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Background. Despite the high incidence and mortality rate of breast cancer (BC) in Ghana, little attention has been given to the
issue of how adult women cope with having BC.%e aim of this study was to explore the challenges, coping strategies, and support
systems among women diagnosed with BC in Ghana.Methods. A descriptive cross-sectional study was conducted from February
to August 2017 at the Komfo Anokye Teaching Hospital (KATH), Ghana. A systematic random sampling technique was used to
select 202 women with a confirmed diagnosis of BC. Coping strategies of womenwith BCwere assessed using the Brief-COPE.%e
associations between sociodemographic characteristics, social network/support, and coping strategies were assessed using linear
regression models. Results. %e most and least adopted active coping strategies were religious coping and humors, respectively.
Self-distraction and substance use were the most and least adopted avoidant coping strategies, respectively. Spouses and children
offered the most support to women with BC; having support from 5 or more sources was associated with higher mean active
coping (beta [β] 1.14; 95% CI 0.66 to 1.62) and avoidant coping (β1.46; 95% CI 0.98 to 1.94), as compared with having <2 sources
of social support. Conclusion. %is study demonstrates that women diagnosed with BC in Ghana adopt varied coping strategies to
deal with these challenges. %e forms of coping strategies adopted by women diagnosed with BC are influenced by the extent of
social support received. Psychosocial counseling and support should be an integral part of BC management. Exploring and
including social networks could play an important role in the management of BC in Ghana.

1. Background

Globally, breast cancer (BC) remains the second leading
cause of mortality among women, with increasing rates
particularly in developing countries where the majority of
cases are diagnosed in late stages [1]. In Africa, it is the most
commonly diagnosed cancer annually, with an estimated
incidence of 168,690 cases and 74,072 related deaths in 2018
[2, 3]. In Western Africa, although precise estimates are
lacking as a result of absence of a cancer registry in most
countries, recent GLOBOCAN data estimate age-stan-
dardized incidence and mortality rates of 37.3 and 17.8 per

100,000 female, respectively, in 2018 [2, 3], making it the
most commonly diagnosed cancer in women, a shift from
previous decades in which cervical cancer was the most
commonly diagnosed cancer [4]. Survival from BC is known
to be markedly lower in Africa compared with other regions
in the world [5]. %is is not different in Ghana where BC has
become the leading cause of mortality among women and it
is also the common cause of hospital admissions among
Ghanaian women [3, 6].

Breast cancer diagnosis along with its treatment can
contribute to physical, social, and psychological turmoil.
%ese challenges extend to the periods of posttreatment and
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recovery. %e psychosocial challenge in BC patients is re-
lated to the essence of the breasts in a woman’s body image
or femininity, sexuality, and motherhood [7]. Additional
concerns include physical appearance and disfigurement
after treatment, uncertainty regarding recurrence in the
future, periods of anxiety and depression, difficulty main-
taining hope, fear of death, as well as loss of self-esteem [8]
for the patients and their loved ones, particularly life
partners [9, 10]. Challenges also include the shock of a
cancer diagnosis and fears about the future or the side effects
of treatment, such as nausea and fatigue [11]. Practical
aspects of treatment such as the cost and travel also pose
challenges [11]. Although relatively rare, BC presents with
even more challenges in younger women, who tend to have a
more aggressive biology and an associated poorer diagnosis
[12]. A study conducted among BC patients in Ghana re-
ported a high prevalence of depression (84.2%) and anxiety
(92.5%), with 44% having both and with the prevalence
being significantly higher among those living without
partners [13]. Experiences of emotional reactions such as
sadness, fear, severe pain leading to suicidal ideations, and
loss of hope have also been reported among Ghanaian
women diagnosed with BC [14].

Women diagnosed with BC develop coping strategies to
deal with the multifactorial unpleasant experience of a psy-
chological, social, and spiritual nature of their new life situation
[15]. Coping is defined as current cognitive and/or behavioral
efforts adopted to deal with specific external and/or internal
stresses or anxieties that are valued as challenges and beyond
the control and resources of the person [16]. Effective coping
strategies are indispensable for adaptation and adjustment to
BC and improvement in survival [17, 18]. Coping strategies
assist patients to deal with the problem that is causing the
distress (problem-focused coping) and/or regulating stressful
emotions (emotion-focused coping) [19, 20]. In Ghana,
accepting the disease and surrendering to God has been re-
ported as a coping strategy amongwomen livingwith advanced
BC [14]. %e effectiveness of the coping strategy, however,
depends on the degree of distress, variations in individual
coping, the level of social support available and, to a large
extent, the consultation skills and support of health profes-
sionals [21]. A link between social support and coping skills has
been previously reported [22]. Early identification of coping
strategies adopted by women with BC as well as patients who
are coping poorly is important for treatment compliance,
control of distress, and patient care in general.

