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Abstract

The image we create of ourselves functions as 
some imprint in our lives and infl uences our mindset 
and coping mechanisms. Nowadays, there is a grow-
ing number of research addressing the adverse out-
comes that inappropriate or unrealistic body image 
may have in the recovery process of chronic patients. 
Part of society takes the view that cancer is a death 
warrant in itself. These factors represent an immense 
source of stress for them that they must take on day 
by day. However, while going through this process, 
they need to have resources ready to tap into their in-
ner resources. The research at hand presents the ef-
fectiveness of the promotion and application of the 
Williams LifeSkills Programme concerning coping 
mechanisms (Stauder, 2016), which contributes to the 
stress management of people suffering from the ef-
fects of cancer, to making their coping more effective 
and developing their social skills. In the program, par-
ticipants were allowed to learn strategies and master 
techniques whose application serves as a more effi -
cient way to address their current needs. The Williams 
LifeSkills Programme has never been used before with 
oncology patients in Romania, only in the territory of 
Hungary (Rohánszky, 2021). In terms of body image 
assessment, this skills development program was used 
to consider a new perspective, wherein essential con-
nections were revealed concerning coping methods. 
To positively infl uence participants’ self-acceptance 

and body image, particular emphasis was placed on 
inserting music and dance choreographies into the 
activities, which, besides creating a community ex-
perience, served to relieve inner tension and channel 
the stress. A group of 11 cancer survivor patients took 
part in the life skills development intervention. The 
mental health intervention led to improvements in 
shifting the group’s coping mechanisms at the cogni-
tive level. Based on results obtained at the end of the 
intervention period, group members favored cogni-
tive restructuring over the initially adopted stress-re-
duction method. Professionally speaking, we consider 
it essential that this skills development program be 
applied in cancer support groups since people strug-
gling with the effects of the disease require cognitive 
assistance in their problem solving and stress man-
agement, just as healthy individuals are.

Keywords: body image, self-esteem, modes of 
coping, stress reduction, cognitive restructuring

Introduction

Body image is essentially the basis of self-es-
teem (Riskó, 1999). ‘Knowledge of our body is a 
mental performance or phenomenon that forms part 
of the self and is also something that the self reacts 
to as well. As the basis of personality, one takes this 
as a starting point to build on when organizing their 
behavior and activities’ (Kende, 2002: 111). 
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Body image thus refers to the body as a psycho-
logical experience, and identifi cation with the image 
seen lays the groundwork for the formation of the self 
– this way, the concepts of identity, sameness, and 
distinctness will be settled in the individual (Kende, 
2002). The lesion causing an aesthetic problem of-
ten heals up, yet the individual feels unattractive and 
deformed (Szabó, 2010). However, satisfaction with 
body image impacts patients’ quality of life and thus 
may also infl uence their health (Micskei, 2014). The 
different appearance or some defi ciency of the body 
leads to the vulnerability of the representation of 
one’s own body, which affects the process of iden-
tity construction: ‘The disintegration of personality 
takes place due to functional changes in the body 
schema’ (Kende, 2002: 129). Research suggests that 
if we cannot successfully integrate our changed body 
image into our self-image, the immune response will 
decrease in the rejected body part after depersonali-
zation. Accordingly, the pain threshold gradually de-
creases with the decrease in temperature of the given 
body part, resulting in more inadequate blood circula-
tion and lower homeostasis (Kállai, 2013).

Risk factors of developing a negative 
body image among cancer patients

During their adaptation to the disease, pa-
tients need to re-evaluate their attitude towards their 
own body (Csabai, 2009). This process manifests it-
self through some sort of interaction with ourselves 
(Kállai, 2013). Our body image refl ects the way 
we perceive our physical functions and appearance 
(Cash, 2004). Psychological reactions induced by 
changes in the body image do not depend primarily 
on the magnitude or visibility of the change but the 
patient’s premorbid personality, narcissism, and ad-
aptability (Csabai, 2009). What is more, the chronic 
disease that also involves changes to one’s outward 
physical appearance has a rather destructive impact 
on one’s body image and body satisfaction in addi-
tion to its negative infl uences on the quality of life 
(Micskei, 2014). ‘Amputation as a loss can be viewed 
as a traumatic event since losing a body part causes 
severe physical as well as mental trauma to a per-
son, which they are often unable to process. If this 
happens, they lose their self-esteem, dreams, and 

belief in achieving their goals if they insist on pur-
suing them’ (Pongrácz, 2014: 110). Research reports 
that the greater subjective value is attached to the 
lost body part, the more severe anxiety and negative 
changes related to the body will develop among the 
patients (Panyi, 2015). Therefore, it is much easier 
to have them accept a post-surgery situation where 
only a temporary anatomical or functional limitation 
occurs (Horti, 2017). Gynecological surgeries of-
ten reduce the sense of femininity, having negative 
consequences on body image and self-esteem. Breast 
surgeries, ovarian sterilization, and hysterectomy can 
all lead to a sense of diminished value. The breast is 
the symbol of femininity, motherhood, and sexual at-
tractiveness. Therefore, breast surgeries often involve 
more psychological severe consequences than genital 
surgeries do. Individuals more sensitive in this re-
gard may develop social embarrassment or disgust in 
connection with the operated body. Hence, the prob-
ability of experiencing a trauma also depends on the 
particular female patient’s physical self-assessment 
(Riskó, 1999). During coping processes, amputees 
must integrate their changed body image into them-
selves to adapt to the resulting situation (Panyi, 2015). 
Nevertheless, adapting to the changed body appear-
ance can last even as long as a year (Csabai, 2009).

Patients unable to adapt to the new reality have 
‘live’ experiences with themselves, but they also pre-
serve their entire body image in their minds. These 
two separate sets of experiences usually never be-
come one. Keeping apart the actual stored body image 
requires extra energy from the patients (Riskó, 1999). 
Failure to recognize and accept reality is, in fact, part 
of a psychological defense mechanism and a form of 
denial. Phantom pain that arises following the ampu-
tation plays the psychological role of obliterating this 
unacceptable ‘crack’ in the body image. Árpád Mezei 
believes that this body image disorder occurring in 
patients may complicate the disease process (based 
on Riskó, 1999).

Anxiety and self-esteem disorders
As Kinga Pongrácz (2014) formulates it, the 

self-esteem of people with disabilities is diffi cult to 
change. The truth behind this also applies to the case 
of cancer patients who have undergone amputation: 
‘They fi rmly believe that they are unable to control 
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their destiny, wherefore they are more critical of them-
selves and feel less valued’ (Pongrácz, 2014: 132). 
Another research reports on the predictive nature of 
body dissatisfaction and anxiety concerning the ap-
pearance of depressive symptoms, both of which were 
found in correlation with lower levels of well-being 
and life satisfaction (Panyi, 2015).

