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Depression, anxiety and stress coping in parents of children 
with the oncological disease

SuMMARy
Background. Illness of the child and caring causes plenty difficulties 
which affect parentsʼ psychological well-being. However, studies 
evaluating depression, anxiety and stress coping in parents of 
children with oncological diseases in Lithuania are lacking.
The aim of the study was to establish the severity of depression, 
anxiety and their relations with the use of stress coping strategies 
among parents of children with the oncological disease.
Methods. The study involved 80 parents of children with diagnosed 
oncological disease, who at the time of the survey were hospitalized 
in the clinics of Kaunas and Santariškės. The questionnaire consisted 
of sociodemographic indicators and questions about depression and 
anxiety symptoms, suicidality, the use of stress coping strategies.
Results. 42.5% of participants had mild, moderate or severe 
depression symptoms and 72.5% parents had increased anxiety 
symptoms. There were significant differences (p<0.05) between 
groups with and without depression symptoms and averages of using 
such stress coping strategies as self-distraction, active coping, denial, 
behavioral disengagement, positive reframing, humor, acceptance, 
self-blame. In groups of with and without anxiety symptoms, there 
were significant differences (p<0.05) between averages of such stress 
coping strategies as denial, venting, planning, acceptance, religion, 
self-blame use.
Conclusions. Almost half of parents have mild, moderate or 
severe depressive symptoms and two-thirds of parents have 
mild, moderate or severe anxiety symptoms. Parents who have 
expressed depressiveness signs more often use denial, behavioral 
disengagement, self-blame strategies and less self-distraction, active 
coping, positive reframing, humor, acceptance than parents without 
depressiveness signs. Parents with expressed anxiety symptoms more 
often use denial, venting, planning, religion, self-blame strategies 
and less acceptance strategy than parents without anxiety symptoms.
Keywords. Depression, anxiety, stress coping strategies, parents, 
children, oncological disease. 

Tėvų, slaugančių onkologine liga sergančius vaikus, 
depresiškumas, nerimas ir streso įveika
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SANTRAuKA
Įvadas. Vaiko liga ir slaugymas sukelia daugybę sunkumų, kurie 
paveikia tėvų psichologinę savijautą. Vis tik Lietuvoje trūksta tyrimų 
apie depresijos, nerimo simptomų pasireiškimą ir streso įveiką tarp 
tėvų, kurių vaikai serga onkologine liga.
Tikslas – nustatyti tėvų, kurių vaikai serga onkologine liga, depresijos 
bei nerimo paplitimą ir sąsajas su naudojamomis streso įveikos 
strategijomis.
Metodika. Apklausta 80 tėvų, kurių vaikams diagnozuota onkologinė 
liga ir kurie apklausos metu buvo hospitalizuoti Kauno arba Santariškių 
klinikose. Klausimynas sudarytas iš socialinių-demografinių rodiklių 
bei klausimų apie depresijos, nerimo simptomus, polinkį į suicidą, 
naudojamas streso įveikos strategijas.
Rezultatai. 42,5 proc. tiriamųjų turi lengvus, vidutinio sunkumo 
arba sunkius depresijos simptomus ir 72,5 proc. tėvų turi išreikštus 
nerimo simptomus. Turinčių ir neturinčių depresiškumo požymius 
grupėse statistiškai reikšmingai (p<0,05) skiriasi tokių streso įveikos 
strategijų naudojimo vidurkiai kaip savęs išblaškymo, aktyvaus 
įveikimo, neigimo, elgesio pakeitimo, pozityvaus pakeitimo, humoro 
naudojimo, priėmimo, savęs kaltinimo. Nustatyta, kad turinčių 
ir neturinčių nerimo simptomus grupėse statistiškai reikšmingai 
(p<0,05) skiriasi tokių streso įveikos strategijų naudojimo vidurkiai 
kaip neigimo, ventiliavimo, planavimo, priėmimo, atsigręžimo į 
religiją, savęs kaltinimo.
Išvados. Beveik pusė tėvų turėjo lengvus, vidutinio sunkumo arba 
sunkius depresijos simptomus ir du trečdaliai tėvų turėjo lengvus, 
vidutinio sunkumo arba sunkius nerimo simptomus. Turintys 
depresiškumo požymius tėvai dažniau naudoja neigimo, elgesio 
pakeitimo, savęs kaltinimo strategijas ir rečiau savęs išblaškymo, 
aktyvaus įveikimo, pozityvaus pakeitimo, humoro naudojimo, 
priėmimo strategijas nei tėvai, kurie neturi depresiškumo požymių. 
Tėvai, kurie pasižymi išreikštais nerimo požymiais, dažniau naudoja 
neigimo, ventiliavimo, planavimo, atsigręžimo į religiją, savęs 
kaltinimo strategijas ir rečiau priėmimo strategiją palyginus su 
nepasižyminčiais padidėjusiu nerimu tėvais.
Raktažodžiai. Depresiškumas, nerimas, streso įveikos strategijos, 
tėvai, vaikų onkologinės ligos
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INTRODuCTION

