for 
support when in need, either individually (e.g. “if you have the Lord, it 
makes it a little bit easier to go through things” (#14/FG:3)) or from others 
of similar faith (e.g. “My faith is more important to me than anything else. 
For me, faith comes first, then my family, then my studies.” (#06/FG:1)).

Theme 3: Existential approach-oriented coping
Values-based living.  Women identified several activities through which they 
found meaning and value: traveling, volunteering, supporting other MBC 
patients, fortifying social relationships, working, furthering educational 
goals, and remaining as active as possible. Underlying these activities, 
women grappled with the idea of if what they were doing was enough, at 
times questioning their underlying motives and priorities: “What do you 
love, what do you care about? What do you want to get done?” (#06/FG:1). 
Women spoke about maintaining who they are throughout the entirety of 
the cancer experience and endorsed the values of connecting with and 
contributing to society, being intentional, and enjoying their lives, regardless 
of MBC.

Acceptance.  Women underscored nuanced experiences related to MBC and 
the process of accepting this illness. They spoke openly about a wide array 
of experiences and emotions related to MBC: “[it’s] possible to live with it 
and to live a happy, healthy life with it… I feel like I’ve gotten to a pretty 
good place with it” (#08/FG:2). Women also commented on their control in 
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accepting the situation (e.g. “there’s a big arsenal of things that we have still 
left over and not many things, but there’s new things every day, and if they 
don’t work, then they don’t work” (#11/FG:2) while balancing the emotions 
that arise throughout (e.g. “acknowledging it, feeling it, and letting go, just 
let it pass” (#22/FG:4)). Conversations with families regarding mortality, 
life-limiting prognoses and planning for death were also highlighted: “my 
husband said to me, ‘You know, you’re not alone, everybody dies!’ … it 
sounds cruel, but really it made me stop feeling sorry for myself. And I keep 
that in mind all the time. I mean there’s no little pocket in this world of 
people who are going to live forever, they’re not hiding out in some cave or 
something” (#01/FG:1).

Identity integration.  Women also emphasized the importance of staying 
connected to their sense of self and who they are beyond their MBC 
diagnosis. Furthermore, women described discomfort at times with labels, 
such as “cancer patient” or “cancer survivor,” that felt reductionistic or 
constraining: “I don’t want to be everyone’s cancer-having friend” (#10/FG:2), 
“I don’t want the cancer cloud around me” (#09/FG:2). Some women chose 
not to publicly share their diagnosis to avoid these labels and described the 
importance of not defining themselves as “sick.” Women described a 
dialectical “ebb and flow” (#10/FG:2) in their desire for others to know that 
they have cancer because they also want others to acknowledge and 
understand their experience and the challenges of living with MBC: “this 
feeling that you wanted to be normal but yet you wanted everyone to know 
that you have cancer” (#11/FG:2).

Theme 4: Avoidance
Women reported coping through avoidance strategies, including denial 
as well as cognitive and behavioral disengagement. Women described 
using denial to cope with the risk of recurrence following their initial 
non-MBC diagnosis and, more recently, as a way to avoid making plans 
before end-of-life (e.g. “since I had the original [not metastatic] diagnosis, 
I was quite young, just 30. And I really dealt with that by denial. I just 
said, ‘It’s over.’ And so, it was for 15 years, and went on with my life” (#19/
FG:4)). Behavioral disengagement, such as watching TV in pajamas all 
day, was also described as a strategy for coping with low mood. However, 
behavioral disengagement and avoidance strategies were also used as a 
way to protect themselves from unsolicited advice and unhelpful infor-
mation regarding their cancer diagnosis: “You should do this, you should 
do that, there’s so many people send you so many things you get so tired! 
You’ve got to shut them down, right? I don’t pay attention” (#06/FG:1). 
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Women also reported avoiding cancer-related information that they 
deemed unhelpful and anxiety-provoking, including statistics regarding 
estimated survival and overly detailed information regarding their diag-
nosis and treatments. Participants emphasized that every woman’s diag-
nosis of MBC is different, and that general information is often not useful.

Theme 5: Interpersonal resources and seeking social support
Women endorsed the importance of social support and identified family 
members, friends, spouses, children, and local communities (e.g. church) 
as useful interpersonal resources. Women also noted trust in their care 
teams and often elicited support from their doctors, including asking 
questions, receiving information, and advocating for themselves. Individuals 
with similar experiences were often helpful to relate to and feel understood. 
Women were especially drawn to others with experiences of cancer or 
MBC: “I have met so many interesting people back in the infusion area and 
gotten those stories and shared my story with them, and that’s always a 
good time to connect” (#13/FG:3). Support also included advice giving or 
assistance with decision making: “I’ll do what someone I trust tells me to 
do” (#01/FG:1).

Discussion

The purpose of this study was to describe the coping strategies and psy-
chosocial resources used by women living with MBC. Data were also used 
to inform the tailoring of an ACT intervention for women living with 
MBC. The results of this study indicate that women utilize several coping 
strategies, including behavioral (e.g. active coping and planning), existential 
approach-oriented (e.g. acceptance), cognitive (e.g. cognitive reappraisal), 
and avoidant, as well as intrapersonal and interpersonal resources (e.g. 
optimism, social support).

