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Fear of disease progression is one of the most common sources of psychological distress 
in patients suffering from chronic diseases. Fear of disease progression is a situation-
specific and fully discernible (reportable) emotion based on personal experience of a 
life-threatening disease. This article presents the results of a study of cancer patients’ 
coping behavior according to the levels of fear of disease progression experienced. The 
presence of pronounced fear of disease progression reflects a negative cognitive-affective 
response to one’s expectations for one’s own future; this response is related to a decrease 
in adaptive capacity. To determine the particular characteristics of coping strategies and 
coping resources in women with reproductive-system cancers according to the level of 
fear of disease progression. A total of 177 women with reproductive-system cancers were 
examined, among them 59 with breast cancer and 118 with gynecological cancers. Wom-
en with reproductive-system cancers have varying sets of coping strategies and coping 
resources according to their level of fear of disease progression. For each of the differenti-
ated groups, specific characteristics of the strategies of coping with difficult life situations 
are described, along with cognitive self-regulation strategies specific to the illness and 
to coping resources. The women exhibiting moderate fear of disease progression sig-
nificantly more often adhered to problem-oriented strategies of coping with difficult life 
situations and illness and had an internal locus of control regarding treatment. Patients 
with a low level of fear of disease progression tended to use strategies of positive rein-
terpretation of difficult life situations and illness; an external locus of control regarding 
treatment prevailed in this group. Patients found to have a dysfunctional level of fear 
of disease progression displayed significantly higher rates of using cognitive-regulation 
strategies focused on negative aspects of illness, as well as strategies for avoiding difficult 
life situations. Fear of disease progression is a psychological problem in women with 
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reproductive-system cancers. Higher levels of fear of disease progression are associated 
with a decrease in the psychosocial adaptation of women suffering from reproductive-
system cancers.

Keywords: female reproductive-system cancers, fear of disease progression, cognitive 
strategies for self-regulation in illness, locus of control in illness, self-efficacy in illness 
and treatment

introduction
Fear of disease progression is among the most common psychological issues in 
patients with chronic illness. Research among patients with rheumatoid arthritis, 
cancer, and diabetes has shown that fear of disease progression is one of the key 
causes of psychological distress (dankert, duran, & Engst-Hastreiter, 2003). The 
similarity of emotional experience concerning the inferred biological, psychologi-
cal, and social consequences of the disease has allowed fear of disease progression 
to be differentiated as a general concept reflecting future-oriented apprehensive-
ness in the sick (Herschbach, Berg, Book, & dinkel, 2011). Researchers interpret 
fear of disease progression as a cognitive-affective response based on personal ex-
perience of a life-threatening illness. Previous research has differentiated two levels 
of fear of disease progression: the mobilizing and the dysfunctional levels. The mo-
bilizing level is defined as a reasonable response to a real threat over the period of 
disease diagnostics and treatment and suggests an increase in treatment adherence, 
resource activation, and use of more effective coping strategies. The dysfunctional 
subtype of fear of disease progression is, in turn, associated with psychological dis-
tress, a decrease in quality of life, and an intense cognitive-affective reaction to 
disease (Herschbach et al., 2010). The prevalence of the dysfunctional subtype in 
women with reproductive-system cancers, according to some authors, reaches up 
to 47%, a proportion that makes its assessment especially relevant for this group of 
patients (Myers et al., 2013).

Malignant tumors of the female reproductive system are an important medi-
cal, social, economic, clinical, and psychological issue: they are associated with high 
mortality rates because of cancer progression (Chissov, Starinskiy, & Petrova, 2012). 
Psychological problems associated with the process of treatment are of great concern 
too. Among the modern methods of female reproductive-system cancer treatment, 
surgery and other invasive approaches are still prevalent, although they cannot guar-
antee total recovery, have side effects, and can lead to functional impairment, which, 
in turn, increases apprehension about the disease, the treatment procedures, and the 
chances for disease progression (Marilova, 1984). The prevalence of psychological 
distress in women diagnosed with breast cancer is associated also with the presence 
of a visible blemish, the threat to life, the crippling character of the treatment, and 
the fear of losing one’s femininity (Sharova, 2001). In addition, studies of emotional 
distress in patients undergoing chemotherapy have indicated increased levels of anxi-
ety and depression connected with medication use (Sabbioni, Bovbjerg, Jacobsen, 
Manne, & Redd, 1992). A reduction in adaptive capacity in patients undergoing che-
motherapy is associated with the high toxicity of this type of treatment.