Social isolation and sexual disorders
Adverse changes in the body image result in a 

lower activity level, while a positive body image in-
volves more physical activity. Panyi and Lábadi’s 
(2015) study revealed that a negative body image is de-
veloped following the loss of a limb, which resulted in 
a lower general activity level and gave rise to diffi cul-
ties in global adaptation among amputated individuals. 
Further, changes occurring in patients’ body image and 
bodily functions correlate with cancer patients’ rela-
tionships and sexual disorders (Riskó, 1999).

Techniques to improve body image

Physical therapy for cancer patients is ben-
efi cial not merely from a physiological but from a 
psychosocial aspect while also improving patients’ 
quality of life (Horti, 2017). Physical therapy used for 
psychotherapeutic purposes facilitates the acceptance 
of body image, has anti-anxiety effects, and plays a 
role in regaining control over the body and mitigating 
the adverse reactions of the disease. It infl uences the 
activation of self-power while contributing to the im-
provement of patients’ sense of reality. Its mood-en-
hancing properties are unique, and it has benefi cial 
effects on maintaining psychosomatic balance. In the 
physiotherapeutic intervention, a positive, emotional 
relationship is created between patient and therapist. 
Taking part together in a physical activity favors ad-
aptation, thus improving the quality of human rela-
tionships damaged due to the consequences of the 
disease (Riskó, 1999). Dancing or sports activities 
that take place in front of the mirror have body-im-
age-enhancing and self-esteem-boosting effects on 
individuals with low self-esteem or struggling with 
body image disorders (Pongrácz, 2014). Several re-
search studies have shown the role of aerobics in ac-
cepting one’s body image and physical appearance. 
Research points out that, besides providing a sense 

of companionship, aerobics motivates people while 
ensuring a non-competitive environment for them. 
Results suggested reduced dissatisfaction with body 
image and increased self-acceptance and self-esteem 
(Sági, 2012). Hausenblas and Fallon’s (2006) me-
ta-analysis indicates that positive changes in the body 
as a result of physical exercises as well as an enhanced 
sense of self-effi cacy experienced through physical 
activities produce an improved body image. As a re-
sult of physical exercises, people tend to feel stronger, 
slimmer, more toned, and fi rm; these perceived physi-
cal changes can improve body image regardless of the 
objective physical changes (Depcik, 2004). Aerobics’ 
protection factor against stress has also been demon-
strated as follows: ‘Analysing a sample population of 
1,000 university students revealed that the 11-week-
long aerobic training was more effective in reducing 
the depressant effects of stressful life events when 
compared to relaxation training’ (Kállai, 2013: 275).

The favorable impact of physical exercise plays 
a part in the risk of disease development as well. 
According to a 2010 research, physical training re-
duced the risk of developing cardiovascular diseases, 
diabetes, and certain types of cancer (Béres, 2013: 92).

Stress and ways of coping with stress 
among cancer patients
The assessment of stress takes consideration 

of three theoretical approaches. Based on the envi-
ronmental approach, the exploration and assessment 
of stressors are performed (Holmes, 1967). The psy-
chological approach considers the individual’s stress 
assessment processes and coping responses (Lazarus, 
1984). Finally, the biological approach takes a phys-
iological perspective on the responses given to stress-
ors (Selye, 1956). Modern-day stress research favors 
the psychological approach, which addresses subjec-
tive responses given to stress (Cohen, 1985).

Depending on the duration of stress effects, we 
may speak about acute or severe and mild or chronic 
stress (Kopp, 2004). Just as the sources of chronic 
stress present in the workplace and interpersonal re-
lationships or emerging due to various disabilities, 
chronic diseases also have a role in developing an 
increased risk of persistent stress (Rosengren, 2004; 
Williams, 2010). Initially, our body adapts to stressful 
life events. In the early stages of stress reaction, our 
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body produces stress hormones, blood pressure, and 
blood sugar rise. Later, however, our body is over-
loaded and enters the exhaustion stage, where it can 
no longer adapt to the situation at hand. The imbal-
ance thus created may now be accompanied by disease 
symptoms. This process largely depends on individu-
als’ level of stress resistance and stress management 
abilities. Maladaptive stress management behaviors 
may appear with individuals who fail to adapt, which 
may be refl ected in smoking, abnormal alcohol con-
sumption, or eating disorders properly. Therefore, it 
is essential to replace these behaviors that are harmful 
to health with other alternative confl ict management 
and stress relief strategies (Ursin, 2004). Psychosocial 
factors determine the attitude towards different situa-
tions and the level of perceived stress.

Consequently, an individual’s way of coping 
is not only a matter of hereditary factors. Social and 
economic background, educational attainment, family 
and cultural patterns, former experiences, and mind-
set can also contribute to coping strategies. But all 
the above are the result of a complex learning process 
(Stauder, 2007).

Coping is an intentional physical or mental re-
sponse to stress. It aims to change the environment or 
our internal states. We can manage when the person 
feels that their currently available resources are insuf-
fi cient for adaptation (Oláh, 2005). Within the process 
of coping, a distinction is made between the role of 
primary and secondary control. While primary con-
trol is an effort to change the environment, secondary 
control seeks to maximize the person’s self-directed, 
inner resources against stress. Secondary control per-
forms the function of self-regulation in people’s lives 
(Weiss, 1994).

As postulated by Lazarus and Folkman (1984), 
the assessment of the different factors depends on the 
individual, wherefore the modes of coping also vary 
from person to person. Based on the authors’ cogni-
tive transactional model, a transaction, i.e., an active 
interaction, changes the strainful circumstances when 
someone faces a stressful situation. Again, the coping 
process takes place on two levels and is based on a cog-
nitive appraisal. As a fi rst step, the individual assesses 
the subjective signifi cance of the situation at hand. 
During the secondary assessment, one becomes aware 
of how one can cope with the threatening situation. 

If we can assess our perceived abilities correctly and 
following the expectations of the relevant environ-
ment, then, as a result, we will experience competence. 
Competence is the ability to control our situation, and 
experiencing it is termed personal effectiveness by 
Bandura (1982). This way, the level of stress experi-
enced depends on both the person’s cognitive appraisal 
and coping ability. Uncontrollable stress is essentially 
pathological stress. Under this approach, the concept 
of potential stressors indicates the person-dependent 
nature of the experienced stress level (see Figure 1 – 
based on Lazarus and Folkman, 1984).

