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A B S T R A C T

Objective: Self-perceived burden (SPB) is a painful experience for patients with cancer and their caregivers.
However, the intervention and coping strategies for SPB have not been systematically summarized. This work
reviews the effects of interventions and coping strategies on SPB.
Methods: A systematic search, including trawling through six electronic databases, was performed to identify the
articles published from January 2003 to February 2023, both in English and in Chinese. The key terms related to
burden on others, intervention, and coping of patients with cancer were adopted. Manual search was also applied.
Results: Thirty articles were identified. Interventions were presented in three dimensions: physical, psychological,
and financial/family. Coping strategies were presented in terms of coping attitudes and behaviors. Interventions
such as functional exercise and psychological adjustment can improve SPB in the three dimensions mentioned
above and thus alleviate SPB. Patients with different coping styles have different implications for prognosis. In
addition, the impact of caregivers on patients and the coping they provided were worthy of attention.
Conclusions: This article reviewed interventions for SPB in patients with cancer and the coping strategies from
patients and caregivers. The interventions targeting on SPB can alleviate SPB by improving patients’ physical
condition, psychological status, and financial/family situation. However, the coping attitudes and behaviors of
both patients and caregivers were depending on the individual cognitions and perceptions; different coping
strategies produced different outcomes. To achieve improvements in SPB, interventions should incorporate the
coping strategies. Appropriate patient–caregiver dyad interventions should be constructed based on the com-
monalities in coping with SPB.
1. Introduction

With the increasing incidence and mortality of cancer year by year,
cancer, as a negative stress event,1 often breaks the peaceful daily life and
the routine plan of the patients and their caregivers. Patients with cancer,
after a series of medical treatments under the caregivers' assistance, were
prone to have a negative experience of “becoming a burden to others.”
This conscience of guilty usually leads to negative effects on the patients
and their caregivers at varying degrees of physical, emotional, and
financial/family dimensions.2

Although the negative experience of “feeling like a burden to others”
has long been presented in patients, it was not until 2003 that Cousineau
et al defined it as self-perceived burden (SPB) and developed a reliable
measurement method (named SPB scale).3 SPB was treated empirically as
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a single construct comprising physical, emotional, and perhaps financial
components. The physical burden dimension represents patients' concern
to the physical condition of their caregivers; the emotional dimension
represents the influence of caregivers' emotion and mental health; and
the financial/family burden dimension is more reflected in the concern to
the financial cost of care.2 McPherson et al further refined the concept of
SPB through phenomenological interviews with patients with advanced
cancer in a qualitative study.4 McPherson et al identified SPB as an
empathic concern due to the individual's illness and care needs, resulting
in negative experiences such as guilt, depression, distress, feelings of
burden, and decreased sense of self.4 McPherson et al also proposed that
the equity theory5 and the cognitive stress theory6 could be used as
theoretical frameworks to elucidate SPB. In 2007, Simmons measured
SPB using the SPB scale in 106 patients with cancer and confirmed that
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the scale could be applied to patients with cancer.7 The SPB scale was
also proved to be reliable and valid in the subsequent study.8 Evidence
has shown that SPB is based on difficulty and uncertainty, and SPB is
considered to be a significant concern for the people with life-threatening
illness.9 SPB may occur in the patients with cancer,10–12 stroke,13,14 and
amyotrophic lateral sclerosis.15 Cancer, as a major negative event, is
obviously a heavy shock to both patients and their families, and the
uncertainty of the future makes it difficult for them to take cancer lightly.
Meanwhile, SPB is not a static or temporary phenomenon, but a process
that changes over time.9 It has shown that the closer patients with cancer
are to death, the more likely SPB is to occur.16 In fact, 19–65% of the
patients with advanced cancer experience moderate to extreme
SPB.2,17,18 A series of research has shown that SPB is a common and
neglected distressing experience for the patients with advanced cancer.
Yet, SPB can complicate the relationship between the patients and their
caregivers by exacerbating negative emotional reactions such as
depression, anxiety, and guilt. SPB also can affect patients' quality of life
(QOL), treatment decisions, and desire of survive.10,17,19 In conjunction
with the above, SPB in this review was defined as a negative experience
arising from an individual's illness and care needs affecting others, which
can lead to adverse physical and psychological effects on the patient
themselves and have impacts on subsequent treatment decisions. Some
studies have shown that interventions aimed at patients' physical and
psychological problems can improve SPB to a certain extent.20–22 How-
ever, there are differences in intervention contents and approaches across
the studies, which made the generalizability to other sociocultural con-
texts questionable.20,21,23 Therefore, how to intervene effectively in SPB
to improve patients' QOL and to yield a better outcome for patients and
their caregivers deserve attention.

The efforts of the patients and their caregivers toward SPB also cannot
be ignored. According to the cognitive stress theory, stress is a special
relationship between people and environment. Individuals determine the
meaning of a stress event through the process of the primary assessment
and the secondary assessment.6 Cancer can be regarded as a special
stressor. For patients with cancer, both the diagnosis of cancer and the
following care needs can be considered as stressors. Patients identified
stressors through the primary assessment. Based on the primary assess-
ment, they can evaluate the available resources for self-coping with the
stressors, this was the process of the secondary assessment. SPB was the
negative outcome of patients who recognized that they did not have
enough resources to stand up to the stress from cancer or care need.
Although they may not have sufficient resources and capacity to cope,
patients with cancer and their caregivers have to face the range of
challenges derived from cancer and its treatment. Meanwhile, the impact
of cancer diagnosis and treatment on the patients with cancer and their
caregivers is more in pairs at the dyadic level, and they need mutual
support and dyadic coping.24–26 Coping was defined as cognitive and
behavioral efforts. Its main function was to manage or change the situ-
ation in trouble (problem-focused coping) and to regulate a person's
emotional response (emotional-focused coping).3 A special problem was
that the patients with cancer must cope with multiple problems in
different dimensions that come with cancer. For problems in different
dimensions, the patients would adopt different coping strategies. A study
pointed out that in order to reduce the care burden of caregivers, some
patients with cancer preferred to die in hospital.27 Based on this, this
review defined the coping strategies as the responses to manage or
change or tolerate one's behaviors or the ways of dealing with problems
and emotions by recognizing and evaluating stressors. The effectiveness
of any given coping strategy is not inherent in the strategy, that is, coping
only represents the individual's response to the source of stress, and
therefore, the success of coping has nothing to do with the coping
strategy itself. Meanwhile, as cancer was a stressor that affected the pa-
tients, their caregivers, and the close social networking, coping and
support efforts from all these parties should be considered.28,29 Many
studies have shown that the patients with cancer and their caregivers
would cope with SPB in various ways and achieve different results.30–32 It
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was difficult to completely separate the role of caregivers from the pa-
tients in the coping process. Dyadic coping, as a collaborative process for
the patients and their caregivers to cope with shared stressors, required
attention.28,29

To date, there is still a lack of systematic review on the researches of
intervention on SPB of patients with cancer. The coping strategies of the
patients with cancer and their caregivers are also in need of further
summary and analysis. Interventions for SPB are essentially coping
strategies from the perspective of the medical professional. For patients
with cancer, the content of interventions can be viewed as supports and
helps from outside. In order to provide a comprehensive perspective, this
review summarized and analyzed the qualitative studies, the interven-
tional studies, and the observational studies, respectively. The purposes
of this review were as followed: (i) to provide a comprehensive summary
of interventions and responses to SPB from different perspectives, (ii) to
explore the impact of different interventions and coping methods/stra-
tegies on SPB, and (iii) to provide recommendations for the methodology
and content for future research.