Effective social support for BC patients could help reduce
the negative impact of diagnosis and treatment and promote
their psychological well-being [23, 24]. %e social networks
include friends, family members, healthcare professionals,
and neighbors, and forms of support are mainly instru-
mental, structural and functional, emotional, and infor-
mational [11]. Health workers play an important role in
orienting patients prior to treatment to help them choose the
most suitable methods, therebyminimizing the level of stress
and uncertainty [25]. In a study among young women di-
agnosed with BC, an increase in social support (measured by
amount of social contacts) was associated with increased
likelihood of survival [22]. Women living with BC in Ghana

are known to receive some form of support from their
families, spouses, friends, health professionals, and spiritual
leaders [14].

Despite the high incidence-mortality rate of BC in
Ghana, and the related psychosocial challenges, less atten-
tion has been given to the issue of how patients cope with
their condition.

1.1. -eoretical Framework. %e theoretical framework for
this study consists of perspectives on coping and social
support previously applied in breast cancer research as re-
flected in Lazarus’ [26] theory of appraisal, stress, and coping.
According to Lazarus and Folkman [27, 28], coping involves
persistently changing cognitive and behavioral efforts in order
to manage specific external and/or internal demands that are
seen as taxing or exceeding one’s resources. %e stress as-
sociated with a situation depends on an individual’s appraisal
of the situation and the behaviors directed at managing the
stress. Lazarus [26] identified two major types of coping
strategies. (i) Problem-focused coping lifestyle, which aims at
solving the problem or situations, and (ii) Emotion-focused/
avoidant coping lifestyle, aimed at regulating the emotions
related to stress. Problem-focused coping includes obtaining
relevant information about what to do, whereas emotion-
focused includes avoiding to think about the threat or
reappraising it without changing the realities of stressful
situations. %e two coping strategies can both facilitate and
impede each other throughout a stressful situation.

%e concept of social support has been defined and
operationalized in different ways and is identified as im-
portant in adjusting to breast cancer [29]. It is a multidi-
mensional concept that is generally theorized from a
quantitative-structural perspective of social networks, such
as numbers of persons and formal relationships with them,
or from a qualitative-functional perspective of social sup-
port, such as the perceived content and availability of re-
lationships with significant others [30]. %e qualitative-
functional support relates to the quality or function served
by the structural support components and is mainly divided
into the provision of instrumental, emotional, and infor-
mational support [31]. %is study dwells on the buffer
theory, which reflects the belief that support buffers against
the adverse effects of stressors under conditions of high
stress. %e “buffering” effect of social support during
stressful times with breast cancer has been previously in-
vestigated [32]. %ese studies generally conclude that social
support from family and friends is associated with a better
adjustment to BC.

%e aim of this study was to explore the challenges,
coping strategies, and support systems reported by women
diagnosed with BC in the Kumasi metropolis, Ghana, and to
assess the associations among sociodemographic charac-
teristics, social support, and coping strategies.

2. Methods

2.1. Study Design and Setting. %e study was a descriptive
cross-sectional design and was conducted at the oncology

2 Advances in Public Health



unit of Komfo Anokye Teaching Hospital (KATH), Kumasi,
from February to August 2017. KATH is the second largest
hospital in Ghana and the only tertiary health institution in
the Ashanti Region. %e oncology unit, which is part of the
clinical directorate of the hospital, was opened in 2004.

2.2. Study Population and Sampling. %e study population
included women with a confirmed diagnosis of BC at the
oncology unit of Komfo Anokye Teaching Hospital and was
willing to participate in the study. %e sample size was
estimated using Cochran’s sample size formula [33]:
n0 � (t2 ∗ (p)(q)/d2) , where n0 = sample size for a pop-
ulation; t= standard normal deviation = 1.96; p= the esti-
mated proportion of an attribute that is present in the
population (assumed to be 15%); q= 1 − p (85%); and
d= degree of accuracy, set at 5% and a confident interval of
95%, giving a total sample, n, of 196. 202 participants were
finally included.