There is some controversy regarding studies of coping behavior. Researchers 
point out that such coping styles as helplessness and hopelessness are associated 
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with the more severe courses of breast cancer (Morris, Pettingale, & Haybittle, 
1992). At the same time, the maintenance of problem-oriented behavior modes 
in women at advanced stages of cancer favors a decrease in symptoms of anxiety 
and depression and contributes to their “fighting spirit” (Hislop, Waxler, Coldman, 
Elwood, & Kan, 1987). Many researchers share the opinion that coping processes 
are influenced mainly by emotionally tinged subjective theories of disease (Taylor, 
Lichtman, & Wood, 1984).

Modern research in the field of clinical psychology has proved that the symp-
toms of post-traumatic stress disorder predominantly include those featuring “in-
trusive thoughts,” both as memories of surgical and conservative treatment and as 
fear of possible disease progression in the future (Tarabrina, Vorona, Kurchakova, 
Padun, & Shatalova, 2010), as well as affective disorders of various types and sever-
ity in women with reproductive-system cancer (Monasypova, 2012).

As a rule, in cases of illness, customary inferences of the integrity and firmness 
of one’s self are prone to alteration, one’s customary system of senses and values 
is destabilized, and one’s behavior changes as well (Nikolayeva, 1987; Tkhostov, 
2002). Because fear of disease progression reflects patients’ inferences about the 
possible future consequences of their illness, measures to control anxiety via the 
activation of strategies and behavioral resources gain in importance.

Method
Study design
Our research objective was to study the coping behavior of women with reproduc-
tive-system cancer with respect to the level of fear of disease progression. Based on 
this objective, a special set of research materials was established:

To evaluate the severity of fear of disease progression, we used the Short Form 
of the Fear of Progression Questionnaire by Mehnert, Berg, Henrich, and 
Herschbach (2009), Russian-language version by Sirota and Moskovchen-
ko (2014).

To study the processes of cognitive-stressor assessment and the processes of 
coping with the disease, we used the Illness Cognition Questionnaire by 
Evers et al. (2002), Russian-language version by Sirota and Moskovchenko 
(2014).

To study the strategies of coping with difficult life situations, we used the ques-
tionnaire Assessing Coping Strategies by Carver, Scheier, and Weintraub 
(1989), Russian-language version by Rasskazova, Gordeeva, and Osin 
(2013). 

The study of locus of control was carried out using the Locus of disease Con-
trol Questionnaire, by Bevz (1998). This technique helps determine the pa-
tient’s position regarding his/her somatic illness within a range from active 
(internal) to passive (external). The questionnaire includes 18 statements, 
each with 6 possible answers. According to the instructions, the options 
are: 0 – totally disagree, 1 – disagree, 2 – somewhat disagree, 3 – somewhat 
agree, 4 – agree, 5 – fully agree. 
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To study the connection between perceived apprehension about disease pro-
gression and perceptions of the amount of support provided by patients’ 
families and friends, we used the Multidimensional Scale of Perceived So-
cial Support Questionnaire by Zimet (1988), as adapted by Sirota and Yal-
tonsky (1994).

The confidence of the research subjects in their abilities and capacities to cope 
with illness and to adhere to medical advice was studied using the Ques-
tionnaire of Self-Efficacy in Illness and Treatment, a means suggested by 
Tkhostov (2002) and Rasskazova (2010). In this model, self-efficacy means 
confidence in one’s ability to reach set goals. The scale includes eight items 
and is designed to measure confidence in having the capabilities and op-
portunities to overcome a disease, to adhere to medical recommendations, 
and to be cured.

Sample
Study subjects included 177 women with reproductive-system cancer, mean age 
54.66±6.86. All examined patients had been admitted to the in-patient unit at the 
N. A. Semashko Central Clinical Hospital #2 of JSC Russian Railway in Moscow. 
Among the examined patients, 59 had breast cancer; 21 of them were early-stage 
patients, and 38 were advanced-stage patients. Other study subjects included 59 
who were suffering from uterine cancer; of these 42 were early-stage patients and 
17 were advanced-stage patients. The third group included 59 women with ovarian 
cancer; among them 24 were early-stage and 35 were advanced-stage  patients.

table 1. Clinical data on patients with a mild level of fear of disease progression (group A), 
a moderate level of fear of disease progression (group B), and a severe level of fear of disease 
progression (group C).