Figure 1. Lazarus and Folkman’s theory of stress
(see Dávid, 2014: 69)

When we cannot control a specifi c stressful 
situation, then a state of imbalance will set in. As a 
consequence, we reappraise our case, where we assess 
whether it can be controlled through activity or not. 
Coping responses that can be held through action fall 
under two categories: adaptive and non-adaptive re-
sponses. As mentioned above, non-adaptive/maladap-
tive responses include substance abuse, aggression, 
suicide, and increased blood pressure. Non-adaptive 
responses, which cannot be controlled through activ-
ity, comprise anxiety-based stomach problems, de-
pression, and learned helplessness. Self-image show-
ing a stable development and authentic feedback from 
the environment can, however, make a positive contri-
bution to the effective coping processes (Kopp, 2001).

Lazarus and Folkman (1984) mention two cop-
ing strategies, which are not separated from each other. 
In problem-focused coping, the individual attempts to 
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fi nd some resolution to the situation or problem they 
face. In emotion-focused coping, they seek to reduce 
the adverse emotional reactions experienced in a 
stressful situation. Mária Kopp and Árpád Skrabski 
(1995) distinguish seven coping factors, which also 
provide the basis for the Ways of Coping Inventory 
(Rózsa, 2008). Our skills development intervention 
is built upon this theoretical approach. The fi rst step 
adopted in this self-report questionnaire is problem 
analysis, which belongs to problem-oriented solutions. 
Adaptation (e.g. yield or negotiate), seeking emotional 
balance (e.g. distance oneself from the problem), emo-
tionally motivated actions (e.g. taking out one’s ten-
sion on others), retreat (e.g. hiding the problem from 
others), and asking for help (e.g. seeking the help of a 
relative or a professional) are all coping strategies that 
belong to emotional problem-solving. Individuals who 
can ask for help and accept the compassion of others 
usually go through stressful situations much faster 
and more successfully. Problem-focused coping, too, 
plays a signifi cant part in overcoming diffi culties with 
a more positive outcome. Dombeck and Wells-Moran 
(Dombeck, 2006 – qtd. in Petkova, 2020) assigned a 
lower level of effectiveness to emotion-focused strat-
egies. Medium-level strategies are again less effi cient 
in coping because, in problem situations, they focus 
on retreating. Owing to the solution-seeking approach, 
high-level strategy (e.g. taking responsibility, refram-
ing, or seeking support) include cognitive elements, 
which places them among the most effi cient coping 
strategies (Dávid, 2014).

Surveys indicate that individuals with low 
self-esteem are more prone to resort to retreating and 
distancing as a reaction to situations threatening them 
(Csabai, 2009). Optimistic persons tend to focus on 
the problem, whereas pessimistic individuals mostly 
opt for emotion regulation strategies (Szondy, 2006; 
based on Carver–Scheier, 1998).

A presentation of the Williams LifeSkills 
Programme

The application of behavioral medicine pro-
grams (e.g. Williams LifeSkills Programme) com-
prises health promotion, healing, and rehabilitation 
(Chan, 2015). Community or individual-level inter-
ventions are much more effi cient than those designed 

to address a signifi cant number of people. In addition 
to stress management training, these are aimed at 
developing individuals’ coping skills. Most of them 
take a cognitive/behavioral therapy approach and ap-
ply relaxation training as well. Virginia Williams and 
Redford Williams developed the Williams LifeSkills 
Programme, members of the Duke University staff, the 
program has been in use in the U.S. and Canada since 
1991. The colleagues of the Institute of Behavioural 
Sciences at Semmelweis University elaborated the 
Hungarian version of the program in 2004 (Williams 
& Williams, 2006), and it has been made available in 
the Hungarian language since 2007 – it also includes 
a self-help book, an educational fi lm, and an infor-
mation website (www.williamslifeskills.com). To be 
in complete alignment with the needs of the various 
target groups, the Hungarian-language DIÁK-WÉK, 
PED-WÉK, and DUCI-WÉK programs were devel-
oped. DIÁK-WÉK introduces confl ict situations char-
acteristic of adolescence and outlines some attempts 
at fi nding solutions for them in the light of the WÉK 
strategy. It can be used effectively with fast learners, 
students struggling with various issues, and those 
coming from multiply disadvantaged backgrounds 
alike. PED-WÉK is mainly concerned with confl ict 
resolution strategies addressing problems arising in 
the course of educational work. Finally, DUCI-WÉK 
deals with overweight issues deriving from mala-
daptive eating habits. It devotes particular attention 
to coping with negative mood states and stress man-
agement, where inadequate control can often be the 
underlying cause for abnormal eating habits (see 
Stauder, 2016).

The opening topic of the Williams LifeSkills 
Programme is self-knowledge and conscious deci-
sion making, wherein stressful situations are recog-
nized, the relevant responses are identifi ed (e.g. the 
technique of writing diary entries/notes), and the pro-
cess of conscious decision making takes place (e.g. 
the FILÉ four questions technique). The second topic 
introduces stress relief skills (e.g. thought stopping, 
distraction, recognition of cognitive biases, refram-
ing negative thoughts, relaxation and meditation 
techniques). The third topic presents the action skills 
(e.g. problem-solving and assertive communication, 
formulation of requests, saying no). Topic number 
four set out to pass on relationship-building skills 
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Authors Sample Objective

Presentation of the 
behavioral medicine 

program; topics 
involved

Results

Gidron, 
Davidson, 
and Bata 
(1999)

22 male 
cardiac 
patients with 
a history of 
myocardial 
infarction 
were 
examined.

Through the 
intervention, they 
looked at hostility.
They sought to 
improve patients’ 
physiological well-
being.

Patients were divided 
into two groups 
(experimental and 
control groups). 
The experimental 
group underwent 
post-treatment for 
two months while 
group members were 
continuously giving 
feedback about 
themselves.

Patients’ level of hostility decreased after post-
treatment (M = 11.0) and follow-up (M = 10.3) 
compared to the control group (M = 14.3, t = 
2.33, p < .05, and M = 13.7, t = 2.80, p < .05).
This change persisted during the follow-up 
phase both in the experimental (M = 2.9) and 
the control group (M = 3.6, t = 2.80, p < .05).
Patients’ blood pressure in the experimental 
group decreased during post-treatment (M = 
85.2) when compared to the control group (M 
= 94.4, t = 1.8, p < .08).
These changes could be observed also during 
the follow-up period in the experimental (M = 
81.8) and the control group (M = 95.0, t = 3.2, 
p < .05) alike.
In addition, researchers have shown a 
correlation between blood pressure and 
changes in hostility. During pre- and post-
treatment, changes in hostility indicated a 
positive and signifi cant relationship with 
changes in the blood pressure from post-
treatment to follow-up (r = .49, p < .05).

Bishop, 
Kaur, Tan, 
Chua, 
Liew, and 
Mak (2005)

Male patients 
younger than 
70 years of 
age who had 
previously 
undergone 
coronary 
bypass 
surgery were 
examined.