A pilot study was carried out first to establish the validity
and reliability of the instruments and to assess the re-
spondents’ ability to accurately understand questions asked.
%e researchers were trained to ensure consistency in the
administration of the questionnaire including the transla-
tion of the questions to the local language for participants.
%e questionnaire was administered by the researchers to all
those selected for the study.

%e study participants were recruited using a systematic
random sampling technique. Prior to data collection, we
estimated the average respondents needed per day using the
estimated number of days for data collection and the average
patients’ attendance at the facility per day. We then esti-
mated the sampling interval, K, using the average patients
attendance and the average respondents needed per day
(K� average patient attendance/needed respondents per
day). On each day, during the visit hours, a first participant
was identified and interviewed as the starting point, followed
by the Kth respondent. %is was repeated until the required
sample size for each day was attained. We included women,
18 years and above, who had confirmed BC diagnosis at
KATH and consented to participate in the study.

2.3. Assessment of Coping Strategies and Challenges.
Coping strategies of women with BC were assessed using the
Brief-COPE, which comprises 14 items, measuring two
coping styles [34]. %is instrument has been used to assess
both habitual and dispositional coping (how people react in
general), and more specific coping (how people react in
relation to a specified stressful encounter). %e Brief-COPE
is a well validated scale that has been used extensively to
assess coping strategies for many conditions including
cancer [35] and depression [36].

%e 14 items of the Brief-Cope measure self-distraction,
active coping, denial, substance use, use of emotional sup-
port, use of instrumental support, behavioral disengage-
ment, venting, positive reframing, planning, humor,
acceptance, religion, and self-blame. %e 14 items were
grouped into two factors: adaptive/active coping (active
coping, emotional support, positive reframing, planning,

acceptance, religion, humor, and instrumental support) and
maladaptive/avoidant subscale (venting, self-distraction,
denial, substance use, behavioral engagement, and self-
blaming) following Meyer [37]. %e responses were on a
Likert scale of four (4), directed at teasing out the frequency
with which the women engaged in each strategy: 1 (I have
not been doing this at all), 2 (I have been doing this a little
bit), 3 (I have been doing this a medium amount), and 4 (I
have been doing that a lot).

Challenges experienced were assessed on a Likert scale of
five responses: 1 (never), 2 (rarely), 3 (sometimes), 4 (often),
and 5 (always). %ere was a total of 10 items to measure
possible challenges faced by women, including physical
symptoms such as fatigue, fear of recurrence, body image
disruption, sexual dysfunction, depression, and anxiety. %e
reliability statistics were mean 32.74; variance 67.75; stan-
dard deviation (SD) 8.23, and Cronbach’s Alpha 0.86.

2.4. Other Variables. Sociodemographic characteristics and
social support were assessed using a structured questionnaire.
%e sources of social support assessed were spouses, children,
parents, religious bodies, friends, physician or caregivers, and
support groups. %is was developed with recourse to other
studies [38]. Using a Likert scale of five (5)—1 (strongly
disagree), 2 (disagree), 3 (neutral), 4 (agree), and 5 (strongly
agree)—responses indicated the level of agreement to whether
support is received from any of these sources. %e reliability
statistics for this scale were mean 23.91; SD 7.05, and
Cronbach’s Alpha 0.78. %e form of support received from
these sources was also assessed by responding “Yes” or “No”
to each of the support systems. %e forms of support assessed
were financial, escort, emotional, and psychological coun-
seling. Psychological support in this study meant psycho-
logical counseling to help the women deal with emotional and
mental issues, whereas emotional support has to do with the
receiving genuine concern and empathy from another person.
%e sources of social support were used as a proxy for the
social network.%is ranged from 1 to 8, based on the 8 sources
of social support described above. %e social network was
further grouped into ≤2, 2–5, and ≥5 and used in the re-
gression analysis to assess the influence of social networks on
coping strategies.