According to World Health Organization, cancer has 
According to World Health Organization, cancer has become 
one of the leading causes of morbidity [1]. Consequently, there 
are growing attention to prevention of oncological diseases 
and assistance to people suffering from the cancer diagnosis. 
Although cancer diagnosis is more frequent to older people, 
there are no exceptions to youngsters. Fortunately, a cancer 
diagnosis for a child is quite rare with 200 suffering of one 
million children or 200 thousands new cases worldwide 
[2,3]. According to National Cancer Institute in Lithuania, 
there were 60 new cases of cancer diagnosis and 15 deaths of 
cancer among children between 0 and 14 years in 2012 [4]. 
Analyzing 29 Europe countries reassuring tendencies observed 
in improving survival, especially in Eastern Europe [5].

Despite rarity and positive trends in survival, there is a huge 
shock for parents about their childʼ cancer diagnosis. Long-
term hospitalization is followed by stress and difficulties and 
is defined as medical trauma [6]. It is common among carers, 
especially parents. Increased risk of emotional difficulties 
such as depression and enlarged anxiety is evaluated [7, 8]. 
Moreover, reactions and adjustment of parents affect and is 
associated with children reaction to illness [9].

Dealing with stressors as illness people tend to choose and 
use some ways of behavior or thinking which are defined as 
coping. In some countries, programs based on psychoeducation 
are used for parents to learn about coping and more adaptive 
stress coping strategies [10]. Concerning these examples, there 
is a need to analyze stress coping in a specific background and 
find more adaptive stress coping strategies to reduce the severity 
of depression and anxiety symptoms. Some international 
studies include stress coping and emotional difficulties of 
parents, but there is a lack of study which involves various 
localizations, prognosis of cancer, both gender parents or not 
only those who are looking for financial support [11, 12, 13]. 
Moreover, it is not known about the adjustment and adaptation 
of parents dealing with children cancer in Lithuania.

The aim of the study was to establish the severity 
of depression, anxiety and their relations with the use of 
stress coping strategies among parents of children with the 
oncological disease.

METHODS

Study population
The study was approved by the Bioethics Committee of 

Lithuanian University of Health Sciences (No. BEC-SP(B)-32). 
Eighty parents (93% response rate) voluntarily agreed to 
participate in this study and signed a written informed consent 
form. Selection criteria in this study were: parenting child from 
birth to 18 years old, the oncological disease is diagnosed for a 
child, a child is hospitalized in clinics of Kaunas or Santariškės, 
speaking fluently in the Lithuanian language. Data were 
collected from December of 2015 to May of 2016 during visits 
to divisions for children with onco-hematological diseases, 
where researchers introduced the aim and questionnaires to fill. 

Assessment
The questionnaire consisted of the Hospital Anxiety and 

Depression (HAD) Scale [14, 15], the Brief COPE scale [16], 

questions about suicidality, sociodemographic characteristics, 
features of childrenʼ illness.

The HAD scale as the self-reported instrument is used for 
evaluation of depressive or anxiety symptoms and their severity. 
It consists of 14 questions, which are combined into two 
subscales (depression and anxiety) with seven questions. Each 
item is rated from 0 to 3 and scores of subscales range from 0 
to 21. 0–7 scores mean normal level of anxiety or mood, 8–10 
– mild depressive or anxiety symptoms, 11–14 – moderate, 15–
21 – severe depressive or anxiety symptoms. The HAD scale 
is a useful and easy instrument with established reliability and 
validity [17, 18] to detect mood or anxiety disorders in non-
psychiatric people [19] or to use for assessment in psycho-
oncology [20] and parents of children with oncological disease 
[21]. The internal consistency (Cronbach‘s alpha) of HADS 
was 0.92 (for anxiety sub-scale was 0.9 and for depression sub-
scale was 0.84).