Variable 
Mild fear of disease  

progression 
group a

Moderate fear  
of disease progression 

group B

severe fear of disease 
progression 

group c

Allocation results 
for levels of fear  
of disease prog-
ression

78 60 39

Level of fear of 
disease progres-
sion

20.66±4.26 32.56±3.67 46.02±5.17

diagnosis Ovarian cancer – 30.9%
Uterine cancer – 33.3%
Breast cancer – 35.8%

Ovarian cancer – 40%
Uterine cancer – 46.66%
Breast cancer – 13.3%

Ovarian cancer – 35.8%
Uterine cancer – 12.8%
Breast cancer – 51.2%

disease stage I, II – 54% 
III, IV – 46%

I, II – 55%
III, IV – 45%

I, II – 30.7%
III, IV – 69.4%

Type  
of treatment

Chemotherapy – 46.6%
Surgery – 53.3%

Chemotherapy – 46.6%
Surgery – 53.3%

Chemotherapy – 76.9%
Surgery – 24%

Progression ac cor- 
ding to RECIST 1.1 
criteria

21% 26% 35%
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All study subjects were divided into three groups according to their exhibi ted 
level of fear of disease progression. To operationalize such a division, we used the 
Short Form of the Fear of Progression Questionnaire. Table 1 shows the clinical fea-
tures of the sample with a description of the levels of fear of disease pro gression.

As can be seen in Table 1, the majority of patients demonstrating severe fear 
of disease progression had been diagnosed with breast cancer and ovarian can-
cer, while women diagnosed with uterine cancer demonstrated less apprehension 
about the likelihood of cancer recurrence in the future. The majority of patients 
with severe fear of disease progression were those assessed at the advanced stage of 
cancer and those undergoing chemotherapy. In group C, the highest rate of cancer 
progression, according to RECIST 1.1 criteria, was registered. 

Table 2 presents sociodemographic data for the study subjects. 

table 2. Sociodemographic data on patients with a mild level of fear of disease progression 
(group A), a moderate level of fear of disease progression (group B), and a severe level of fear 
of disease progression (group C).

Variable
Mild fear  

of disease progression
group a

Moderate fear  
of disease progression

group B

severe fear  
of disease progression

group c

Age, years 
(M±Sd)

53.02±7.57 55.38±6.81 54.06±6.45

Education University graduates – 
26.6% 
College graduates – 
60.1%
High school graduates – 
13.3%

University graduates – 
26.6% 
College graduates – 
56.6%
High school graduates – 
13.3%

University graduates – 
46.1%
College graduates – 
38.46%
High school graduates – 
12.8%

Marital  
status

Married – 82%
divorced – 10.1%
Widowed – 8.8%

Married – 72%
divorced – 13.3%
Widowed – 15%

Married – 64.1%
divorced – 25.6% 
Widowed – 10.3%

Work 
status

Continued to work at 
examination – 33.3%

Continued to work at 
examination – 28.3%

Continued to work at 
examination – 46.1%

Note. M – mean value; Sd – standard deviation

Results
The study of coping strategies showed significant differences among the groups of 
women with varying levels of fear of disease progression. data summarizing the 
results of our study of coping strategies are presented in Table 3.

The women with a pronounced fear of disease progression significantly more 
often resorted to coping strategies such as “focus on and venting of emotions” 
(11.76±2.20), “mental disengagement” (9.79± 2.60), and “behavioral disengage-
ment” (10.71±3.11). Notably, the patients with a dysfunctional fear of disease 
progression significantly more rarely adopted coping strategies such as “positive 
reinterpretation and growth” (8.61±2.48), “use of instrumental social support” 
(9.64±2.75), and “active coping»” (8.97±2.45).
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The women with a moderate level of disease progression showed a significant 
trend toward using such strategies as “active coping” (11.91±3.06) and “use of 
instrumental social support” (12.30±2.72). Least represented in this group were 
strategies aimed at avoiding difficult life situations. Of note, the patients with a 
low level of fear of disease progression, as compared with the other patients, were 

table 3. Coping strategies according to COPE Questionnaire in patients with a mild level of 
fear of disease progression (group A), a moderate level of fear of disease progression (group 
B), and a severe level of fear of disease progression (group C).