2. Methods

2.1. Search methods for identifying studies

This review primarily used the PRISMA 2020 Checklist as the blue-
prints for the guidance in performing the review process.33 A systematic
literature search was conducted for the articles published both in English
and in Chinese, dated from January 2003 to February 2023. We retrieved
the articles that used the following terms and their combinations in the
title or abstract or subject: “cancer” or “oncology” or “neoplasm” or
“tumor” or “malignancy” AND “self-perceived burden” or “perceived
burden” or “burden to others” or “to be a burden” or “feeling like a
burden to other” AND “intervention” or “program” or “programme” or
“treatment” or “coping.” The databases searched included Embase,
CINAHL, PsycInfo, PubMed, Scopus, and Wanfang. The reference lists of
the articles were searched manually in addition to the electronic search.

2.2. Inclusion and exclusion criteria

The studies included in this review met the following criteria: (a)
studies published in English or in Chinese, dated from January 2003 to
February 2023; (b) patients diagnosed with any stage of cancer and/or
their no-cancer caregiver; (c) findings contained a measurement of SPB
or coping methods/strategies to SPB; (d) interventions specifically
focused on SPB in patients with cancer; (e) study subjects were adults
(over 18 years old). The following articles were excluded: (a) literature
reviews, meta-analysis, editorial comments, commentaries, case reports,
and conference proceedings; (b) observational studies did not cover the
coping of SPB. For the included studies, we did not impose restrictions on
the use of methods/methodology.

2.3. Eligibility and selection process

Articles evaluated were selected based on the predetermined inclu-
sion and exclusion criteria by filtering records and reviewing full text.
Fig. 1 gives the flow chart of the search and selection process.

2.4. Data extraction and quality assessment

The assessment and selection of the eligible articles were first justified
by filtering records based on title/abstract review. The further full-text
articles evaluations were performed based on the predetermined inclu-
sion and exclusion criteria by two different reviewers. Data extraction
from each of the included studies was conducted by using the prede-
signed data extraction tables, including literature information, study
purposes, study design, samples/time points, instrument used, and key
findings. Additional data extraction was performed for 13 intervention



Fig. 1. PRISMA search flow diagram.
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studies, which encompassed the items such as study arms, intervention
content, intervention dosage, and study outcomes. SPB can be basically
divided into three dimensions: physical, emotional, and financial/family
burden.2 Although these three dimensions are based on the patients'
conditions, they do not reflect the physical, emotional, and finan-
cial/family burden status of patients with cancer directly. However, there
is a relationship between SPB and the physical and mental health of the
patients.2,7,11,17 Meanwhile, according to the extracted research con-
tents, most of them intervened the physical condition, emotional status
and family relationships of patients.20,31,34–36 Therefore, this study
would elaborate the intervention contents from three dimensions of the
physical, emotional, and financial/family burden.

In addition, the attitudes and behaviors of the patients toward SPB
after cognition and evaluation are regarded as coping strategies. The
positive or negative correlation between the coping attitudes and/or
behaviors involved in the studies and SPB can be used as a reference for
coping strategies. Therefore, the coping of the patients and their care-
givers should be divided into “coping attitudes” and “coping behaviors.”
In this review, coping attitudes refer to the stable psychological tendency
held by the individuals after recognizing and evaluating specific objects
(ie, cancer, physical condition, emotion or events, etc.), which was under
the individual subjective influence and accompanied by certain
3

behavioral tendencies. Coping behaviors in this review refer to the ac-
tivities that the individuals produce after recognizing and evaluating
specific objects and combining their own situations. More details are
shown in Table S1.

The quality of the included articles was assessed using the Mixed
Methods Assessment Tool (MMAT).37,38 MMAT has been shown to be a
reliable and intuitive assessment tool for assessing the quality of five
types of studies, including qualitative, quantitative randomized
controlled trials (RCT), quantitative nonrandomized trials, quantitative
descriptive, and mixed methods studies. In this review, qualitative,
quantitative RCT, quantitative nonrandomized trials, and quantitative
descriptive were selected to assess the included studies, respectively.
First, two filtering questions were used to determine whether the study
could be evaluated for quality with the MMAT. Next, each study was
asked to answer five methodological evaluation questions and the cor-
responding responses were categorized into three categories: “Yes,” “No,
” and “Cannot tell.” Although the MMAT does not have a clear scoring,
five detailed evaluation criteria were given for each study type to assess
the quality of the included studies. Further details are provided in
Table S2. Of the 30 studies included and assessed in this review, four
studies had two “Cannot tell” ratings or one “No” and “Cannot tell” rat-
ing, respectively, and 13 studies had one “No” or “Cannot tell” rating. In
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this way, the overall qualities of these 30 studies were considered of good
and thus all were included.

3. Results

3.1. Characteristics of the selected studies

In total, 20 quantitative studies and 10 qualitative studies met the
criteria for this review, and therefore, all were included. These studies
were conducted in China (n ¼ 17, 56.7%, including two in Taiwan),
Canada (n ¼ 2, 6.7%), the UK (n ¼ 2, 6.7%), Japan (n ¼ 2, 6.7%),
Denmark (n ¼ 1, 3.3%), France (n ¼ 1, 3.3%), Italy (n ¼ 1, 3.3%), the
United States (n¼ 1, 3.3%), Singapore (n¼ 1, 3.3%), South Korea (n¼ 1,
3.3%), and Thailand (n ¼ 1, 3.3%). Of 20 quantitative studies, 13 were
intervention studies (RCT: n ¼ 7, non-RCT: n ¼ 6), five were cross-
sectional studies, one cohort study, and one longitudinal study, respec-
tively. The corresponding study duration ranges from 4 weeks to 2 years,
and the sample size ranges from 30 to 469. There were 10 qualitative
studies. The corresponding research methods include semi-structured
interviews (n ¼ 5), phenomenological analysis (n ¼ 1), interpretive
phenomenological analysis (n ¼ 1), descriptive phenomenological
method (n ¼ 1), series interview combined with participant observation
(n¼ 1), and the interview guide based on the conceptual framework (n¼
1). The sample sizes of these 10 studies range from 10 to 100. In these
studies, one study focused on the bereaved family members of the
deceased patients with cancer so as to gain a special perspective on how a
cancer family copes with SPB. For the patient–caregiver dyad (n ¼ 4)
studies, the sample sizes were calculated according to the patient
samples.

The studies that were included focused on the following cancer types:
multiple types of cancer (n ¼ 16, 53.3%), lung cancer (n ¼ 7, 23.3%),
breast cancer (n ¼ 2, 6.7%), cervical cancer (n ¼ 1, 3.3%), esophageal
cancer (n ¼ 1, 3.3%), liver cancer (n ¼ 1, 3.3%), rectal cancer (n ¼ 1,
3.3%), and throat cancer (n ¼ 1, 3.3%).