%e socioeconomic characteristics assessed were age,
level of education (categorized as no education, primary,
Junior High School, Senior High School, and Tertiary),
marital status (categorized as single, married and living with
partner, married and not living with partner, divorced/
widowed), religion (Christians, Muslims, and traditionalists
or other religion), number of children, employment status,
and type of occupation.

2.5. Statistical Analysis. All statistical analyses were carried
out using SPSS, version 22 [39]. General characteristics are
summarized as proportions and mean (SD) or median (25th
and 75th percentiles) based on the distribution of the var-
iables. %e influence of sociodemographic characteristics
and social network/support on coping strategies was
assessed using linear regression models. Two models were
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fitted; model 1 to control for the sociodemographic char-
acteristics, while model 2 adjusted for both the socio-
demographic characteristics and social networks. Two-tailed
significance tests were used throughout, and p< 0.05 was
considered statistically significant.

2.6. Ethical Considerations. An ethical approval and regis-
tration certificate was obtained from KATH to carry out the
study. All study protocols were reviewed and approved by
the Institutional Review Board of the Kwame Nkrumah
University of Science and Technology—Committee for
Human Research Publications and Ethics (CHRPE). Re-
search procedures were explained, and informed consent
was received from all participants.

3. Results

3.1. Sociodemographic Characteristics of Study Respondents.
%emean age (SD) of the women was 55 years (13.4), and age
ranged from 33 to 87 years; 27.2% of the women had no
formal education, while 17.8% had tertiary education. Ma-
jority of the women were married, of which 39.6% were living
with their partners.%emajority (68.8%) were Christians.%e
median (25th, 75th percentile) number of children was 3 (2,
5), and 10.4% had no children. %e majority (68.8%) were
employed with 40.3% being traders (Table 1).

3.2. Experience of Challenges. %e mean responses indicate
that most of the women sometimes experienced physical
symptoms such as fatigue, trouble with sleeping, pain, and
burnout, mean, sexual dysfunction, threat to their safety, and
felt vulnerable. Most of the women often had intrusive
thoughts about their illness and hence were depressed and
anxious. Some women also had communication issues with
their partners and body image disruptions (Table 2).

3.3. Support Systems for Women Diagnosed with Breast
Cancer. %e highest form of support was from religious
bodies, churches, and the community (mean� 4.01) fol-
lowed by children (mean� 3.67). %e least form of support
was from support groups (mean� 2.26) (Figure 1). We
further aggregated the sources of social support and used as a
proxy for the social network. %e results indicate that ap-
proximately half (51%) of the women had support from five
(5) sources or more, whereas 11.4% had support from two
(2) sources or fewer. 10.9%, 8.9%, and 11.9% had support
from six (6), seven (7), and eight (8) sources, respectively.

%e forms of support received by the women were fi-
nancial, escort, emotional, and psychological or counseling
(Figure 2). %e most form of support offered by spouses or
children was financial (78.7%) followed by the escort
(62.4%). %e most form of support offered by religious
groups was emotional support (57.4%). Psychological sup-
port or counseling was also provided mostly by physicians
and care providers (74.8%). On the average, majority, 57% of
the women had only one form of support, whereas 31%,

7.7%, and 4.2% had two, three, and four forms of support,
respectively.

3.4. Coping Strategies. Majority of women frequently en-
gaged in active coping strategies. %e most adopted active
coping strategy was religious coping, while the least adopted
was humor. Self-distraction and substance use were the most
and least adopted avoidant coping strategies, respectively
(Table 3).

3.5. Factors InfluencingCoping Strategies. Age, marital status,
and employment status were associated with coping strategies
adopted by women with BC. Higher age has no influence on
active coping but might be associated with less avoidant
coping (only shown in model 1). Being married was also
associated with higher active coping in model 1 but not with
avoidant coping. Being employed had a positive association
with both active and avoidant coping strategies, although
effect on avoidant coping was only observed inmodel 1. In the
adjusted model, being employed was associated with 0.38
increase in mean active coping, as compared with those not
employed (β 0.38; 95% CI 0.06, 0.70). Support by more than 2
persons increases both active and avoidant coping. Women
who hadmore than 5 sources of support had 1.41 (β1.14; 95%
CI 0.66, 1.62) and 1.46 (β1.46; 95%CI 0.98, 1.94) higher mean
active and avoidant coping, respectively, compared with those
who had support from <2 sources. Similarly, higher mean
active and avoidant coping was observed for women with 2 to
5 sources of social support compared with those with <2
sources (Table 4).