Engagement coping (e.g. active coping, planning, mindfulness, cognitive 
reappraisal, and acceptance) appears to be fundamental for women living 
with MBC. Participants highlighted how setting attainable goals, keeping 
themselves busy, and practicing mediation and relaxation techniques were 
helpful to cope with their disease. Previous literature has found an asso-
ciation between reengaging with new goals and higher positive affect and 
lower depression among women with advanced breast cancer.29 Consistent 
with our finding that relaxation techniques may be beneficial in this 
population, greater mindfulness was associated with less symptom burden 
(e.g. pain, fatigue, sleep disturbance, anxiety, and depression) among 
women with MBC in a randomized trial of mindful yoga.30 In addition, 
women in this study noted that their cancer experience to be a stimulus 
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for personal growth. As such, women described reframing their lives and 
the way they see the world in a positive way, experiencing gratitude, and 
finding value and meaning despite their illness. Furthermore, the accep-
tance of a life-threatening disease appears to be another important strategy 
for these women. Positive reframing and acceptance have been associated 
with better HRQOL and less cancer-specific distress, anxiety, and depressive 
symptoms in advanced cancer patients.31,32 Studies have also found a 
buffering effect of engagement coping on the relationship between symp-
tom-related stress and mental HRQOL among women with advanced breast 
cancer.33 Therefore, interventions tailored for women living with MBC 
that promote the use of engagement coping strategies may improve their 
HRQOL and reduce symptom burden. Future longitudinal studies and 
randomized controlled trials should be conducted to demonstrate the 
beneficial effects of engagement coping strategies and the mechanisms by 
which they relate to better HRQOL and less symptom burden in women 
living with MBC.

Participants also reported using disengagement coping strategies (e.g. 
avoidance strategies and behavioral disengagement). Although disengage-
ment coping strategies have been traditionally viewed as maladaptive, 
some researchers suggest that certain disengagement coping strategies 
(e.g. positive distraction) could be a useful method for coping with certain 
life stressors.34 A possible explanation for this might be that distraction 
could be conceptualized as an intentional form of disengagement that a 
person uses as a temporary relief to gather resources to actively cope 
with the stressor at a later time.34 Conversely, avoidance over longer 
periods of time may reflect an individual’s inability to mobilize other 
adaptive coping strategies and resources. As such, avoidance has been 
associated with higher distress and worse HRQOL among breast cancer 
survivors.35,36 Further research should be undertaken to understand the 
timing and effects of different disengagement coping strategies on mental 
and health outcomes in women living with MBC.

Women sought out and received social support from others to cope 
with MBC. Social support in cancer survivorship literature has been 
operationalized in three different dimensions, including structural (the 
size of the social network), functional (the type of support people can 
provide, e.g. emotional, instrumental), and appraisal (satisfaction with 
social support).37 Previous research has shown that social support is an 
important determinant of HRQOL among breast cancer survivors. 
Importantly, social isolation has been associated with elevated risk of 
mortality after a breast cancer diagnosis.38 However, the effect of social 
networks on mortality among breast cancer survivors may depend on the 
quality of the relationships.39 Furthermore, social support can act as a 
buffer for depression in MBC survivors with low levels of cognitive 



14 B. s. NORieGa esQUiVes et al.

function.40 Thus, healthcare providers and supportive care programs should 
help patients to develop strategies for obtaining support from their family, 
friends, and medical care team and improving the quality of their 
relationships.

Practice implications

Previous research has focused on the negative health and HRQOL out-
comes among women living with MBC, as well as their preparation for 
death. However, understanding which coping strategies and psychosocial 
resources women use to deal with the challenges associates with MBC 
and live a fulfilling life could help researchers identify intervention targets 
for future psychosocial interventions. As there are few psychosocial inter-
ventions targeting patients with MBC, randomized controlled trials should 
be conducted to test the effects of coping strategies and psychosocial 
resources on cancer outcomes (e.g. HRQOL, symptom burden, survival).

Study limitations

This research has been conducted with a small number of participants in 
a limited geographic region, which restricts the generalizability of our 
findings to the wider MBC population. However, qualitative studies are 
not intended for inferential or generalizable purposes. Furthermore, our 
sample was comprised of survivors who predominantly self-identified as 
non-Hispanic whites (86.5%), and all participants identified as female, 
which does not allow us to capture the experiences of men living with 
MBC and patients from racial/ethnic minority groups.

Conclusions

Women living with MBC utilize several engagement and disengagement 
coping strategies, including behavioral (e.g. active coping and planning), 
existential approach-oriented (e.g. acceptance), cognitive (e.g. cognitive 
reappraisal), and avoidance. They also rely on their family, friends, and 
medical team for support. Further research is needed to better understand 
the coping strategies and psychosocial resources used by different sub-
groups of MBC patients (e.g. men, racial/ethnic minorities, rural 
communities).
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