Referring to the included research contents, the focus and the out-
comes of interventions can be divided into three dimensions: physical
burden, emotional burden, and financial/family burden. On the other
hand, coping strategies can be divided into coping attitudes and
behaviors.

3.2. Interventions improve SPB

3.2.1. Interventions in the physical burden dimension
Because of cancer, patients suffered from different degrees of alter-

ation in physical function, even affecting their daily life and QOL.
Therefore, it is important to improve the physical burdens of patient. The
related interventions mainly focused on encouragement of exercise,39

mindfulness therapy20 (eg, mindful breathing, mindful meditation, body
scan, walking meditation, eight-sectioned exercise), relaxation train-
ing,39–41 coping skills,22,41 standardized health education (for both pa-
tients and their caregivers),22,42 enhancement of physical care (including
family care),41 and the explanation and guide of cancer-related knowl-
edge on WeChat platform.43 Except for one study in which patients’
physical dimensions of burden were not significantly improved in an
intervention primarily through relaxation training,39 all the in-
terventions in the other six studies had significant effects.

3.2.2. Interventions in the emotional burden dimension
SPB is a negative psychological emotion, all 13 of the included

intervention studies exhibited the emotional burden dimension. Whether
the intervention can improve the emotional burden of the patients
themselves deserves special attention. As shown in Table S1, structured
psychological intervention (including psychological support, health ed-
ucation for patients and their families, stress handling, coping skills,
4

experience exchange, anticancer declaration learning),22,34,41,42,44

relaxation training,39–41,43,44 communication and exchange,23,34,39,45

mindfulness therapy,20,23 dignity enhancement and independence
enhancement,46 cognitive behavioral therapy (CBT),21 and a nursing
model intervention based on the Rosenthal effect47 had been used to
intervene the emotional burden of the patients. Structured psychological
interventions, which integrated several components (such as health ed-
ucation, stress management, and coping skills), were beneficial in
decrease of patients' emotional burden scores and could improve nega-
tive emotions (such as anxiety, depression, anger, confusion) in multiple
ways.22,34,41,44 In addition to this, the use of standardized health edu-
cation interventions alone had also been found to be beneficial in
reducing patients' emotional burden.42 Relaxation training was helpful in
relaxing patients' tension, thus achieving psychological relaxation and
maintaining good mind moods.39–41,44 Providing opportunities of
communication for the patients also helped to ease patients' psycholog-
ical stress and to increase channels for emotional catharsis.23,34,39,45 For
mindfulness therapy, two studies both found that it was beneficial to
improve the pessimism of patients to a certain extent.20,23 One study
found that after the dignity therapy intervention, the sense of dignity of
the patients rose (mean ¼ �0.52 (�1.01; �0.02)), the sense of being a
burden fell (mean ¼ �0.26 (�0.49; �0.02)), depression eased (mean ¼
�1.17 (�2.07; �0.26)), feeling anxious relaxed (mean ¼ �1.00 (�1.67;
�0.33)), and the feeling like a burden to others (n ¼ 12, mean ¼ �0.58
(�1.09; �0.08)) improved.46 Meanwhile, patients who did not view
themselves as a burden to others often agreed that dignity therapy made
life more meaningful (OR: 13.0 (1.6; 109.0), p ¼ 0.018).46 The study by
using the Rosenthal effect-based nursing model intervention also found
that the patients had some reduction in SPB after the intervention.47

However, one study illustrated that CBT had little effect on improving
patients’ emotional burden.21

3.2.3. Intervention in the financial/family burden dimension
Eight intervention studies were concerned with the financial/family

burden dimension.21,22,39–42,44,45 It is difficult for intervention researchers
to directly intervene on the financial/family situation of the patients.
However, individual interventions can indirectly affect thefinancial/family
burden of the patients. For example, one study showed that nursing inter-
vention and health education through the WeChat platform to promote
patients with cancer and their caregivers to participate in nursing together
could help improve the financial/family burden for the patients.45 Mean-
while, promoting patients to maintain a good state of mind, participating
actively in group activities, conducting relaxation training, and exchanging
experience could also help improve the patients’ financial burden/family
burden.40,44 A study intervened in patients through a standardized health
education process. Compared with the control group (CG), the score of SPB
in the intervention group (IG) on financial/family burden had been signif-
icantly improved (CG: 3.27� 0.38; IG: 2.05� 0.31, P< 0.01).42 One of the
studies pointed out that the structured psychological intervention can
improve the financial/family burden of the patients through psychological
support, stress management, coping skills training, and comprehensive
health educations,41 while another study, by using the structured psycho-
logical intervention, resulted in the opposite outcomes.22 Serfaty et al,
through conventional treatment plus CBT, found that CBT had little benefit
for the patients in general. However, for those widowed, divorced, or
separated, theremightbebenefits fromCBT (mean change�7.21, 95%CI¼
�11.15 to�3.28; P < 0.001).21

Although the included studies did not provide direct intervention and
assistance to the caregivers, interventions targeted at the patients with
cancer themselves effectively improved the patients' own condition and
thus improved the patients’ SPB. Therefore, it is reasonable to believe
that the reduction of the burden of the patients with cancer in the di-
mensions of physiology, emotion, and financial/family can help to
reduce the SPB of the patients.
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3.3. Coping improve SPB

3.3.1. Coping attitudes improve SPB
In the aspect of coping attitude, one study pointed out that the pos-

itive coping attitude was negatively correlated with SPB score, while the
negative coping attitude was positively correlated with SPB score.35 In
qualitative studies, some patients believed that the positive attitudes
(such as facing challenges bravely and doing their best whether they
were confident or not, self-encouragement, having a positive outlook on
the future, and enjoying life) could effectively cope with the
SPB.17,30,32,48,49 But some patients may also see compromise, denial, and
viewing death as a release as a response.17,30,32,50 There are also differ-
ences in the cancer patients' attitudes toward the other peoples. Patients
who lived alone perceived their situation simpler because they were al-
ways independent; married patients felt that supports from the partner
and helps from family/friends made it easier for them to cope.51 A study
mentioned that for SPB, some patients were eager to have an opportunity
to fully communicate with their spouses or partners.52 In another study,
patients believed that mutual help could cure themselves better.49 In
addition, unlike the patients with cancer at other stages, the patients with
advanced cancer were usually difficult to make substantive responses and
changes based on their own conditions. They coped by expressing their
attitudes and choices about the treatment methods and the terminal sites.
A study has pointed out that the patients with advanced cancer and their
caregivers were more willing to choose palliative treatment.53 Consid-
ering the huge care requirements for the dying patients at home, some
patients with advanced cancer chose to die outside their home.27 We also
cannot ignore the influence of caregivers on patients’ coping attitude. A
study has shown that if the patients had empathy with their important
caregivers, they were more likely to make a positive decision, such as
accepting a new chemotherapy program.54