The relationships 
between CVR 
stress (differences 
in cardiac function 
and blood pressure 
during sleeping and 
the presence of an 
external stressor) and 
stroke and between 
stress management 
and the education 
program were placed 
under examination. 
Patients were 
followed up for ten 
months.

Topics that came up 
included emotional 
distress, psychosocial 
skills development, 
hostility, and stress.
They worked 
with two groups, 
intervention being 
performed with one 
of them, whereas 
the other was only 
provided with 
information.

No signifi cant difference was found between 
the two groups. As a result of the programme, 
depression (pre-test: 11.1 ± 1.69, post-test: 
7.2 ± 1.63; p <.05, d = 0.38) and perceived 
stress (pre-test: 22.1 ± 1.23, post-test: 19.3 
± 1.14; p <.05, d = 0.37) decreased and life 
satisfaction increased (pre-test: 23.8 ± 1.15, 
post-test: 27.7 ± 0.81; p < .01, d = 0.59), while 
anger as a personality trait decreased (pre-test: 
21.2 ± 0.87, follow-up: 17.4 ± 0.80; p < .001, 
d = 0.82) among members of the intervention 
group during the follow-up phase.
Further, both blood pressure (pre-test: 122.3 
± 3.73, post-test: 118.7 ± 2.37; p < .001, d = 
1.05) and heart rate (pre-test: 72.1 ± 2.20, post-
test: 65.2 ± 1.75; p <.001, d = 0.58) dropped 
in the intervention group. Finally, cholesterol 
levels, body weight, and long-term mortality 
rate decreased in these groups.

(e.g. receptive listening, effective speaking, empathy, 
emotional intelligence, positive manifestations). The 
program aims to break down the complex, persistent 
problems into smaller subproblems for manageability 

considerations and facilitate resolution attempts. 
Participants are given home assignments at the end of 
each session, their accomplishments being discussed 
in the following one (Stauder, 2016).
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Authors Sample Objective

Presentation of the 
behavioral medicine 

program; topics 
involved

Results

Kirby, 
Williams, 
V. P., 
Hocking, 
Lane, and 
Williams, 
R. B. 
(2006)

196 working 
people aged 
over 18 
years were 
examined, 
who had 
reported 
increased 
psychosocial 
distress but 
did not need 
psychiatric 
treatment. 

The long-term 
effi ciency of the 
self-help video 
version of the 
Williams LifeSkills 
Programme was 
investigated 
concerning 
psychological risk-
taking with the 
involvement of 
healthy individuals.

Topics that came 
up included 
psychological 
risk factors, stress 
management, 
cognitive-behavioral 
therapy, and life 
skills.
Three experimental 
and one control 
group were used.
Psychological risk 
factors were assessed 
at fi rst ten days and 
then two months and 
six months following 
the training.

There was a signifi cant improvement after ten 
days in terms of trait anxiety (F = 4.70[3], p = 
.0039) and perceived stress (F = 2.99[3], p = 
.0340) as compared to the control group. 
This improvement could be observed in the 
WV (workshop-video) and the VO (video) 
groups in the short term. In contrast, in 
the long term, this change was refl ected in 
decreased levels of trait anxiety detected again 
in the WV (F = 4.72[3], p = .0034) and VO (F 
= 2.86[3], p = .0385) groups. However, long-
term changes concerning the stress-reducing 
effects of the program persisted (F = 2.95[3], p 
= .0342) in the WV group alone. Unlike in the 
control group, this change could be measured 
even six months following the intervention.

Williams, 
V. P., 
Brenner, 
Helms, and 
Williams, 
R. B. 
(2009)

110 working 
people were 
examined 
who had 
reported 
increased 
psychosocial 
distress.

The effectiveness 
of the Williams 
LifeSkills 
Programme 
was measured 
considering anxiety, 
depression, hostility, 
and social support. 
They examined 
how the coping 
skills development 
program reduces 
mental disorders 
among working 
people exposed to 
increased stress. Its 
effectiveness was 
compared to results 
obtained with cardiac 
patients. 

Important topics 
included behavioral 
intervention, 
practicing coping 
skills, effi ciency, and 
workplace stress.
A two-day training 
was conducted, 
and data on the two 
groups were obtained 
using feedback 
questionnaires.

The program proved to be successful with 
individuals exposed to workplace stress, just 
as among cardiac patients. The following 
items showed a decrease: depression (30%), 
hostility (20%), state anxiety (12%), and trait 
anxiety (10%). This change was not affected 
by either ethnic background or gender, or 
the type of workplace. Job-status indicated 
a signifi cant relationship only with the 
dimension of social support (F (1,68) = 4.30, 
p = 0.04). These changes persisted even six 
months after the intervention. There was no 
substantial difference between men and women 
in the dimension of hostility, but the groups of 
both men (p < .0001) and women (p = 0.038) 
showed a signifi cant decrease in hostility as a 
result of the program.

Williams, 
V. P., 
Bishop- 
Fitzpatrick, 
Lane, 
Gwyther, 
Ballard, 
and Vendit-
telli (2010)

116 persons 
treating 
Alzheimer’s 
patients were 
examined.

It was examined 
whether the 
video-based skills 
development 
program reduces the 
psychological and 
distress indicators in 
these persons.

Subjects addressed 
were Alzheimer’s 
disease, coping skills 
training, and 
stress associated with 
the nursing work.
The Williams 
LifeSkills video 

A comparison between the experimental 
and the control group revealed signifi cant 
improvement with respect to depressive 
symptoms [F(1,101) = 4.19, p = .04], trait 
anxiety [F(1,101) = 3.17, p = .08], perceived 
stress [F(1,101) = 4.08, p < .05], and blood 
pressure [F(1,101) = 3.96, p < .05].
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Authors Sample Objective

Presentation of the 
behavioral medicine 

program; topics 
involved

Results

program was used.
Participants were 
called on the 
phone every week 
for fi ve weeks, 
providing them with 
instructions.
Then, after 
seven weeks, the 
questionnaires 
previously fi lled in 
were evaluated.
After three and six 
months, follow-up 
surveys were 
performed.

Stauder, 
Balog, 
Kovács, 
and 
Susánszky 
(2016)

Nearly 4,000 
individuals 
participated 
in the WÉK 
program 
nationwide 
until the year 
2015. There 
is a wide 
range of par-
ticipants con-
sidering that 
it focuses on 
stress man-
agement and 
effi cient com-
munication. 
An additional 
200 domestic 
professionals 
have com-
pleted the 
facilitator 
training.

To exert a positive 
infl uence on the 
quality of life and 
state of health by 
eliminating hostility, 
lack of social 
support, pessimism, 
persistent physical 
and psychological 
stress, and 
maladaptive coping 
methods.