coping strategies

group a group B group c significance of differences, 
Mann-Whitney u-criterion

M
(sD)

M
(sD)

M
(sD) Pa-b Pa-c Pb-c

Positive reinterpreta-
tion and growth

11.05
(2.45)

9.78
(2.40)

8.61
(2.48)

0.05 0.04 –

Mental disengagement 7.37
(2.74)

 6.60
(2.47)

9.79
(2.60)

– 0.03 0.02

Focus on and venting 
of emotions

9.35
(2.75)

10.36
(3.33)

11.76
(2.20)

– 0.05 0.03

Use of instrumental 
social support

11.06
(2.08)

12.30
(2.72)

9.64
(2.75)

– 0.05 0.05

Active coping 10.95
(2.15)

11.91
(3.06)

8.97
(2.45)

– 0.04 0.05

denial 9.23
(2.02)

8.41
(2.58)

8.38
(2.26)

– – –

Religious coping 12.79
(1.76)

11.81
(1.69)

12.61
(1.71)

– – –

Humor 7.56
(2.16)

7.06
(1.61)

6.97
(1.82)

– – –

Behavioral disengage-
ment

7.56
(1.82)

7.15
(2.95)

10.71
(3.11)

– 0.04 0.04

Restraint 6.87
(1.78)

6.85
(1.70)

7.28
(2.11)

– – –

Use of emotional social 
support

12.83
(1.54)

12.55
(1.68)

12.35
(1.61)

– – –

Substance use 5.64
(1.55)

5.83
(1.49)

6.15
(1.88)

– – –

Acceptance 12.83
(2.39)

11.96
(2.46)

10.84
(2.70)

– 0.04 –

Suppression of compet-
ing activities

10.31
(2.03)

11.28
(2.53)

9.89
(1.80)

– – –

Planning 10.53
(1.84)

11.32
(2.53)

10.38
(2.28)

– – –

Note. M – mean value; Sd – standard deviation



Strategies and resources for coping with fear of disease progression in women…  21

significantly more likely to turn to the coping strategy “positive reinterpretation 
and growth” (11.05±2.45).

Special attention should be paid to the results of the study of the process of 
cognitive-disease assessment and means to overcome its negative consequences. 
Table 4 shows the results from the Illness Cognition Questionnaire.

table 4. Results of the Illness Cognition Questionnaire in patients with a mild level of fear of 
disease progression (group A), a moderate level of fear of disease progression (group B), and 
a severe level of fear of disease progression (group C).

cognitive assessment 
processes and means 
to overcome the nega-
tive consequences of 
illness

group А group B group c significance of differences,  
Mann-Whitney u-criterion

M
(sD)

M
(sD)

M
(sD) P a-b P a-c

 P b-c

Cognitive strategies 
media ting the nega-
tive meaning of the 
stressful event

18.54
(3.12)

16.33
(5.03)

12.53
(4.10) – 0.05 0.04

Cognitive strategies 
refl ec ting the positive 
reinterpretation of 
the illness situation

15.46
(4.20)

12.80
(4.59)

10.48
(2.99) 0.04 0.001 0.03

Cognitive strate-
gies highlighting the 
negative  meaning of 
the disease

9.33
(2.80)

12.16
(4.26)

16.30
(4.19) – 0.05 0.05

Note. M – mean value; Sd – standard deviation

table 5. Results gained from the Locus of disease Control Questionnaire in patients with a 
mild level of fear of disease progression (group A), a moderate level of fear of disease progres-
sion (group B), and a severe level of fear of disease progression (group C).

locus of control  
in disease

group А group B group c significance of differences,  
Mann-Whitney u-criterion

M
(sD)

M
(sD)

M
(sD) P a-b P a-c

 P b-c

Fatalistic 10.91
(2.26)

11.61
(1.08)

14.02
(2.69)

0.04 0.05

Medical 14.74
(1.66)

13.81
(2.42)

12.87
(2.71)

– – –

Independent 10.53
(1.96)

14.20
(2.48)

10.32
(2.20)