The Brief COPE scale is used for assessment of stress 
coping strategies and is made of 14 sub-scales with 2 questions: 
Self-distraction, Active coping, Denial, Substance use, Use of 
emotional support, Use of instrumental support, Behavioral 
disengagement, Venting, Positive reframing, Planning, Humor, 
Acceptance, Religion, Self-blame. Each item rated as 1 (“I 
haven’t been doing this at all“), 2 (“I’ve been doing this a little 
bit”), 3 (“I’ve been doing this a medium amount”) or 4 (“I’ve 
been doing this a lot”). Higher scores indicate a greater level 
of the use. This instrument is a shorter version of stress coping 
with established reliability and validity [16] and is also used 
for assessment of parents [22, 23, 24, 25]. The double-sided 
translation of Brief COPE scale to the Lithuanian language 
was made with permission of the author and by independent 
translators. Translations were reviewed by researchers and the 
final version was used in the study. Cronbach‘s alfa for Brief 
COPE was 0.71 (for each subscale varied from 0.59 to 0.95).

Authorsʼ designed sociodemographic and childrenʼ illness 
questionnaire consisted of 11 questions: age, gender, residence, 
education, marital status, working status of respondents, 
financial sufficiency for care and age, time after diagnosis, type 
and stage of diagnosis of a child with the illness. Complementary 
questions about suicidality were: “Did you ever thought about 
suicide during the illness of your child?”, “Did you ever planned 
your suicide during the illness of your child?” “Did you ever 
attempted suicide during the illness of your child?”.

Statistical analysis
All statistical analyses were performed using “IBM 

SPSS Statistical version 20.0”. The descriptive analysis was 
presented as means and standard deviation for continuous 
data and percentages for categorical data. The sample size of 
the study was relatively small, so non-parametric tests used 
to compute statistical analysis. Associations between having 
or not having depression or anxiety symptoms and the use of 
stress coping strategies were assessed using Mann-Whitney U 
test. Statistical significance level was set at 5% (p<0.05).

RESuLTS

The final sample consisted of 80 parents. Sociodemographic 
characteristics and features of childrenʼ illness are presented in 
Table 1.

11.3% (n = 9) parents thought about suicide during the 
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illness of a child and 3.8% (n = 3) had plans to suicide during 
the illness of a child, but all participants didnʼt try to attempt 
suicide.

The depression subscale of HADS varied from 0 to 19 

scores with total mean 7.2±4.25. The scoring in the anxiety 
sub-scale of HADS is from 1 to 20 with total mean 10.7±4.79. 
The evaluation of depressive or anxiety symptoms and their 
severity is shown in Figure 1.

After grouping mild, moderate and severe symptoms into 
one group, 72.5% (n = 58) of parents had anxiety symptoms 
and 27.5% (n = 22) didnʼt have anxiety symptoms, 42.5% (n 
= 34) of participants had depression symptoms and 57.5% 
(n = 46) didnʼt have depression symptoms. These groups 
were compared with groups of parents’ sociodemographic 
characteristics and features of their children’ illness (see Table 
1), but there were no significant differences in groups (p>0.05). 

Having (depression or anxiety subscale of HADS scoring is 
≥8) depression or anxiety symptoms and not having (depression 
or anxiety subscale of HADS scoring is ≤7) depression or 
anxiety symptoms groups were also invoked for associations 
between depressiveness or anxiety and the use of stress coping 
strategies.

It was found that parents who had depression symptoms 
more often used such stress coping strategies as denial, 
behavioral disengagement, self-blame, while parents who 
hadnʼt expressed depression symptoms more often used 
self-distraction, active coping, positive reframing, humor, 
acceptance (Table 2).

Parents with a normal level of anxiety more often used 
acceptance than parents with occurring anxiety symptoms. 
Parents who had expressed anxiety symptoms more often 
used denial, venting, planning, religion, self-blame strategies 
(Table 3).