Its primary method 
is psychoeducation. 
It touches upon 
subjects such 
as stress, stress 
management, 
behavioral medicine, 
and coping. Four 
major topics are 
covered, wherein 
it develops 
fundamental coping 
skills (e.g. self-
knowledge and 
conscious decision 
making, emotion-
focused, problem-
focused, and support-
seeking coping 
strategies).

The effi ciency of the WÉK basic training 
was refl ected on several levels. According to 
participants’ subjective satisfaction indicators, 
the average value of satisfaction was 4.2 on 
a fi ve-point scale (1–5), while 80% of them 
would recommend the program for their 
acquaintances (Stauder, 2008). A survey-
based scientifi c study also corroborated the 
effi ciency of the training. Coping skills showed 
improvement, and the levels of perceived 
stress, anxiety and depression decreased, just 
as subjective physical symptoms. Improved 
coping abilities and reduced stress symptoms 
could be observed even six months after the 
training (Stauder, 2010).

Table 1. Research results of the Williams LifeSkills Programme’s effi  cacy 
on the na  onal and interna  onal arena
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The objective and purpose of the inter-
vention

The intervention’s general purpose is to facili-
tate cancer patients’ mental health in tertiary preven-
tion. We were looking for connections between body 
image and attitude towards the disease. In addition to 
increasing their self-esteem, we aimed to change their 
coping skills on the cognitive level.

Participants of the intervention

A focus group is a self-help group made up of 
11 persons – cancer survivor patients who are making 
mental and physical efforts to cope with the adverse 
effects of the disease. One person could be present 
at the fi rst meeting only, so s/he is not included in 
the evaluation. The group had a mixed composition in 
terms of gender, male and female participants being 
equally present. The patients’ age group ranged be-
tween 44 and 65 years, with an average age of 56.54.

Hypotheses

Three specifi c hypotheses were formulated in 
connection with the correlation between the individ-
ual variables and the effi ciency of the intervention:

1. By the end of the Williams LifeSkills devel-
opment intervention, participants will be able to cope 
with their problems more effi ciently.

2. Changes in the group members’ body im-
age will be directly proportional to changes in their 
self-esteem:

• Their improved body image will accom-
pany the positive changes in their self-esteem, 
while low body image will entail low self-esteem.

• Persons who will have developed a more 
positive body image or self-esteem by the end of 
the Williams LifeSkills intervention will be able to 
cope with their problems more effi ciently, thereby 
also adopting more effi cient coping strategies in 
facing the disease.

• Persons who will have a lower body im-
age and self-esteem by the end of the Williams 
LifeSkills intervention will adopt less effi cient 
methods in coping with their problems, thereby 
also adopting less effi cient coping strategies in 
facing the disease.

Methods and tools

The effi ciency of the Williams LifeSkills de-
velopment sessions was measured via pre- and post-
test using paired sample t-test.

The BSQ – Body Shape Questionnaire – 
(Czeglédi, 2012) was adopted in assessing partic-
ipants’ body image. We used the Rosenberg Self-
Esteem Scale (Sallay, 2014) to examine their attitude 
to themselves and the Tennessee Self-Concept Scale’s 
(Czeglédi–Urbán–Csizmadia, 2011) subscale ad-
dressing body image to measure satisfaction with var-
ious areas of the body. Different body image illustra-
tions were adopted to assess group members’ actual 
body image compared to their body shape. Patients’ 
attitude towards their disease was evaluated using the 
Ways of Coping Questionnaire (Rózsa, 2008) – more 
specifi cally, the revised and abridged version of the 
Confl ict Management Questionnaire.

Steps of the intervention

On average, each session lasted 1.5–2 hours. 
Starting the group sessions was determined by the 
number of group members present depending on the 
total number. We met on six occasions altogether, 
twice per month from March through May. The meet-
ings were held in Cluj-Napoca within the framework 
of a cancer self-help group.

The table included in the appendix consists 
of the topics and objectives of each meeting and 
the methods and tools used during the sessions (see 
Appendix 1).

Group sessions began with an initial round and 
ended with a closing round. During these two phases, 
they were given the opportunity to share their feelings 
upon arrival on the one hand and upon leaving on the 
other, also telling the group what they were taking 
with them.

Results

Correlations between the variables
Data obtained during the pre- and post-test sug-

gested correlations between several variables. A cor-
relation was found in ten persons, according to which: 
among the modes of coping, the increased value for
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problem analysis was accompanied by an increase 
in self-esteem or satisfaction with body areas and 
body image during the post-test. By contrast, a 

corresponding decrease contributed to decreased sat-
isfaction with body areas and body image or self-es-
teem (see tables 2–4).

M SD t(10) p
MMK_PE_post 7.82 2.23

23.74 p < .000
Rosenberg_post 30.64 3.85

Table 2. Correla  ons between problem analysis and self-esteem during the post-test 

Note: MMK_PE_post – Ways of Coping Questionnaire – Problem analysis

M SD t(10) p
MMK_PE_post 7.82 2.23

9.67 p < .000
TTE_post 25.91 7.02

Table 3. Correla  ons between problem analysis and sa  sfac  on with body areas during the post-test

Note: TTE_post – Body Areas Satisfaction Scale

M SD t(10) p
MMK_PE_post 7.82 2.23

-6.65 p < .000
BSQ_post 33.64 11.68

Table 4. Correla  ons between problem analysis and body image during the post-test

Note: BSQ_post – Body Shape Questionnaire 
(BSQ)

Therefore, we can conclude that problem anal-
ysis as a way of coping appears in individuals with 
a more positive self-image or body image. Problem 
analysis is also accompanied by a certain level of 
sense of competence. Hence, self-image or body 

image infl uences the development of the strategy of 
problem analysis in individuals. A further examina-
tion of the results brings to light more correlations 
concerning the ways of coping. The subscale of the 
cognitive restructuring of the modes of coping shows 
a strong, positive relationship with the examined sub-
jects’ body image (see Table 5).

M SD t(10) p
MMK_KA_post 16.36 1.96

-4.57 p < .001
BSQ_post 33.64 11.68

Table 5. Correla  ons between cogni  ve restructuring and body image during the post-test

Note: MMK_KA_post – Ways of Coping 
Questionnaire – Cognitive Restructuring

Participants indicating an increased cognitive 
restructuring also showed a more positive body im-
age. This correlation is also confi rmed by the results 
of the paired sample t-test. We take the view that 
this correlation stems from the sense of competence 
present during cognitive restructuring. This sense of 

competence cannot do without a high level of self-ac-
ceptance refl ected in the body image. Therefore, an 
increased level of cognitive restructuring was accom-
panied by an improved body image as well. These 
correlations came into view again in the dimension 
of self-esteem. The modes of cognitive restructuring 
accompanied participants’ self-esteem (see Table 6), 
stress reduction (see Table 7), and passive coping 
(see Table 8) in direct or indirect proportion to them.
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M SD t(10) p
Ros_post 30.64 3.85

13.02 p < .000
MMK_KA_post 16.36 1.96

Table 6. Correla  ons between self-esteem and cogni  ve restructuring during the post-test

Note: Ros_post – Rosenberg Self-Esteem Scale
Individuals with appropriate self-esteem are 

thus more prone to adopt the coping strategy of cog-
nitive restructuring in problem situations.