0.03 – 0.03

Self-condemning 10.39
(2.07)

11.01
(2.60)

12.87
(2.23)

– – –

Note. M – mean value; Sd – standard deviation
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The women with a pronounced fear of disease progression significantly more 
often used cognitive strategies highlighting the negative meaning of the disease 
(16.30±4.19). In the women with a moderate fear of disease progression, the lead-
ing coping strategy of self-regulation regarding the disease was that encompass-
ing сognitive strategies mediating the negative meaning of the stressful event 
(16.33±5.03). The women with a low level of fear of disease progression also re-
sorted to сognitive strategies reflecting the positive reinterpretation of the illness 
situation (15.46±4.20). 

Regarding the locus of control, statistically significant differences among the 
three groups were demonstrated as well. data obtained are presented in Table 5.

The prevailing type of locus of control for the women with a pronounced fear of 
disease progression was the fatalistic one (14.02±2.69). In the women with a mod-
erate fear of disease progression, the independent locus of control predominated. 
(14.20±2.48). Women with a low fear of disease progression were characterized by 
the prevalence of the medical locus of control (14.74±1.66). 

The results of the study of self-efficacy in illness and treatment are presented 
in Table 6.

table 6. Results gained with the Self-Efficacy in Illness and Treatment Questionnaire in 
patients with a mild level of fear of disease progression (group A), a moderate level of 
fear of disease progression (group B), and a severe level of fear of disease progression 
(group C).

assessment criteria
group a group B group c significance of differences, 

Mann-Whitney u-criterion

M
(sD)

M
(sD)

M
(sD) P a-b P a-c

 P b-c

Level of self-efficacy in ill-
ness and treatment

40.44
(9.42)

37.36
(6.51)

36.89
(8.03) 0.04 0.03 –

Note. M – mean value; Sd – standard deviation

Regardless of the level of fear of disease progression, all patients demonstrat-
ed a moderate level of self-efficacy. However, the females with a high level of fear 
of disease progression displayed less confidence and less ability to overcome the 
consequences of disease and treatment (36.89±8.03). The highest level of self-ef-
ficacy was registered in the women with a low level of fear of disease progression 
(40.44±9.42). 

The study of the level of perceived social support demonstrated that the pres-
ence or absence of perceived apprehension about disease progression had no effect 
on the perception of the amount of support provided by patients’ families, friends, 
and significant others. The results obtained are shown in Table 7. In patients dem-
onstrating mild or no fear of disease progression, a higher level of perceived social 
support from significant others was registered; however, no relevant variations in 
these terms were indicated between the groups.

In the current study, we designated the strategies of coping with difficult life 
situations, cognitive self-regulation techniques in illness, and coping resources (lo-
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cus of control in illness, self-efficacy in illness) as predictors of the efficacy of over-
coming fear of disease progression. To test the hypothesis, we applied a multiple 
linear regression with a stepwise integration of variables in the regression model. 
The results of this regression analysis of the strategies of coping with difficult life 
situations and of cognitive self-regulation techniques are presented in Table 8.

table 8. Regression analysis of coping strategies and of fear of disease progression in women 
with reproductive-system cancer.

fear of disease  
progression R2 F p

Positive reinterpretation and growth β = –0.18
0.34 12.72 0.001

Active coping β = –0.21

Cognitive strategies mediating the 
negative meaning of illness β = –0.16

0.44 46.07 0.001
Cognitive strategies reflecting the 
positive reinterpretation of illness β = –0.25

Cognitive strategies highlighting the 
negative meaning of illness β = 0.39

As can be seen from the table, the choice of cognitive strategies highlighting the 
negative meaning of illness was likely to augment fear of disease progression, while 
choosing strategies downgrading the negative meaning of the event and strategies 
reflecting the positive reinterpretation of the illness situation tended to diminish 
the degree of fear of disease progression. Such strategies of coping with difficult life 
situations as “positive reinterpretation and growth,” as well as “active coping,” also 
contributed to the modulation of fear of disease progression.

The results of the regression analysis of coping resources are summarized in 
Table 9.

table 7. Results gained from the Multidimensional Scale of Perceived Social Support in pa-
tients with a mild level of fear of disease progression (group A), a moderate level of fear of 
disease progression (group B), and a severe level of fear of disease progression (group C).