3.3.2. Coping behaviors improve SPB
In coping behaviors, patients’ coping can be revealed in three aspects:

physical, emotional, and financial/family.
By coping with their own physical condition, emotional state, and

potential financial/family problems, the patients with cancer improved
SPB. One study showed that the likelihood of experiencing high SPB was
1.02 times greater (95% CI ¼ 1.00–1.03, P ¼ 0.047) with each unit in-
creases in the patients' symptom distress scores; with each unit increases
in the patients' coping ability scores, the likelihood of high SPB decreased
by 0.97 times.55 For the physical burden that either existed or might
occur, the patients with cancer responded primarily through direct action
on symptoms or adverse reactions. These actions and reactions included
using artificial feeding and ventilator,56 looking after themselves
actively,17,30,48,50 adjusting lifestyle to avoid the experienced side ef-
fects,48,50 getting information to prevent or manage possible side ef-
fects,48 and preparing themselves psychologically for the treatment.48 To
combat the negative effects of cancer, the patients also actively sought
help or requested information from others.30,48,49 These active coping
strategies not only improved patients' physical condition and relieve the
burden of their caregivers but also improved patients’ SPB. Some patients
used different coping strategies. In the qualitative studies, some patients
concealed their symptoms and needs.17,30,50,51 One study suggests that
patients hide their physical pain symptom from their caregivers by
enduring the pain and waiting for the next regular dose of pain relief
medication.50

In addition to responding to the patients' requests for the help with
cancer and SPB, family caregivers inevitably needed to face the problems
caused by SPB in the process of caring for patients. A study based on the
perspective of bereaved caregivers found that the following factors were
considered very useful for alleviating SPB by nearly half of the re-
spondents.36 These factors included “Eliminate pain and other symptoms
that restrict patient Activity” (53%), “Quickly dispose of urine and stools
so that they are out of sight” (52%), “Support patients' efforts to care for
themselves” (45%), “Present a variety of alternatives for daily life
5

assistance from which the patient may choose (not just a single option)”
(45%), and “Ask, ‘Is there anything I can do for you?’ (not, ‘What do you
need me to do?’)” (42%).36 After analysis, Akazawa et al concluded that
providing care skillfully and helping patients with activities of daily
living naturally can effectively improve SPB of the patients on the
physical dimension from the perspective of caregivers.36

One study indicated that the score of psychological coherence and
coping style were correlated with SPB score.35 In order to cope with the
negative effects caused by SPB, it is necessary to control emotions. In the
emotional dimension, patients realized that it was helpful to open
themselves to others and express a range of emotional and psychological
problems.31,51 In some studies, patients held the view that active re-
sponses (such as finding meaning in life, helping others, sharing impor-
tant things with family members, reviewing their reminiscence and lives,
and constructing life meaning) were effective in reducing emotional
burden and improving SPB.31,52 Some patients also believed that finding
a balance with their caregivers and reducing consideration of burden was
a way to regulate their emotions.30,31,48 For some other patients, con-
cealing their emotions was also a coping strategy.31,51

In the financial/family aspect, the patients with cancer and their
caregivers did not explicitly reflect coping with financial burdens in
general. Only one study suggested that the patients with a positive atti-
tude were more effective in using social resources to cope.32 In terms of
family relations, whether to communicate with caregivers, different pa-
tients hold different views. Some patients actively created the opportu-
nities of communication with caregivers to seek help and to search for
solutions that can be effective in dealing with SPB,30,31 while others
tended to reduce communication and conversation with caregivers and
clinical staff.51 A research has shown that poor communications were
related to substantial concerns about the family's coping with the future,
the burden on the family, the financial strain, and being disturbed by
thoughts of dying.57 In addition, studies suggested that patients tended to
prepare for the future in advance in order to reduce the burden of the
caregivers.17,30 For the caregivers, their coping cannot be ignored. One
study showed that avoiding the attitudes of condescendence and pro-
moting communication between the patients and their families could be
effective in improving patients' SPB.36

4. Discussion

This review mainly discussed the intervention and coping of SPB in
the patients with cancer, in which the intervention mainly came from
medical workers, and the coping mainly came from the patients with
cancer themselves and their family caregivers.

According to the SPB scale, the content and focus of the intervention
can be mainly divided into interventions on physical, on emotional, and
on financial/family dimensions. Although the included studies did not
directly intervene with caregivers, direct or indirect interventions tar-
geting on the physical condition, the psychological status, and the
financial/family status of the patients with cancer showed the conse-
quence on patients' SPB.20,23,40,43,47 This is probably due to the fact that
patients' functional exercises and their positive or effective coping skills
make them capable to overcome their own difficulties and reduce their
dependence on the assistance from their caregivers and thus balancing
the interests between patients and caregivers.20,23 At the same time,
psychological intervention and enlightenment, which allowed patients to
have cathartic opportunities, may also improve patients' perspectives on
their problems and thus reduce their psychological burden.22,39,40

Although the included intervention studies did not directly intervene on
the financial/family dimension of patients' burden, caregivers were still a
part of the intervention in some studies.43 For example, caregivers were
invited to accompany the patients to attend the corresponding disease
and health education.43 This provided patients and caregivers the op-
portunity to cope with cancer and SPB together and to work toward a
common goal. This process may lead to the effective communications
between the patients and caregivers and may reduce the
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misunderstandings and emotional internal conflict caused by lack of
communication. We also found that some intervention studies included
the training of the coping skills and coping abilities of the patients.22,41

Evidences indicated that the essence of the intervention from clinical
medical staff was to provide the patients with external supports and lead
to the patients’ better cope with SPB.22,45 Therefore, to better improve
the outcomes of interventions, the coping strategies of the patients and
their caregivers for SPB also deserve attention.

A study pointed out that the coping strategies of patients with cancer
can be divided into the problem-focused coping and the emotion-focused
coping.3 Of the included studies, three qualitative studies applied the
similar response classification,17,30,48 two studies adopted individual
coping and dyadic coping as classifications.31,51 Other studies classified
coping as positive and negative coping.32,35 Although these categoriza-
tions often appeared in qualitative studies, the cross-sectional studies
related to SPB did not have clear descriptions for these coping catego-
rizations. To better encapsulate the content of the cross-sectional and
qualitative studies, this study divided coping strategies into two cate-
gories: coping attitudes and coping behaviors.

Coping attitudes are generally considered to be patients' psychologi-
cal tendencies to cope with stressful events and are usually categorized as
positive and negative coping. The coping attitudes choice of the patients
may be related to their age, their experiences, their disease status, their
financial status, their family status, and other undeterminable factors.
Coping attitudes in response to SPB need to focus not only on the patients'
perceiver to SPB and the consequent experiences but also on their atti-
tudes toward their caregivers. For example, some patients believed that
living alone made their situation easier, while others believed that family
caregivers were helpful for them to cope better with everything.51 For the
former who felt that hiding their symptoms was more likely to reduce the
burden on their caregivers,50 while the latter desired more opportunities
to communicate with their caregivers.52 Although different individuals
hold different attitudes, patients' attitudes toward caregivers are always
inescapable when dealing with SPB. This phenomenon may be inextri-
cably related to the fact that SPB arises from the empathic concerns about
the caregivers. Moreover, for the patients with advanced cancer, there
was little space left for them to express their attitudes and to react. To
reduce SPB and, more importantly, to reduce the “after-effects” of their
departure, some of the patients with advanced cancer demonstrated their
coping attitudes by choosing their own way and place of death.27,53,56

Palliative care was more economically chosen by patients and their
caregivers,53 and patients may prefer a dignified and painless exit than a
dignified life support.56 As for the choice of place of death, some patients
with advanced cancer chose to die outside the home,27 given the great
care demand for the patients dying at home. However, there were still
patients who prefer to die at home,56 whichmay be related to their desire
to go through their final journey with their families, to avoid might-be
regrets or to reduce the financial burden for their families.