4. Discussion

%ewomen often had unpleasant thoughts about their illness,
including fear of recurrence of the disease and were anxious
and depressed. Sometimes, the women felt vulnerable and had
sexual dysfunction, physical symptoms such as fatigue,
burnout, and trouble with sleeping, and partner communi-
cation issues. We also found that coping strategies were as-
sociated with the extent of social network or support as well as
the employment status of women diagnosed with BC.

Our findings corroborates those in Ghana that found a
high prevalence of depression and anxiety [13] and expe-
riences of sadness, fear, and severe pain leading to suicidal
ideas among women living with BC [14]. %is is also con-
sistent to the reports from women elsewhere who expressed
fear and anxiety and harbored fears of the recurrence of the
disease [40] and disruption of body image [41]. Under-
standing these challenges and the nature of anxieties in
cancer patient populations is important as abnormal anxiety
affects the psychological well-being of the patients [42].

%ese intrusive thoughts, fear, and anxiety are partly
related to the perceived stigma associated with BC diagnosis,
especially in these settings. Cancer stigma is present in many
communities, and it is a feared outcome of a cancer diag-
nosis, thereby militating against screening, early diagnosis,
and treatment seeking for women with symptoms [43].
Losing one breast as a result of surgery, for instance, could
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lead to stigma and loss of self-esteem, resulting in distress
and pain [44]. In Ghana, stigmatization and cultural barriers
are important elements in the fight against BC. BC is largely
seen as a spiritual disease, as a curse on a family (especially
those with positive family history), caused by witchcraft, and
as an incurable disease. %is perception is similar among

both urban and rural Ghanaian women [45, 46]. %ese
perceptions, beliefs, and traditions impact on disease
management and health-seeking behavior in relation to BC
[43]. It is important to assist these women to adjust to these
changes and adopt strategies to cope and deal with their
current situation.

Table 1: Background characteristics of respondents.

Variables Frequency
N� 202 Percentage

Age, mean± SD 55± 13.4
<40 23 11.4
40–50 71 35.1
50–60 48 23.8
>60 60 29.7

Education
No formal 55 27.2
Primary school 54 26.7
Junior high or middle school 36 17.8
Senior high or secondary school 21 10.4
Tertiary 36 17.8

Marital status
Single 27 13.4
Married and living with partner 80 39.6
Married and not living with partner 40 19.8
Divorced/widowed 55 27.2

Religion
Christians 139 68.8
Muslims 61 30.2
No religion/traditional 2 1.0

Number of children, median (25th, 75th percentile) 3 (2, 5)
None 21 10.4
1–3 84 41.6
4–6 79 39.1
7 or more 18 8.9

Employment status
Employed 139 68.8
Unemployed 63 31.2

Types of occupation (n� 139)
Civil or public servant 20 14.4
Health professional 11 7.9
Farmer 40 18.8
Trader 56 40.3
Artisan 12 8.6

SD, standard deviation.

Table 2: Experience of challenges among women diagnosed with breast cancer.

Responses/items Mean SD SR
Physical symptoms such as fatigue, trouble sleeping, or pain, weight gain, burnout 3.35 1.01 Sometimes
Fear of recurrence 3.73 1.20 Often
Feelings of vulnerability 3.21 1.14 Sometimes
Body image disruption 3.36 1.33 Sometimes
Intrusive thoughts about illness 3.68 1.09 Often
Marital/partner communication issues 2.58 1.41 Sometimes
Sexual dysfunction 2.71 1.41 Sometimes
Experience of threats to safety 3.22 1.21 Sometimes
Reduced sexual interest and decreased sexual function. 2.80 1.39 Sometimes
Depression and anxiety 3.95 1.15 Often
SR, summary response; SD, standard deviation. Responses: 1�never; 2� rarely; 3� sometimes; 4� often; 5� always. Challenges faced by women diagnosed
with breast cancer measured using a questionnaire of 10 items, that is, possible challenges faced.
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Although sexual dysfunction is well acknowledged as a
major challenge among women diagnosed with BC, this was
least reported in this study. Receiving a BC diagnosis and
undergoing associated treatments including long-term
therapy can impair sexual function via a number of
mechanisms, including disrupting ovarian function, body
image, intimacy, and relationships [47], contributing to a
lower quality of life in BC survivorship. %e low prevalence
of sexually related challenges in this study could be due to
underreporting. A population-based study among Ghanaian
women reported an overall prevalence of 45.6% of female
sexual dysfunction (FSD) [48]. High levels of environmental
sexual reproductive health stigma among young women in
Ghana have also been reported [49]. Majority of respondents
in this study may also not be exposed to the various clinical
factors such as hormonal alterations induced by chemo-
therapy and radiotherapy or physiological and functional
disturbances related to the deterioration of physical con-
dition. %ey might also be resilient to other psychological
factors that induce disturbances in sexual behavior such as
anxious/depressive reactions in adapting to the illness and
treatment, hypochondriacal and cancer phobic reactions,
regressive tendencies, and loss of self-esteem [50].