M SD t(10) p
Ros_post 30,64 3,85

25.22 p < .000
MMK_FR_post 1.36 1.43

Table 7. Correla  ons between self-esteem and stress reduc  on during the post-test

Note: MMK_FR_post – Ways of Coping 
Questionnaire – Stress reduction

This result reveals that patients with a de-
creased self-esteem also show a low-stress reduc-
tion. However, individuals showing no change in the 

results yielded constant values for stress reduction as 
well. Consequently, self-esteem indicates a correla-
tion with individuals’ potential to act in a particular 
situation, even if that means channeling their stress 
into addictions or taking it out on others.

M SD t(10) p
Ros_post 30.64 3.85

20.54 p < .000
MMK_PM_post 3.64 0.92

Table 8. Correla  ons between self-esteem and passive coping during the post-test

Note: MMK_PM_post – Ways of Coping 
Questionnaire – Passive coping

The passive coping style remained unchanged 
for most of the group members during the pre- and 
post-test.

• A person showing reduced values for passive 
coping style produced visibly increased values for 
self-esteem.

In addition, self-esteem and satisfaction with 
body areas indicated a signifi cant relationship with 
each other (see Table 9).

M SD t(10) p
Ros_post 30,64 3,85

3,27 p < .008
TTE_post 25,91 7,02

Table 9. Correla  ons between self-esteem and sa  sfac  on with body areas during the post-test

Note: TTE_post – Body Areas Satisfaction Scale

Self-esteem is thus directly proportional to sat-
isfaction with body areas, a fact also confi rmed by the 
level of signifi cance demonstrated using t-test. This 
lets us conclude that our self-esteem comprises our 
attitude towards our outward physical appearance.

Examining the effectiveness of the intervention
Effectiveness was examined by comparing 

pre-test and post-test results using paired sample 

t-test. Analyzing the attitude towards the disease was 
performed following the four dimensions of cop-
ing styles. The dimension of cognitive restructuring 
showed a signifi cant change (see Table 10), non-sig-
nifi cant changes could be observed in the measure-
ment of stress reduction (see Table 11), and a signif-
icant decrease was registered among the participants. 
Both pre-test and post-test indicated signifi cant results 
in this area, obtained through paired sample t-test.
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M SD t (10) p
Pre-test 9.27 3.69

-5.12 p < .000
Post-test 16.36 1.96

Table 10. Comparison of pre-test and post-test results in the dimension of cogni  ve restructuring

Stress reduction decreased, and cognitive re-
structuring showed a spectacular increase in the ma-
jority of the group members following the post-test. 
The average scores obtained during the pre-test and 
the post-test were 9.27 (SD = 3.69) and 16.36 (SD 
= 1.96), respectively. In our opinion, the results 
demonstrate the effectiveness of the mental health in-
tervention among the participants. By the end of the 
interventions, group members could think more effi -
ciently about their existing issues. They showed more 

awareness in resolving their diffi culties, strategically 
reframing their current situation.

Individuals who generally did not resort to 
stress reduction scored low on self-esteem or satisfac-
tion with body areas. Although not signifi cantly, the 
results of the paired sample t-test revealed a decrease 
during the pre- and post-test (p < .076, t (10) = 1.98) 
concerning the application of stress-reduction-based 
coping strategies (see Table 11). The average scores 
of the pre-test and post-test were 2.36 (SD = 2.50) and 
1.36 (SD = 1.43) respectively.

M SD t(10) p
Pre-test 2.36 2.50

1.98 p < .076Post-test 1.36 1.43

Table 11. Comparison of pre-test and post-test results as a func  on of stress reduc  on

Though not signifi cantly, these results confi rm 
the more effi cient, cognitive-level changes in prob-
lem-solving. This way, stress reduction as a coping 
style with a negative effect is signifi cantly pushed into 
the background, and the method of cognitive restruc-
turing takes its place. The participants’ problem anal-
ysis scores also revealed a slight upward trend during 
the post-test, but this difference cannot be regarded as 
signifi cant. The average points produced at the time 
of the pre-test and post-test were 7.55 (SD = 2.34) and 
7.82 (SD = 2.23, p < .669, t (10) = 0.44) respectively. 
When analyzing body image – although no signifi -
cant correlation could be observed between pre-test 
and post-test (p < .476, t (10) = 0.74) –, participants’ 
average score indicated a positive decrease during 
post-test as compared to pre-test values (M = 35). We 
believe this means that they became, even though to a 
small extent, more accepting of their appearance. The 
same can be observed in the dimension of self-esteem. 
The average scores for the pre-test and post-test were 
30.18 (SD = 4.64) and 30.64 (SD = 3.58, p < .679, t 
(10) = 0.43) respectively. Considering the dimension 
of satisfaction with body areas, the average scores of 
participants expressed a slight decrease during the 
pre-test (M = 26.55, SD = 5.94) and the post-test (M 

= 25.91, SD = 7.02, p < .703, t (10) = 0.39). This re-
sult suggests in our view that patients’ assessment of 
their attitude towards their body areas takes place on 
a more conscious level, which was not the case in the 
initial stage.

We used body image illustrations to investi-
gate participants’ realistic sense of body image before 
and after the intervention. We investigated whether 
any changes occurred in terms of how they perceived 
their outward appearance in the world and also ver-
ifi ed how this image corresponded to reality. Most 
of the subjects manifested no changes in how they 
saw themselves, and this image compared to reality, 
meaning that they had a realistic sense of body im-
age. Only three individuals exhibited slight changes. 
We presume this change refl ects a certain instability 
in how they view themselves, and we tend to believe 
that this is somewhere between desire and reality and 
between how they wish to be like and how they are. 
Therefore, desires are mixed with reality. According 
to our observations, changes occurred in individuals 
who, due to their personality, showed greater sensi-
tivity to the outside world’s opinion, thus being more 
dependent on others’ expectations.
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Conclusions