Similar to the content of the intervention, coping behaviors can be
broadly categorized into physical, emotional, and financial/family as-
pects. However, unlike interventions, coping behaviors are implemented
by health care professionals with the goal of improving SPB of patients
with cancer, thereby improving their QOL and increasing the likelihood
of good outcomes. Since coping is a cognitive and behavioral effort, the
nature of coping cannot be determined simply by success or failure.3,58

Due to the differences in personal cognition and behavior controlling
capabilities, the coping forms of different subjects are unique to each
person. When the patients cope with SPB, they certainly want to get a
good outcome. However, patients’ coping with SPB takes into account
not only themselves but also their caregivers. Sometimes they even prefer
to sacrifice their own interests in order to reduce the burden and ease the
stress of their caregivers. As revealed in the interview, some patients
tended to conceal their symptoms and needs.17,31,50,51 However, studies
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demonstrated that other patients choose to communicate actively with
their caregivers, seeking their help and discussing solutions that can
effectively manage SPB.30,31,49 In addition, caregivers played an impor-
tant role in caring for patients, their appropriate attitudes, practical help,
and positive communication with patients were the “cure” for their SPB.

As a negative affective experience, the effectiveness of interventions
or coping strategies for SPB depends on the individual patient's percep-
tions, suggesting that uniform interventions and coping may not achieve
optimal improvement. In principle, healthcare professionals need to
analyze and dynamically adjust to the actual situation for each patient
and improve his/her coping approach individually. However, a study
pointed out that the patients were in need of relevant information in the
decision-making process. The decision or coping made by the patient at a
given time was only a health professional-induced choice rather than a
shared decision.54 This means that the individual willingness of the pa-
tient may not be well reflected in the process of coping with SPB.
Although some studies mentioned that they identified patients' needs
through the face-to-face communications or through the WeChat plat-
form,43,47 patients' coping attitudes and behaviors need to be understood
in more detail by health professionals so that the interventions and the
patients' coping can be more effectively integrated. The caregivers also
need to decide which coping strategy was more suitable for the patients
and for themselves. Their mutual consideration consistency also needs to
be improved through frequent communications, negotiations, expressing
gratitude, and appreciation, so as to pass through this difficult journey
hand in hand. It is worth to note that there are commonalities, although
not identical, between the aims of intervention by healthcare pro-
fessionals and the aims of coping by patients and their caregivers. They
both hope to improve the outcomes for the patients. For the same pur-
pose, we may able to find commonalities in coping with disease chal-
lenges to construct nurse–patient interventions that are more appropriate
for the patients and their caregivers.

4.1. Study gaps identified

Although this review covered the interventions and coping to SPB, the
question has still remained as to how interventions by health pro-
fessionals were integrated with the responses of the patients and their
caregivers. Meanwhile, the generation and the impact of SPB are
complicated, even if the contents covered in this review were proven
effective by the majority of participants, the characteristics of the pa-
tients and their caregivers need to be further considered in the subse-
quent studies. Currently, most studies were conducted with patients with
cancer, and there were few studies on the patients and their caregivers
coping with SPB. However, researches have shown that the physical and
mental conditions of the caregiver can also affect SPB.11,54,59 This implies
that including patients with cancer only may be incomplete, and we
should explore more patient–caregiver dyads for SPB intervention and
coping to enrich research outcomes in the future studies.

4.2. Limitations

Some limitations should be acknowledged in this review. There is a
publication and language bias, that is, studies mostly were those with
significant results and published only in Chinese and English languages.
In addition, for the reasons of insufficient synonyms and near-synonyms
or implied concepts, only six databases were selected; some related
studies might have not been retrieved, which may lead to a risk of
reporting bias. It is important to note that more than half of the re-
searches included in this reviewwere conducted in China. Given that SPB
is affected by individual social and cultural backgrounds in the cognitive
process, this may limit the generalizability of this review. Future related
research on SPB with more diverse social and cultural backgrounds is
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necessary to deepen our understanding of interventions and coping
strategies for SPB.

4.3. Recommendations for future research

SPB-related research provides a basis for the targeted nursing mea-
sures of the patients with cancer, with that the patients can face the
disease life in a better physical and mental state and improve their QOL.
In practice, special attention should be paid to the needs of under-
standing the coping strategies of the patients and their caregivers before
conducting relevant interventions. To help researchers to apply more
appropriate intervention methods, the patients and their caregivers are
encouraged to express their inner feelings. The researchers should
encourage and guide patients to adjust their feelings toward the problem
and seek psychological balance according to the specific situation of the
patients, so as to ensure that the follow-up intervention is acceptable for
the patients. Meanwhile, supports and helps from the caregivers are also
indispensable for the patients to effectively cope with SPB. The coping of
the patient–caregiver dyad to SPB deserves further exploration.

5. Conclusions

This article reviewed clinical interventions for SPB in patients with
cancer and the coping strategies from the patients and their caregivers.
Interventions were presented in three main dimensions: physical, psy-
chological, and financial/family. Coping strategies were presented in
terms of coping attitudes and coping behaviors. Interventions targeting
SPB can alleviate SPB by improving the physical condition, psychological
status, and financial/family situation of the patients, whereas coping
attitudes and coping behaviors of the patients and their caregivers were
dependent on the individual cognitions and the individual perceptions
that were subject to vary. Different coping strategies produced different
outcomes. To achieve improvements in SPB in the patients with cancer
and increase the likelihood of good outcomes, interventions by health-
care professionals need to incorporate the coping strategies of the pa-
tients and their caregivers. Finding commonalities in coping with illness
and SPB is important in the construction of more appropriate patient-
–caregiver dyad interventions for the patients with cancer.

Credit author statement

Xuan Chen: Study conception/design; literature search/data extrac-
tion; drafting of manuscript. Zhiming Wang, Junrui Zhou: Literature
search/data extraction; drafting of manuscript. Qiuping Li: Supervision
and critical revisions of the manuscript. All authors had full access to all
data in the study, and the corresponding author had final responsibility
for the decision to submit for publication. The corresponding author at-
tests that all listed authors meet authorship criteria and that no others
meeting the criteria have been omitted.

Funding

This study was supported by the National Natural Science Foundation
of China (Grant No. 82172844). The funders had no role considering the
study design or in the collection, analysis, interpretation of data, writing
of the report, or decision to submit the article for publication.