Perceived  
social support

group А group B group c significance of differences,  
Mann-Whitney u-criterion

M
(sD)

M
(sD)

M
(sD) P a-b P a-c

 P b-c

Family 3.56
(1.59)

3.66
(0.50)

3.61
(0.49) – – –

Friends 2.33
(1.47)

2.35
(1.48)

2.38
(1.67) – – –

Significant others 3.81
(1.63)

2.79
(1.71)

2.84
(1.51) – – –

Note. M – mean value; Sd – standard deviation
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table 9. Regression analysis of coping resources and of fear of disease progression in women 
with reproductive-system cancer. 

fear of disease 
progression R2 F p

Fatalistic locus of control β = 0.20

0.33 21.58 0.001
Medical locus of control β = –0.14

Independent locus of control β = –0.31

Self-efficacy in illness and treatment β = –0.24

The fatalistic locus of control with regard to the causes of illness had an impact 
on the degree of fear of disease progression. Such control options as medical con-
trol and self-control contributed to the modulation of fear of disease progression. 
Self-efficacy in disease and treatment also contributed to the modulation of fear of 
disease progression.

 Discussion
Future-oriented fear of disease progression is one of the major causes of psycholog-
ical distress in women with reproductive-system cancer. According to international 
data, a high level of anxiety about possible disease progression is reported in 9% to 
34% of patients, mostly in women diagnosed with cancer, particularly breast cancer 
(deimling, Wagner, & Bowman, 2006).

In our study, the women with the dysfunctional type of fear of disease progres-
sion were significantly more likely to resort to strategies directed at problem avoid-
ance. These patients used various types of activities to distract themselves from un-
pleasant thoughts associated with the problem, but at the same time they were more 
likely to give up on treatment aims and to decrease their efforts to interact with the 
stressor. In addition, patients in this group showed a significantly higher tendency 
to focus on negative emotions and to continuously turn the affective aspects of the 
negative events over in their minds. They were also likely to resort to such means of 
self-regulation as self-accusation and accusation of others. The results obtained are 
consistent with those reported in a number of studies of fear of disease progression 
(Koch, Jansen, Brenner, & Arndt, 2013). The avoidance of stressful life situations 
by patients with a high level of disease progression could be accounted for by the 
narrowing of their motivational sphere: with health and life preservation seen as 
the key target, all other motives are comprehended as subordinate to it; this percep-
tion leads to the narrowing of patients’ interests and the generation of self-limiting 
behavior (Sokolova & Nikolaeva, 1995).

Behavior during illness varied among the differentiated groups. Patients with 
the dysfunctional type of fear of disease progression were more likely to resort to 
cognitive strategies, thereby highlighting the negative meaning of the disease; this 
path led to their focusing mainly on the negative aspects of the illness as an un-
controllable, unpredictable, and immutable condition that consists in experiencing 
helplessness and hopelessness. This association between the helplessness-hopeless-
ness construct and a decrease in psychological and physical well-being in various 
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chronic diseases has been shown in several international studies (deVellis & Bla-
lock, 1992; Everson et al., 1996). Patients demonstrating moderate fear of disease 
progression tend to use cognitive strategies aimed at decreasing the negative mean-
ing of the stressful event. The use of this kind of a psychological self-regulation 
strategy involves the acceptance of the need to adapt to chronic disease and the 
capacity to withstand the unpredictable, uncontrollable character of the illness and 
to overcome its aversive meaning. The positive impact of the inferences associated 
with the acceptance of illness consists in processing stress-associated information 
on the cognitive level; such processing facilitates the activation of problem-solving 
behavior (Li & Moore, 1998). In our study, cognitive strategies reflecting the posi-
tive reinterpretation of the illness situation were more common in the group with 
a mild level of fear. Such techniques of cognitive regulation in a situation of un-
controllable stress are based in a change in life priorities and personal aims, with 
patients pointing out positive changes in their personality and interpersonal rela-
tionships. 

The women with the dysfunctional type of fear of disease progression were sig-
nificantly more likely to associate disease onset with hereditary factors and destiny, 
and they were convinced of their own inability to exert a sufficient impact on the 
course of treatment. The women with a moderate fear of disease progression were 
oriented toward active participation in the course of treatment and independent 
coping with the disease. Patients with a mild or no fear of disease progression were 
more oriented on medical aid, which includes delegating the responsibility for their 
course of treatment to medical personnel. 