In an attempt to deal with their health and psychosocial
issues relating to the diagnosis of BC, these women adopt
various coping strategies. We found a high frequency of use
of active coping strategies among the women studied. %ese
strategies are adaptive, favorable, and problem-focused, and
individuals accept and actively attempt to deal with their
situation. %e women in this study engaged frequently in
positive reframing, planning, acceptance, and religious
coping. %is corroborates previous findings, which identi-
fied religion, acceptance, planning, active coping, and
positive reframing as various active coping strategies among
women diagnosed with BC in Iran [22].%ese strategies have
been shown to have a positive influence on the women’s
adjustment to BC, by influencing positively the psycho-
logical well-being and health behaviors of these patients [51].

Religion was the most frequently used active coping
strategy in this study. %is corroborates previous findings in
Ghana that suggested that women diagnosed with advanced
BC surrendered to God and prayed for the will of God to
prevail regarding their conditions [14]. Findings from other
settings also found a religious approach and spiritual
fighting as key active coping strategies among newly diag-
nosed cancer patients [52]. %ese studies suggest that a
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relationship with God provides a consistent and reliable
source of support and comfort as well as support from a
religious community, especially among people of African
descent [53]. In Ghana, women demonstrate their will to live
by praying positively and being hopeful for long life despite
their predicament [14]. In a study conducted in the United
Kingdom, a majority of the BC patients used positive reli-
gious coping to some degree at surgery [54]. Participating in
religious service ignites a sense of belonging among these
women and buffers against feelings of isolation [55].

%is study also assessed avoidant coping strategies
among women. %ese strategies are problem focused and
include strategies such as denial, behavioral disengagement,
and alcohol/drug. We found that venting or voicing, self-
distraction, and behavioral disengagement were frequently
used avoidant coping strategies, whereas humor, substance
use, and self-blaming were less frequently used. It is im-
portant to assess how these strategies influence health
outcomes among this group of patients. %e influence of
coping on psychological well-being depends on the situation
and characteristics of the individual [56]. Avoidant coping
would have less of a negative association with patients’
mental and physical well-being when patient symptoms
were low and vice versa [57].

Social support networks have been shown to be signif-
icantly important in helping people manage life crises and
health challenges [58]. %e sources of support endorsed in
this study were spouses, children, parents, religious bodies or
community, friends and health providers, with children
being the most cited. Similarly, a study conducted in Ghana
found that BC patients received support from their families,
spouses, friends, health professionals, and spiritual leaders

[14]. Spouses, children, families, and friends were dominant
in providing forms of support to these women. %is cor-
roborates findings from previous studies, which showed that
spouses and families were supportive, giving confidence,
listening to the patients, and supporting them in the deci-
sion-making process about the treatment [59, 60]. A recent
systematic review also found emotional support by spouses,
family members, and friends as the main forms of support
for women with BC [61]. Religious bodies provided emo-
tional support, psychological counseling, and some form of
financial assistance, whereas physicians and care providers
provided counseling and emotional support to these women.
Arora et al. [60] also found that most women diagnosed with
BC receive helpful informational and emotional support
from healthcare providers. %ese supports are important for
the psychological well-being of the patients especially in the
early stages of diagnosis, where patients face the greatest
anxiety [62], and the absence of it could hamper effective
healthcare access by BC patients [63]. Support from support
groups was less in this study compared with other sources of
support. It is important to assess the formats of these support
groups, costs involved in attending to these groups as well as
the contents of these groups and how these influences assess,
and provision of support to BC patients in Ghana.