Ethics statement

Not required.

Declaration of competing interest

The corresponding author, Prof. Qiuping Li, is an editorial board
member of Asia-Pacific Journal of Oncology Nursing. The article was
7

subject to the journal’s standard procedures, with peer review handled
independently of Prof. Li and their research groups.

Data availability statement

The authors confirm that the data supporting the findings of this study
are available within the article and its supplementary material.

Appendix A. Supplementary data

Supplementary data to this article can be found online at https://
doi.org/10.1016/j.apjon.2023.100231.

References

1. Sung H, Ferlay J, Siegel RL, et al. Global cancer statistics 2020: GLOBOCAN estimates
of incidence and mortality worldwide for 36 cancers in 185 countries. CA A Cancer J
Clin. 2021;71(3):209–249. https://doi.org/10.3322/caac.21660.

2. Cousineau N, McDowell I, Hotz S, H�ebert P. Measuring chronic patients’ feelings of
being a burden to their caregivers: development and preliminary validation of a
scale. Med Care. 2003;41(1):110–118. https://doi.org/10.1097/00005650-
200301000-00013.

3. Lazarus RS, Folkman S. Stress, Appraisal, and Coping. Springer publishing company;
1984.

4. McPherson CJ, Wilson KG, Murray MA. Feeling like a burden to others: a systematic
review focusing on the end of life. Palliat Med. 2007;21(2):115–128. https://doi.org/
10.1177/0269216307076345.

5. West R. Equality theory, marital rape, and the promise of the fourteenth amendment.
Fla Law Rev. 1990;42:45.

6. Folkman S. Personal control and stress and coping processes: a theoretical analysis.
J Pers Soc Psychol. 1984;46(4):839–852. https://doi.org/10.1037/0022-
3514.46.4.839.

7. Simmons LA. Self-perceived burden in cancer patients: validation of the Self-
perceived Burden Scale. Cancer Nurs. 2007;30(5):405–411. https://doi.org/10.1097/
01.NCC.0000290816.37442.af.

8. Oeki M, Mogami T, Hagino H. Self-perceived burden in patients with cancer: scale
development and descriptive study. Eur J Oncol Nurs. 2012;16(2):145–152. htt
ps://doi.org/10.1016/j.ejon.2011.04.010.

9. Saji A, Oishi A, Harding R. Self-perceived burden for people with life-threatening
illness: a qualitative systematic review. J Pain Symptom Manag. 2023;65(3):
e207–e217. https://doi.org/10.1016/j.jpainsymman.2022.10.016.

10. Wilson KG, Curran D, McPherson CJA. A burden to others: a common source of
distress for the terminally ill. Cognit Behav Ther. 2005;34(2):115–123. https://
doi.org/10.1080/16506070510008461.

11. McPherson CJ, Wilson KG, Lobchuk MM, Brajtman S. Self-perceived burden to
others: patient and family caregiver correlates. J Palliat Care. 2007;23(3):135–142.
https://doi.org/10.1177/082585970702300303.

12. Ting CY, Yu KL, Alias H, Tan HM, Wong LP. Self-perceived burden and its
associations with health-related quality of life among urologic cancer patients. Eur J
Cancer Care. 2020;29(4). https://doi.org/10.1111/ecc.13248.

13. McPherson CJ, Wilson KG, Chyurlia L, Leclerc C. The balance of give and take in
caregiver-partner relationships: an examination of self-perceived burden,
relationship equity, and quality of life from the perspective of care recipients
following stroke. Rehabil Psychol. 2010;55(2):194–203. https://doi.org/10.1037/
a0019359.

14. Ren H, Liu C, Li J, et al. Self-perceived burden in the young and middle-aged
inpatients with stroke: a cross-sectional survey. Rehabil Nurs. 2016;41(2):101–111.
https://doi.org/10.1002/rnj.193.

15. Geng D, Ou R, Miao X, et al. Patients’ self-perceived burden, caregivers’ burden and
quality of life for amyotrophic lateral sclerosis patients: a cross-sectional study. J Clin
Nurs. 2017;26(19–20):3188–3199. https://doi.org/10.1111/jocn.13667.

16. Tang ST, Hsieh CH, Chiang MC, et al. Impact of high self-perceived burden to others
with preferences for end-of-life care and its determinants for terminally ill cancer
patients: a prospective cohort study. Psycho Oncol. 2017;26(1):102–108. https://
doi.org/10.1002/pon.4107.

17. McPherson CJ, Wilson KG, Murray MA. Feeling like a burden: exploring the
perspectives of patients at the end of life. Soc Sci Med. 2007;64(2):417–427. https://
doi.org/10.1016/j.socscimed.2006.09.013.

18. Chochinov HM, Kristjanson LJ, Hack TF, Hassard T, McClement S, Harlos M, et al.
Burden to others and the terminally ill. J Pain Symptom Manag. 2007;34(5):463–471.
https://doi.org/10.1016/j.jpainsymman.2006.12.012.

19. Rakic M, Escher M, Elger BS. Feelings of burden in palliative care: a qualitative
analysis of medical records. J Palliat Care. 2018;33(1):32–38. https://doi.org/
10.1177/0825859717750522.

20. An F, Dan X, An Y, Zhou L. Effects of mindfulness-based stress reduction on cervical
cancer patients undergoing concurrent radiochemotherapy. Int J Clin Exp Med. 2020;
13(7):5076–5083.

21. Serfaty M, King M, Nazareth I, et al. Manualised cognitive-behavioural therapy in
treating depression in advanced cancer: the CanTalk RCT. Health Technol Assess.
2019;23(19):1–106. https://doi.org/10.3310/hta23190.

https://doi.org/10.1016/j.apjon.2023.100231
https://doi.org/10.1016/j.apjon.2023.100231
https://doi.org/10.3322/caac.21660
https://doi.org/10.1097/00005650-200301000-00013
https://doi.org/10.1097/00005650-200301000-00013
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref3
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref3
https://doi.org/10.1177/0269216307076345
https://doi.org/10.1177/0269216307076345
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref5
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref5
https://doi.org/10.1037/0022-3514.46.4.839
https://doi.org/10.1037/0022-3514.46.4.839
https://doi.org/10.1097/01.NCC.0000290816.37442.af
https://doi.org/10.1097/01.NCC.0000290816.37442.af
https://doi.org/10.1016/j.ejon.2011.04.010
https://doi.org/10.1016/j.ejon.2011.04.010
https://doi.org/10.1016/j.jpainsymman.2022.10.016
https://doi.org/10.1080/16506070510008461
https://doi.org/10.1080/16506070510008461
https://doi.org/10.1177/082585970702300303
https://doi.org/10.1111/ecc.13248
https://doi.org/10.1037/a0019359
https://doi.org/10.1037/a0019359
https://doi.org/10.1002/rnj.193
https://doi.org/10.1111/jocn.13667
https://doi.org/10.1002/pon.4107
https://doi.org/10.1002/pon.4107
https://doi.org/10.1016/j.socscimed.2006.09.013
https://doi.org/10.1016/j.socscimed.2006.09.013
https://doi.org/10.1016/j.jpainsymman.2006.12.012
https://doi.org/10.1177/0825859717750522
https://doi.org/10.1177/0825859717750522
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref20
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref20
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref20
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref20
https://doi.org/10.3310/hta23190


X. Chen et al. Asia-Pacific Journal of Oncology Nursing 10 (2023) 100231
22. Lu MQ, Zhang L, Lu QM, Wang Y. Influence of structural psychological intervention
on self-perceived burden of young and middle-aged patients with liver cancer. Chin
Nurs Res. 2015;29(15):1847–1849. https://doi.org/10.3969/j.issn.1009-
6493.2015.015.016.