A number of studies have used the concepts of locus of control in relation to 
the causes of disease and locus of control in relation to treatment (Tashlykov, 1984). 
Based on the results shown in Table 5, dysfunctional patients with fear of disease 
progression have an external (fatalistic) locus of control regarding the causes of the 
disease and the treatment. Patients with a moderate or mild fear of disease progres-
sion have a mixed locus of control regarding the causes of the disease; such a locus 
indicates ambivalence, with judgment determined mainly by a particular situation. 
Table 10 shows possible variations in the locus of control depending on the degree 
of fear of disease progression.

 table 10. Possible variations in the locus of control in patients with a mild level of fear of 
disease progression (group A), a moderate level of fear of disease progression (group B), and 
a severe level of fear of disease progression (group C).

locus of control  
variations

no fear of disease 
progression

group a

constructive (i.e., 
functional) fear of 

disease progression
group B

Dysfunctional fear of 
disease progression

group c

Locus of control re-
garding treatment

External control Internal control External control

Locus of control re-
gar ding the causes of 
illness

Mixed control Mixed control External control
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A number of international researchers have pointed out that an internal lo-
cus of control regarding treatment is associated with the adaptational coping style 
“fighting spirit” in patients suffering from breast cancer and causes a decrease in 
the level of anxiety and depression (Watson, Greer, & Rowden, 1991). Thus, a mod-
erate level of fear helps patients adhere to problem-oriented modes of  behavior. 

In our study, patients with moderate and severe fear of disease progression had 
a moderate level of self-efficacy in illness and treatment, whereas patients with no 
or mild fear felt more confident about their capacity to overcome the disease and 
follow all medical advice. A higher level of self-efficacy in the group of patients 
showing no fear of disease progression might reflect the tendency to underestimate 
the severity of the illness, while the tendency to demonstrate a lower level of self-
efficacy in the women with moderate and severe fear of disease progression might 
have various causes. The patients with the dysfunctional type of fear were less likely 
to believe in their ability to overcome the disease and to adhere to medical advice 
because of their overestimation of the possible consequences of the illness; this 
overestimation reflected their hypernosologic reactions. At the same time, in those 
with a moderate fear of disease progression, their lower level of self-efficacy was 
due to their rational health assessment and the real possibility of future disease 
recurrence.

Regarding apprehension about possible disease progression in the future, the 
results obtained could be interpreted as the search for a functional means for pre-
venting possible recurrence by finding solutions to everyday problems and relying 
on one’s own resources; such a means is relevant for patients with a moderate fear of 
disease progression. Patients demonstrating no or mild fear of disease progression 
tended to overcome their perceived apprehension by concentrating on the positive 
consequences of the illness situation and, in turn, on positive changes in their per-
sonality. Patients with the dysfunctional type of fear were inclined to use feelings 
of hopelessness and helplessness as a means of self-regulating their condition; this 
course of action can be interpreted as a reflection of the patients’ apprehension 
about their loss of autonomy, intense emotional reactions to treatment, and fears 
concerning the future of their family.

conclusion
Fear of disease progression is in general an adequate response to a real threat in the 
course of disease diagnostics and treatment; such apprehension may vary in sever-
ity from functional (i.e., mobilizing) to dysfunctional. Exaggerated fear about the 
likelihood of disease progression, with all the biological, psychological, and social 
consequences it entails, reduces the patient’s adaptive capacity, thereby contribut-
ing to the avoidance of certain types of coping strategies in order to minimize the 
apprehension associated with the illness. 

It is important to determine psychotherapeutic targets for patients with the 
dysfunctional type of fear of disease progression. According to the results of the 
study, the following psychotherapeutic targets can be established:

•	 Overcoming	the	restrictive	model	of	illness	by	increasing	acceptance	of	ill-
ness.
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•	 Cognitive	restructuring	of	inferences	about	the	randomness	of	disease	out-
comes, with the occurrence of the disease attributed to hereditary factors or 
destiny and perceived as independent of the patient. 

•	 Generating	an	internal	locus	of	control	regarding	treatment.
•	 Increasing	self-efficacy	in	disease	and	treatment.
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