DISCuSSION

The diagnosis and treatment of childhood oncological 
disease can affect psychological well-being, daily routine, 
responsibilities, roles of both parents and there are an increasing 
number of studies with both genders of participants [26]. In our 
study, most of the participants were women, while men – less 
than a third. In other studies, there was a similar proportion 
in gender [6, 13, 21, 25, 26, 27] or men were eliminated from 
assessment because of severe availability [28, 29]. These 
comparisons can be considered as no essential differences 
between cultures when mothers more tend to choose the role 
of carer and fathers to become least involved and spend their 
time providing family financially.

Table 1. Sociodemographic characteristics of 80 parents and 
features of their childrenʼ illness

Respondentsʼ (n=80):

Age (min-max, mean±SD) 24–55, 37.5±7.45

Gender, n (%)

     Male 23 (28.7%)

     Female 57 (71.3%)

Residence, n (%)

    City 44 (55%)

    Town or village 36 (45%)

Education, n (%)

    Higher 43 (53.8%)

    Non-higher 37 (46.3%)

Marital status, n (%)

    Having partner 64 (80%)

    Without partner 16 (20%)

Working status, n (%)

    Working 22 (27.5%)

    Not working 58 (72.5%)

Financial sufficiency for care, n (%)

    Sufficiently 38 (47.5%)

    Not sufficiently 42 (52.5%)

Childenʼ with illness:

Age (min-max, mean±SD) 1–18, 7.3±4.78

Type of diagnosis, n (%)

    Oncohematological 38 (47.5%)

    Neurooncological and other types 42 (52.5%)

Stage of diagnosis, n (%)

    I or II 17 (21%)

    III or IV 21 (26%)

    Other or do not know 42 (53%)

Time (months) after diagnosis (min-max, mean±SD) 1–96, 7.9±15.51

Figure 1. The evaluation of depressive or anxiety symptoms and their severity among parents
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Our study revealed that almost half of parents had 
depression symptoms and two-thirds had increased anxiety 
symptoms. These findings are more expressed than in other 
studies [6, 8, 13, 21]. These differences could appear due to a 
certainly worse situation in Lithuania or different assessment 
instruments like STAI (The State-Trait Anxiety Inventory) or 
Beck depression scale [8, 13]. Moreover, in some studies, there 
was a different level of severity when considered as depression 
or anxiety manifestation [6, 21]. However, HADS subscales 
means were similar: in this study depression 7.2±4.3, while in 
others – 7±4.3 and 7.6±4.4, in this study anxiety 10.7±4.8, in 
others – 11±4.4 and 10±4.2 [6, 21]. That means, the situation is 

quite similar and despite different evaluation methods parents 
are in the risk group to experience psychiatric disorders. In 
addition, we found that some parents thought about suicide and 
have plans to attempt suicide.

Our study showed associations between expressed 
depression symptoms and more frequent use of denial, 
behavioral disengagement, self-blame strategies and less 
frequent use of self-distraction, active coping, positive 
reframing, humor, acceptance. Some of these relationships 
(behavioral disengagement, self-blame, active coping, humor, 
acceptance) were reported in other studies [11, 12, 13, 27], 
while some relationships (self-distraction, active coping) were 

Stress coping strategies Not having depression symptoms (N=46) Having depression symptoms (N=34) P
Mean±SD Mean Rank Mean±SD Mean Rank

Self-distraction 5.2±1.50 46.85 4.2±1.23 31.91 0.004*
Active coping 6.6±1.60 45.55 5.9±1.18 33.66 0.019*
Denial 3.2±1.53 34.98 4.0±1.43 47.97 0.010*
Substance use 2.3±0.94 40.30 2.3±0.84 40.76 0.884
Use of emotional support 4.6±1.41 42.90 4.3±1.36 37.25 0.258
Use of instrumental support 5.1±1.27 44.40 4.5±1.33 35.22 0.070
Behavioral disengagement 3.2±1.62 35.08 4.1±1.68 47.84 0.011*
Venting 4.5±1.53 41.79 4.2±1.07 38.75 0.529
Positive reframing 4.9±1.85 46.39 3.7±1.68 32.53 0.007*
Planning 5.1±1.67 41.57 4.9±1.57 39.06 0.627
Humor 2.9±1.19 44.41 2.5±1.21 35.21 0.037*
Acceptance 7.1±1.08 49.01 5.9±1.32 28.99 <0.001**
Religion 4.4±2.00 41.51 4.2±2.02 39.13 0.643
Self-blame 3.1±1.48 28.83 5.4±1.78 56.29 <0.001**