23. Zhao Y, Hao Z, Li J. Influence of mindfulness training combined with family care on
self perceived burden and coping style of patients with lung cancer. Chin Nurs Res.
2016;30(4A):1163–1166. https://doi.org/10.3969/j.issn.1009-6493.2016.10.00.

24. Kayser K, Acquati C, Reese JB, Mark K, Wittmann D, Karam E. A systematic review of
dyadic studies examining relationship quality in couples facing colorectal cancer
together. Psycho Oncol. 2018;27(1):13–21. https://doi.org/10.1002/pon.4339.

25. Li Q, Lin Y, Chen Y, Loke AY. Mutual support and challenges among Chinese couples
living with colorectal cancer: a qualitative study. Cancer Nurs. 2018;41(5):E50–e60.
https://doi.org/10.1097/NCC.0000000000000553.

26. Kim Y, Carver CS. Unmet needs of family cancer caregivers predict quality of life in
long-term cancer survivorship. J Cancer Surviv. 2019;13(5):749–758. https://
doi.org/10.1007/s11764-019-00794-6.

27. Tang ST. When death is imminent: where terminally ill patients with cancer prefer to
die and why. Cancer Nurs. 2003;26(3):245–251. https://doi.org/10.1097/
00002820–200306000-00012.

28. Bodenmann G. A systemic-transactional conceptualization of stress and coping in
couples. Swiss J Psychol Schweiz Z Psychol Rev Suisse Psychol. 1995;54(1):34–49.

29. Bodenmann G. Dyadic coping: a systemic-transactional view of stress and coping
among couples: theory and empirical findings. Eur Rev Appl Psychol. 1997;47(2):
137–141.

30. Tian XL, Liu HX. Experience of coping with self-perceived burden of advanced cancer
patients : a qualitative research. Nurs J Chin PLA. 2012;29(15):16–19.

31. Oeki M, Takase M. Coping strategies for self-perceived burden among advanced
cancer patients. Cancer Nurs. 2020;43(6):E349–E355. https://doi.org/10.1097/
NCC.0000000000000723.

32. Yang H, Zeng F, Pang T, Zhang H, Lu J. A qualitative study of the experience of
returning to family life and the coping styles of patients after total laryngectomy. Ann
Palliat Med. 2021;10(11):11482–11491. https://doi.org/10.21037/apm-21-2687.

33. Page MJ, McKenzie JE, Bossuyt PM, et al. The PRISMA 2020 statement: an updated
guideline for reporting systematic reviews. Syst Rev. 2021;10(1):1–11. https://
doi.org/10.1186/s13643-021-01626-4.

34. Qi XR, Zhao XL. Effect of integrated psychological intervention on self-perceived
burden, negative emotions and medical compliance in patients with lung cancer.
Oncology Progress. 2019;17(9):1102–1105. https://doi.org/10.11877/j.issn.1672-
1535.2019.17.09.30, 1116.

35. Zhao YT, Cheng XQ, Xu YH, Zhu FQ. Effects of coping style and psychological
consistency on the self-feeling burden in breast cancer patients. Chin J Mod Nurs.
2018;24(26):3124–3129. https://doi.org/10.3760/cma.j.issn.

36. Akazawa T, Akechi T, Morita T, et al. Self-perceived burden in terminally ill cancer
patients: a categorization of care strategies based on bereaved family members’
perspectives. J Pain Symptom Manag. 2010;40(2):224–234. https://doi.org/10.1016/
j.jpainsymman.2009.12.015.

37. Hong QN, Pluye P, F�abregues S, et al. Improving the content validity of the mixed
methods appraisal tool: a modified e-Delphi study. J Clin Epidemiol. 2019;111:
49–59.e1. https://doi.org/10.1016/j.jclinepi.2019.03.008.

38. Hong QN, Pluye P, F�abregues S, et al. Mixed methods appraisal tool (MMAT),
version. Registration of Copyright. 2018;(10):1148552.

39. Zhang JW. Influence of cross-theoretical model intervention on self-perceived burden
of lung cancer patients. Chin Nurs Res. 2014;28(3):354–355. https://doi.org/
10.3969/j.issn.1009-6493.2-14.03.049.

40. Tao HL, Shen HY, Wang D. Psychological effects of individual computer games and
story-version magnanimous-relaxing therapy in patients with rectal cancer surgery.
World Chin J Dig. 2021;29(5):256–264. https://doi.org/10.11569/wcjd.v29.i5.256.

41. Wang XN. The implementation of structural psychological intervention on reducing
lung cancer patients' self-perceived burden. China Journal of Health Psychology. 2014;
22(2):213–215. https://doi.org/10.13342/j.cnki.cjhp.2014.02.024.
8

42. Xu L, Chen J, Yu Y. Effect of standardized health education on self-perceived burden,
coping style and quality of life in patients with esophageal cancer receiving
radiotherapy. Oncology Progress. 2019;17(14):1722–1725. https://doi.org/
10.11877/j.issn.1672-1535.2019.17.14.29.

43. Li L, Xu F, Ye J. Effect of family participatory nursing model based on WeChat
platform on psychological elasticity and quality of life of patients with lung cancer.
BioMed Res Int. 2022:1–8. https://doi.org/10.1155/2022/4704107.

44. Li W, Ding E, Wang A, Luan X. Clinical research of eliminating the negative
psychological impact of patients with cancer with psychological support and
intervention combined amitriptyline. Pak J Pharm Sci. 2015;28(1):335–340.

45. Donison V, Toledano N, Sigal A, McGilton KS, Alibhai SMH, Puts M. Care provided by
older adult caregivers to a spouse in active cancer treatment: a scoping review.
Support Care Cancer. 2022;30(11):8679–8688. https://doi.org/10.1007/s00520-022-
07176-2.

46. Houmann LJ, Chochinov HM, Kristjanson LJ, Petersen MA, Groenvold M.
A prospective evaluation of Dignity Therapy in advanced cancer patients admitted to
palliative care. Palliat Med. 2014;28(5):448–458. https://doi.org/10.1177/
0269216313514883.

47. Mao L, Lu H, Lu Y. Effect of nursing model based on rosenthal effect on self-efficacy
and cognition of life meaning in patients with non-small-cell lung cancer. Emerg Med
Int. 2022;2022:6730024. https://doi.org/10.1155/2022/6730024.

48. Lai XB, Ching SSY, Wong FKY. A qualitative exploration of the experiences of
patients with breast cancer receiving outpatient-based chemotherapy. J Adv Nurs.
2017;73(10):2339–2350. https://doi.org/10.1111/jan.13309.