We found an association between support systems and
coping strategies among women diagnosed with BC.
Women with more sources of social support were more
likely to adopt a coping strategy as compared with those
with fewer sources of social support. Being employed, and
therefore having more social contact, was also positively
associated with active coping strategy among the women
studied. %is corroborates previous evidence, which
shows that an increase in social support increases
women’s survival by enhancing their coping skills, pro-
viding emotional support, and expanding opportunities
for information sharing [64]. Women with BC who are in
support groups have significantly better psychological
well-being, more posttraumatic growth, better self-image,
better sexual functioning and higher sexual satisfaction,
better coping and communication, and fewer physical
symptoms associated with BC [65]. A meta-analysis of
existing literature on interventions delivered to family
caregivers of cancer patients also showed a significant,
positive effect on multiple health outcomes [66].

Contrary to previous findings, social support was pos-
itively associated with avoidant coping strategies in this
study, indicating that although social support encourages
women to adopt active coping strategies, some women still
resort to avoidant coping despite having support socially.
%is is supported by Lazarus and Rice [56] notion that
avoidant coping strategies are not always maladaptive and
might have differential effects depending on the degree of
symptom and distress a patient is experiencing [56]. We also
believe that the avoidant coping lifestyles are rooted in
stigmatization and negative perceptions, which could not be
demystified regardless of their support from their social
networks. We recommend further studies into stigmatiza-
tion, psychosocial challenges, and how these influence
strategies with breast cancer. It is also important to further

Table 3: Mean and standard deviation of coping strategies of
women diagnosed with breast cancer.

Variables Meana SD
Active/problem focus (adaptive) coping strategies
Active coping 5.84 0.92
Emotional support 6.03 0.91
Positive reframing 5.18 0.90
Planning 5.71 0.99
Acceptance 4.80 0.87
Religious coping 6.97 0.78
Humor 3.97 1.04
Instrumental support 5.89 0.89
Overall mean 5.55 1.06

Avoidant/emotional focused (maladaptive) coping strategies
Venting/voicing 5.39 0.91
Self-distraction 5.45 0.94
Denial 5.07 1.18
Substance use 3.23 0.88
Behavioral disengagement 4.48 0.93
Self-blaming 3.76 0.91
Overall mean 4.56 1.06

aComputed by summing the means of two items/questions for each cooping
variables. SD, standard deviation. Responses: 1� I have not been doing this
at all; 2� I’ve been doing this a little bit; 3� I’ve been doing this a medium
amount; 4� I’ve been doing this a lot. Coping strategies of women with BC
were assessed using the Brief-COPE, which comprises 14 items, measuring
two coping styles [34].
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explore support systems available to these women at all levels
and how they relate to survival outcomes and quality of life.

4.1. Clinical Implications. Findings from this study show
various challenges associated with BC diagnosis in Ghana
and point to the need for healthcare professionals to elicit
these challenges and support the women with psychosocial
support. %is study further shows the need to elicit the
coping strategies adopted among women diagnosed with BC
and help identify women who require special counseling and
support. Psychological screening is recommended for
women diagnosed with breast cancer during their treatment
period. Such screening can support healthcare professionals
with information and better understanding of the psycho-
social needs of breast cancer patients and the coping skills
required to meet those needs.

4.2. Limitations. %e instruments used to measure coping
in this study had not been previously validated in this
setting although they were pretested to ensure their reli-
ability in this study population. Being a cross-sectional
analysis, causation cannot be concluded. Previous studies
have however identified social support as an important
factor in managing challenges associated with BC diag-
nosis. %is study also did not collect information on the
clinical characteristics of the patients, including the stage
of the disease and the kinds of treatment received by the
patients in this study.

5. Conclusion

In conclusion, this study demonstrated varied challenges faced
by women diagnosed with BC in Ghana, including fear and
anxiety and intrusive thoughts about their illness. %ese women
also most frequently used various active coping strategies, es-
pecially religious coping in dealing with their health and psy-
chosocial issues.Women diagnosed with BC explore and receive
various forms of support, and their extent of social support and
social networks influences their coping with challenges associ-
ated with their ailment. It is important to ascertain the level of
social support and further explore and create opportunities to
involve family members in breast care management.
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