Table 2. The use of stress coping strategies between the groups of parents with and without depression symptoms

*p<0.05; **p<0.001

Table 3. The use of stress coping strategies between groups of parents with and without increased anxiety symptoms

Stress coping strategies Not having anxiety symptoms (N=22) Having anxiety symptoms (N=58) P
Mean±SD Mean Rank Mean±SD Mean Rank

Self-distraction 4.9±1.52 42.55 4.7±1.45 39.72 0.621
Active coping 6.3±1.81 42.20 6.3±1.33 39.85 0.676
Denial 2.9±1.44 31.18 3.8±1.51 44.03 0.021*
Substance use 2.4±0.73 43.73 2.3±0.96 39.28 0.201
Use of emotional support 4.2±0.80 36.89 4.6±1.55 41.87 0.368
Use of instrumental support 4.7±1.12 38.50 4.9±1.40 41.26 0.623
Behavioral disengagement 3.2±1.92 32.59 3.8±1.59 43.50 0.051
Venting 3.9±1.21 30.57 4.6±1.36 44.27 0.011*
Positive reframing 5.1±2.01 47.86 4.2±1.76 37.71 0.074
Planning 4.4±1.50 32.00 5.2±1.62 43.72 0.040*
Humor 2.8±0.96 45.80 2.7±1.29 38.49 0.135
Acceptance 7.1±1.23 50.50 6.4±1.31 36.71 0.014*
Religion 3.6±1.82 30.89 4.7±1.99 44.15 0.019*
Self-blame 3.0±1.91 25.48 4.5±1.85 46.20 <0.001**

*p<0.05; **p<0.001
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opposite to some studies [11, 12]. 
Having increased anxiety symptoms were associated with 

more frequent use of denial, venting, planning, religion, self-
blame strategies and less frequent use of acceptance strategy. 
Similarly, some relationships (acceptance, self-blame, religion, 
planning) were reported in other studies [11,13,27]. We 
observed that some active stress coping strategies as venting, 
planning, religion is associated with increased anxiety and 
this could happen because of needed activity to invoke these 
strategies.

This study has some benefits as great response rate 
considering so few cases in Lithuania and possibly one of the 
first reports about parentsʼ depression and increased anxiety 
symptoms, stress coping. Furthermore, stress coping strategies 
wasnʼt grouped in adaptive and maladaptive before a survey, 
so after results, we can see which is associated with expressed 
depression or increased anxiety symptoms. However, we do 
not know whether having mood or anxiety disturbances leads 
to choosing specific stress coping strategies or the use of 
specific strategies encourages the manifestation of depression 
or anxiety symptoms. Despite this, results provide a better view 
of parentsʼ mental health and can be used in the development 
of support for this specific group or other relatives dealing with 
the oncological disease.

In terms of limitations of this study, included mild 
symptoms into grouping (having or not having expressed 
depression or increased anxiety symptoms) could reinforce 
the results of the evaluation. Moreover, some subscales of 
stress coping strategies showed poor internal reliability. This 

could happen because of shorter scale, which was chosen due 
to aspirational for better response rate and fever costs of time 
for parents. Recommendations for future studies are trying 
longitudinal study to see how the severity of depression and 
anxiety symptoms changes over time, using longer or several 
instruments for evaluation or choosing a qualitative method of 
study to find out more about parentsʼ well-being, adjustment 
and coping.

CONCLuSIONS

Mild, moderate or severe depressive symptoms were 
found in almost half of parents. More frequent use of denial, 
behavioral disengagement, self-blame strategies was associated 
with expressed depression symptoms, while the less frequent 
use of self-distraction, active coping, positive reframing, 
humor, acceptance were more frequent among parents without 
depressiveness signs. Two-thirds of parents had expressed mild, 
moderate or severe anxiety symptoms and anxiety symptoms 
among parents were associated with more frequent use of 
denial, venting, planning, religion, self-blame strategies and 
less frequent use of acceptance strategy. These results suggest 
that psychoeducation about more adequate, appropriate stress 
coping may be useful  to reduce depression and anxiety 
symptoms in parents of children with the oncological disease.
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