During the six sessions of the intervention con-
ducted in the self-help group of patients combating 
the adverse effects of cancer, some changes could 
be observed in various areas. Accordingly, partici-
pants’ problem-solving style showed changes in two 
areas: group members favored the coping style of 
cognitive restructuring. In contrast, the stress reduc-
tion coping strategy showed a signifi cant downward 
trend compared to the initial state. This way, partici-
pants managed to change their attitude and approach 
to the problem situation by reframing their mindset. 
First of all, they no longer tried to reduce the tensions 
accumulated in the problem situations. Still, they 
sought a solution to the problem itself, taking a dif-
ferent perspective on their situation. In this regard, 
our fi rst hypothesis has been confi rmed, according 
to which participants will be able to cope with their 
current issues more effi ciently by the end of the in-
tervention. Therefore, the intervention proved to be 
successful. These results are also supported by the 
fi ndings of Dombeck and Wells-Moran (2006). They 
underline the greater effi ciency of problem-focused 
coping than stress reduction and emotion-focused 
strategies (Tasnádi–Dégi, 2016). The dimension of 
problem analysis also indicated an increase, although 
not signifi cant, compared to the pre-test. We believe 
this change also attests to the more effi cient transfor-
mation of the coping style (Lazarus–Folkman, 1984). 
The observed changes reinforce the conclusions 
drawn from the national and international research 
results of the WÉK Programme. In the intervention 
course, the effi ciency of group members’ coping skills 
showed improvement (Stauder, 2016). In the mean-
time, their perceived level of stress decreased signif-
icantly, just as in the case of the Williams LifeSkills 
prevention programs (see Williams, Brenner, Helms, 
and Williams, 2009).

Participants’ acceptance of their own body im-
age and their self-esteem indicated a positive increase 
during the intervention program, though not a signif-
icant one. This result suggests that they have become 
more accepting of and more confi dent about their out-
ward appearance only to a slight degree.

As mentioned in the literature, changes in body 
image impact self-esteem as well (Kende, 2002) – 
hence, these two factors are consistent with each other 

(Cash, 2004). This observation has been reinforced 
by our mental health intervention results, which in-
dicated a signifi cant relationship between self-esteem 
and satisfaction with body areas. Our second hypoth-
esis has also been confi rmed, claiming that changes in 
the participants’ body image will be directly propor-
tional to changes in their self-esteem.

Results obtained from the intervention revealed 
further interesting connections in these areas. The 
coping method of cognitive restructuring showed a 
signifi cant relationship with participants’ body im-
age, while problem analysis correlated with self-es-
teem and satisfaction with body areas. These results 
support the third hypothesis stating that persons who 
will have developed a more positive body image or 
self-esteem by the end of the Williams LifeSkills in-
tervention will be able to cope with their problems 
more effi ciently, thereby also adopting more effi cient 
coping strategies facing the disease. Persons who will 
have a lower body image and self-esteem will adopt 
less effi cient methods in coping with their problems, 
thereby also adopting less effi cient coping strategies 
in facing the disease. We believe that the connections 
discussed above are clear refl ections of observations 
found in the literature that changes in the body image 
and self-esteem may be greatly dependent on both pa-
tients’ mentality and coping skills (Csabai, 2009). In 
addition, it has also been confi rmed that changes in 
body image and self-esteem are not contingent only 
upon the extent of the changes in the body (Csabai, 
2009). However, the reverse of this correlation is also 
true in the course of the physical changes occurring 
due to the disease, backed up by research mentioned 
in the literature (Pongrácz, 2014: 130). Correlations 
of this nature emerged in other areas of coping strat-
egies as well. Stress reduction showed a directly pro-
portional relationship with changes in self-esteem. 
Hence, as self-esteem increased, stress reduction also 
increased, while its decrease caused a corresponding 
shift in stress reduction. We believe this lies in the fact 
that group members’ self-esteem incorporated their 
sense of self-effi cacy. This phenomenon was refl ected 
in the success of adopting stress reduction strategies, 
just as in cognitive-level coping styles. This is also re-
inforced by the reverse relationship of passive coping 
style concerning changes in self-esteem. Therefore, 
a decrease in self-esteem affects passive coping, 
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where group members expect to fi nd the solution to 
their problems from the circumstances and not from 
themselves. The importance of developing a sense of 
competence is emphasized by the literature (based on 
Bandura, 1982 and Horti, 2017).

The majority of the participants had a realistic 
body image, and there was no change in the initial and 
fi nal results. Still, a difference between the two results 
could be noticed in the case of three patients. The last 
survey, however, yielded more realistic results con-
cerning body image illustrations.

Group members’ feedbacks underpin the ef-
fi ciency of the WÉK Programme and the mental 
health intervention concerning stress management 
and problem-solving (Kirby, 2006). According to 
their report, defi ciencies in assertiveness skills gave 
rise to the most signifi cant problems. In the future, 
the application of these skills will receive much more 
emphasis. Patients acquired considerable psychoedu-
cational knowledge when dealing with the negative 
consequences of avoiding confrontation with their 
problems. They claimed that the technique of move-
ment and dance therapy was closely linked to reliev-
ing their tensions and achieving a positive awareness 
of life, a statement also sustained by research men-
tioned in the literature (Kállai, 2013: 275). However, 
it is possible that the improvement noticed in their 
self-esteem and body image can be attributed to this 
movement therapy and the dance moves practiced in 
front of the mirror. This assumption is supported by 
several previous research studies already mentioned 
in the literature (based on Sági, 2012; Hausenblas, 
2006, and Depcik, 2004).

Personal progress observed in participants also 
speaks for the effi ciency of the adopted intervention 
program. The hostility of some of the patients signif-
icantly dissolved while they became more accepting 
of the circumstances. This correlation is supported 
by Gidron, Davidson, and Bata’s (1999) research 
results obtained in the dimension of hostility exam-
ined among male cardiac patients with a history of 
myocardial infarction. We assume, however, that this 
change could be caused by the WÉK Programme just 
as by the effi ciency of the confrontation and interpre-
tation tool (Stock, 1981) – reinforced by the litera-
ture – against transference (Dorothy–Morton, 1981 
– qtd. in Rudas, 1990). Based on our observations, 

experiencing the feeling of social support through 
physical contact contributed to positive changes in the 
body image of some patients. This also added to the 
fact that some people became more accepting of their 
physical appearance. Likewise, a calm atmosphere 
and freedom of expression signifi cantly reduced their 
initial frustrations. We believe that the reason for the 
positive changes we could observe is to be looked for 
in group interactions, an assumption supported by the 
literature as well (based on Dégi, 2010; Rudas, 1990, 
and Kopp, 2001).