49. Piredda M, Bartiromo C, Capuzzo MT, Matarese M, De Marinis MG. Nursing care
dependence in the experiences of advanced cancer inpatients. Eur J Oncol Nurs. 2014;
20:125–132. https://doi.org/10.1016/j.ejon.2015.07.002.

50. Nilmanat K, Chailungka P, Phungrassami T, et al. Living with suffering as voiced by
Thai patients with terminal advanced cancer. Int J Palliat Nurs. 2010;16(8):393–399.
https://doi.org/10.12968/ijpn.2010.16.8.393.

51. Farrell C, Heaven C. Understanding the impact of chemotherapy on dignity for older
people and their partners. Eur J Oncol Nurs. 2018;36:82–88. https://doi.org/
10.1016/j.ejon.2018.05.008.

52. Adorno G, Wallace C. Preparation for the end of life and life completion during
latestage lung cancer: an exploratory analysis. Palliat Support Care. 2017;15(5):
554–564.

53. Lee JE, Shin DW, Cho J, et al. Caregiver burden, patients’ self-perceived burden, and
preference for palliative care among cancer patients and caregivers. Psycho Oncol.
2015;24(11):1545–1551. https://doi.org/10.1002/pon.3827.

54. Pujol JL, Farooqui MA, Kanesvaran R, Bilger M, Finkelstein E. Qualitative study of
patients’ decision-making when accepting second-line treatment after failure of first-
line chemotherapy. PLoS One. 2018;13(5), e0197605. https://doi.org/10.1371/
journal.pone.0197605.

55. Kuo SC, Roch B, Roth C, M�erel JP. Changes in and modifiable patient- and family
caregiver-related factors associated with cancer patients’ high self-perceived burden
to others at the end of life: a longitudinal study. Eur J Cancer Care. 2018;27(6),
e12942. https://doi.org/10.1111/ecc.12942.

56. Malhotra C, Chou WC, Hou MM, et al. Comparison of preferences for end-of-life care
among patients with advanced cancer and their caregivers: a discrete choice
experiment. Palliat Med. 2015;29(9):842–850. https://doi.org/10.1177/
026921631557880.

57. Wentlandt K, Burman D, Swami N, et al. Preparation for the end of life in patients
with advanced cancer and association with communication with professional
caregivers. Psycho Oncol. 2012;21(8):868–876. https://doi.org/10.1002/pon.1995.

58. Taylor SE, Stanton AL. Coping resources, coping processes, and mental health. Annu.
Rev Clin Psychol. 2007;3(1):377–401. https://doi.org/10.1146/
annurev.clinpsy.3.022806.091520.

59. Gudat H, Ohnsorge K, Streeck N, Rehmann-Sutter C. How palliative care patients’
feelings of being a burden toothers canmotivate awish todie.Moral challenges in clinics
and families. Bioethics. 2019;33(4):421–430. https://doi.org/10.1111/bioe.12590.

https://doi.org/10.3969/j.issn.1009-6493.2015.015.016
https://doi.org/10.3969/j.issn.1009-6493.2015.015.016
https://doi.org/10.3969/j.issn.1009-6493.2016.10.00
https://doi.org/10.1002/pon.4339
https://doi.org/10.1097/NCC.0000000000000553
https://doi.org/10.1007/s11764-019-00794-6
https://doi.org/10.1007/s11764-019-00794-6
https://doi.org/10.1097/00002820--200306000-00012
https://doi.org/10.1097/00002820--200306000-00012
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref28
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref28
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref28
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref29
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref29
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref29
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref29
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref30
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref30
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref30
https://doi.org/10.1097/NCC.0000000000000723
https://doi.org/10.1097/NCC.0000000000000723
https://doi.org/10.21037/apm-21-2687
https://doi.org/10.1186/s13643-021-01626-4
https://doi.org/10.1186/s13643-021-01626-4
https://doi.org/10.11877/j.issn.1672-1535.2019.17.09.30
https://doi.org/10.11877/j.issn.1672-1535.2019.17.09.30
https://doi.org/10.3760/cma.j.issn
https://doi.org/10.1016/j.jpainsymman.2009.12.015
https://doi.org/10.1016/j.jpainsymman.2009.12.015
https://doi.org/10.1016/j.jclinepi.2019.03.008
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref38
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref38
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref38
https://doi.org/10.3969/j.issn.1009-6493.2-14.03.049
https://doi.org/10.3969/j.issn.1009-6493.2-14.03.049
https://doi.org/10.11569/wcjd.v29.i5.256
https://doi.org/10.13342/j.cnki.cjhp.2014.02.024
https://doi.org/10.11877/j.issn.1672-1535.2019.17.14.29
https://doi.org/10.11877/j.issn.1672-1535.2019.17.14.29
https://doi.org/10.1155/2022/4704107
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref44
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref44
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref44
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref44
https://doi.org/10.1007/s00520-022-07176-2
https://doi.org/10.1007/s00520-022-07176-2
https://doi.org/10.1177/0269216313514883
https://doi.org/10.1177/0269216313514883
https://doi.org/10.1155/2022/6730024
https://doi.org/10.1111/jan.13309
https://doi.org/10.1016/j.ejon.2015.07.002
https://doi.org/10.12968/ijpn.2010.16.8.393
https://doi.org/10.1016/j.ejon.2018.05.008
https://doi.org/10.1016/j.ejon.2018.05.008
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref52
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref52
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref52
http://refhub.elsevier.com/S2347-5625(23)00049-5/sref52
https://doi.org/10.1002/pon.3827
https://doi.org/10.1371/journal.pone.0197605
https://doi.org/10.1371/journal.pone.0197605
https://doi.org/10.1111/ecc.12942
https://doi.org/10.1177/026921631557880
https://doi.org/10.1177/026921631557880
https://doi.org/10.1002/pon.1995
https://doi.org/10.1146/annurev.clinpsy.3.022806.091520
https://doi.org/10.1146/annurev.clinpsy.3.022806.091520
https://doi.org/10.1111/bioe.12590

	Intervention and coping strategies for self-perceived burden of patients with cancer: A systematic review
	1. Introduction
	2. Methods
	2.1. Search methods for identifying studies
	2.2. Inclusion and exclusion criteria
	2.3. Eligibility and selection process
	2.4. Data extraction and quality assessment

	3. Results
	3.1. Characteristics of the selected studies
	3.2. Interventions improve SPB
	3.2.1. Interventions in the physical burden dimension
	3.2.2. Interventions in the emotional burden dimension
	3.2.3. Intervention in the financial/family burden dimension

	3.3. Coping improve SPB
	3.3.1. Coping attitudes improve SPB
	3.3.2. Coping behaviors improve SPB


	4. Discussion
	4.1. Study gaps identified
	4.2. Limitations
	4.3. Recommendations for future research

	5. Conclusions
	Credit author statement

	Funding
	Ethics statement
	Declaration of competing interest
	Data availability statement
	Appendix A. Supplementary data
	References