We confi rmed the hypotheses that the litera-
ture supported among patients struggling with can-
cer during the mental health intervention. Due to 
stigmatization and isolation, individuals diagnosed 
with cancer often become introverted, making it in-
creasingly more diffi cult for them to seek external 
assistance (Kurimay, 2004). Group members were 
usually suffering because their environment did not 
understand them or downplayed the severity of their 
disease (Csabai, 2009). They reported this at the very 
fi rst session. When the diagnosis was communicated 
to them, they experienced such intense anxiety that 
some resorted to the defense mechanism of denial. 
For some of them, however, this became a prolonged 
condition persisting for extended periods. This can 
be considered a pathological process preventing the 
person from developing healthier coping processes 
(see Lazarus, 1983; Meyerowitz, 1983). The short 
period of this regressive mental state and fear from 
the adverse effects of the treatments could be noticed 
in several group members (based on Pongrácz, 2014; 
Riskó, 1999).

As a consequence, one of the patients turned 
to alternative healing methods instead of undergo-
ing treatments from the very beginning (Lazarus–
Folkman, 1984; Meyerowitz, 1983). At the fi fth meet-
ing, several participants reported phantom pain after 
surgical procedures had been performed upon them. 
However, these could be indicators of post-surgery 
anxiety, decrease in self-esteem, and maladaptation 
(based on Panyi–Lábadi, 2015; Kende, 2002). We, 
therefore, believe that the group sessions had a benefi -
cial effect on the positive changes in participants’ ad-
aptability, relieving their stress, and increasing their 
self-esteem.
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Overall, it may be said that this intervention 
program was helpful for the mental health growth of 
the entire group. Patients struggling with the conse-
quences of the disease need to share their experiences 
in the group where they are accepted and understood 
by like-minded fellow sufferers. They need to refresh 
or acquire stress reduction and problem-solving tech-
niques to manage the processes of coping with the 
disease daily. This is why the program proved highly 
applicable and valuable among healthy people and 
various conditions.

Limits for the intervention

We see time constraints as one of the signifi -
cant shortcomings in the effi ciency of the intervention 
program. When sharing their stories, such profound 
topics, ideas were revealed whose discussion required 
more time. The experiences we had in the group in-
dicate that these discussions, in particular, facilitate 
mental health changes occurring at the individual 
level. In addition, it would take a lot more sessions 
to expand on each step of the WÉK Programme more 
thoroughly. Three-four occasions are not suffi cient 
for the acquisition of knowledge at a deeper level. 
We hardly had enough time to discuss the importance 
of applying social skills. Therefore, we consider that 
it would be more appropriate to allow more time for 
conducting such programs in the future.

The lack of tools was another limitation in our 
view. Given that we did not have the opportunity to 
take part in the group leader training course of the 
WÉK Programme, we did not have the necessary ma-
terials that do not merely outline but also illustrate the 
possible solutions to problem situations through the 
use of everyday examples that can be viewed and lis-
tened to. Due to the experiential elements of learning, 
however, the application possibility of the program 
package could have yielded much higher effi ciency in 
the group. As a result of the small number of partic-
ipants, the positive changes measured in self-esteem 
and body image dimensions are not signifi cant. On 
that account, it would be worth conducting this inter-
vention program with larger sample size.

The measurement tools we adopted may have 
detracted from the validity of the results. The Ways 
of Coping Questionnaire measured only adaptation 

to the problem situation at hand, including instruc-
tions and statements formulated in the past tense. 
Correspondingly, group members examined their 
reactions observed upon diagnosing their condition 
and not the coping processes adopted in their present 
state. We, therefore, consider that the results obtained 
in the different areas on coping did not measure the 
time elapsed since the beginning of the interven-
tion, but the time passed since the communication of 
the diagnosis up until the last meeting of the mental 
health intervention. Hence, these results are not due 
to the WÉK intervention alone but to group members’ 
prior positive relaxation experiences. A more relia-
ble investigation of the realistic sense of body image 
would call for larger sample size and more goal-ori-
ented tools.

In our view, the more extensive application of 
the Williams LifeSkills Programme is highly essential. 
Those suffering from the disease’s consequences need 
cognitive-level assistance in problem-solving and 
stress reduction, just as healthy individuals are. The 
effi ciency of coping strategies may render cancer a 
controllable experience, but it can reduce various men-
tal health risks. We all need to transform our thoughts, 
which could facilitate better adaptation to diffi cult 
situations. Mental health interventions in cancer com-
munities do not merely provide support to patients but 
give individuals stigmatized by the disease a sense of 
competence to help them rebuild their lives.
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Appendices

Appendix 1. Presentation of the sessions; topics and objectives

Topic Objectives Methods, tools

1. ‚This is who I am….’

assessing the group members’ initial mental 
health state; discussing the objectives and the 
framework of the planned sessions; setting 
the group rules, getting to know one another, 
developing a climate of trust, and relaxation

structured exercise facilitating 
introduction/ connection in the 
group; psychoeducation; trust-
building exercise with experiential 
elements; music; questionnaire-
based measurement tools (BSQ, 
BASS, WCQ, RSES)

2. ‚Self-image – body 
image’

explaining the meaning of the sessions; detailed 
presentation of the problem-solving technique; 
increasing self-esteem; outlining the correlations 
between self-image and body image in the light 
of mental health; relieving stress and improving 
body image 

I-statements; psychoeducation; 
listening to tales (Wagenaar – Dutch 
fable); informal conversations; 
dance therapy technique (contact 
– technique); fi ve-colored sticks, 
music

3. ‚Coping’

schematic presentation of the problem-solving 
techniques and testing them; increasing self-
knowledge; becoming aware of the own internal 
as well as external resources; achieving a state of 
relaxation

whiteboard and markers;
guided imagination exercise; music

4. ‚Stress management’

creating an intimate atmosphere through 
providing the opportunity to express personal 
feelings; comprehensive presentation of the 
WÉK Programme; a detailed description of 
stress management tools; living the community 
experience and experiencing a sense of support; 
creating physical contact 

I-statements and informal 
conversations; psychoeducation; 
whiteboard and markers; music

5. ‚Self-knowledge, or 
as you know me’

increasing self-knowledge and companionship; 
creating a positive atmosphere; experiencing 
emotional attunement and the feeling of 
empathy/compassion; brief review of the 
WÉK Programme; acquiring a more in-depth 
knowledge of the steps adopted in the various 
communication techniques; raising positive 
awareness of life

Self-Knowledge Questionnaire 
(‚This is how you look’); writing 
utensils; psychoeducation; poster – 
illustrations; music

6.
‚Self-expression 

in dance steps and 
saying good-bye’ 

creating a supportive atmosphere; relieving 
stress; accepting the body image and regaining 
control over the body; living positive experiences; 
making them aware of their external resources; 
practicing the methods of self-expression; 
experiencing the conserving force of the 
community through physical contact; conducting 
a post-test

dance therapy choreography in the 
hall of mirrors; music and movement 
patterns; symbol exercises; 
questionnaire-based measurement 
tools (BSQ, BASS, WCQ, RSES)




