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Objective: To explore the severity of demoralisation in patients with colorectal cancer (CRC) and its relationship with medical coping 
style, psychological resilience and perceived social support.
Methods: This cross-sectional study sequentially recruited a total of 253 patients with CRC between August 2023 and April 2024. 
Socio-demographic and clinical information were collected using a survey. The Demoralisation Scale II (DS-II) was used to assess 
demoralisation, and results from a Chinese version of the medical coping style questionnaire, a perceived social support scale and 
a simplified psychological resilience scale were collected. Pearson correlation and multiple linear regression analyses were performed 
to analyse the relationship between demoralisation and other variables.
Results: The mean score of the DS-II was 11.71 ± 6.32, with 40.7%, 44.3% and 15% of patients with CRC exhibiting low, moderate 
and high levels of demoralisation, respectively. Demoralisation was significantly correlated with gender, education level, marital status, 
occupation, family residence, family per capita monthly income, health insurance type, presence of a caregiver, past medical history, 
number of chronic diseases, length of hospitalisation, number of hospitalisations, disease stage, metastasis and presence of an 
enterostomy (p < 0.05). Multiple linear regression analysis indicated that metastasis, medical coping style, social support and 
psychological resilience were independent risk factors significantly associated with demoralisation in patients with CRC (adjusted 
R2 = 0.801; p < 0.05).
Conclusion: Demoralisation is associated with medical coping style, social support and psychological resilience in patients with 
CRC. Early and regular monitoring using specially designed and effective tools is essential. This innovative study combines 
demoralization with coping, support, and resilience to reveal its profound impact on nursing practice and enhance the quality of 
patient care.
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Introduction
Colorectal cancer (CRC) is a globally prevalent malignancy with a rising incidence. China has the highest annual rates of 
new cases and CRC-related deaths.1 While advances in early detection and treatment have reduced CRC incidence and 
mortality in developed countries, there has been a notable increase in early-onset CRC cases in recent years. As 
gastrointestinal tumours progress and physical function declines, patients often experience anxiety, depression, fear 
and a sense of meaninglessness, which contribute to demoralisation.2 Psychological stress faced by patients with CRC 
stems from negative cultural perceptions of cancer, family care expectations, uneven medical resources and inadequate 
social support. These factors lead to negative coping styles, weakened resilience and feelings of isolation, which, in turn, 
trigger demoralisation.
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Demoralisation is a psychological state characterised by an inability to adapt to prolonged stress or disease, leading to 
feelings of hopelessness, despair and, occasionally, suicidal tendencies.3,4 It is important to distinguish demoralisation 
from depression. The core symptom of depression is pleasure deficit, with a decrease in the ability to experience 
happiness. It is often manifested as a persistent state of depression, with changes in cognitive function, mood, physical 
movement and mental aspects.5 However, demoralisation is often related to long-term serious illness or coping 
difficulties in its advanced stages, and it significantly differs from depression.6 Ignatius et al investigated 922 patients 
and found that some patients suffered from demoralisation but did not experience depression.7 Overall, the diagnosis of 
demoralisation is more critical than that of depression.

With advancements in research, demoralisation has transitioned from a physical and mental variable to a diagnosable 
framework.8 It is now recognised as a psychological indicator and is included in the Diagnostic and Statistical Manual of 
Mental Disorders as a mental behavioural symptom.9 Numerous studies have been conducted to assess the factors associated 
with demoralisation, including demographic characteristics and physical, mental and psychosocial factors;10–13 however, the 
results of this study were limited by the small number of patients examined. Furthermore, the current status of demoralisation 
in patients with CRC and its relationship with other experiences remain unexplored in mainland China. Hence, our study 
analyses the factors influencing demoralisation in patients with CRC and explores its relationship with medical coping style, 
social support and psychological resilience.

Materials and Methods
Participants
The cross-sectional study was conducted from August 2023 to April 2024 at the Affiliated Hospital of Jiangnan 
University. Convenience sampling method was used in this study because it is more efficient in terms of time and 
cost, and because it is able to address the specific situation of patients with colorectal cancer, collect relevant data 
quickly, and facilitate the analysis of the relationship between variables. Patients with colorectal cancer were recruited 
through hospital oncology departments, community health centers, and patient groups, with emphasis on research 
assistance, confidentiality, voluntary participation, and necessary support. The inclusion criteria were as follows: (1) 
patients aged >18 y; (2) those with CRC confirmed by pathological examination; (3) patients with no cognitive 
impairment and the ability to understand the research questionnaire; and (4) those who had given their informed consent 
and voluntary participation. Patients were excluded if they had obvious cognitive deficits, a history of mental illness or 
hearing impairments. Out of 260 eligible patients, 253 (97.3%) completed the study, while seven withdrew for various 
reasons (including loss of interest). The study was approved by the ethics committee of our hospital.

Data Collection
A face-to-face questionnaire was administered to participants using standardised, consistent explanatory language. The 
participants completed the questionnaire independently; however, for those with dyslexia, the researcher provided 
explanations for each item and assisted with survey completion. Data were collected using a general information 
questionnaire, the Demoralisation Scale II (DS-II), the Medical Coping Modes Questionnaire (MCMQ), a Chinese 
version of the Perceived Social Support Scale (C-PSSS) and the 10-Item Connor–Davidson Resilience Scale (CD- 
RISC-10).

The general information questionnaire included demographic information and clinical characteristics, including age, 
gender, education and occupation, number of hospitalizations, duration of hospitalization (divided into 4 groups 
according to the length of hospitalization: 1–6 months, 7–12 months, 13–24 months, > 24 months), and was completed 
independently by the patients; the medical history, tumor stage, treatment modality, and the presence or absence of 
metastasis were collected from the clinical records.

This study employed the simplified Chinese version of the Demoralization Scale-II (DS-II) to assess the level of 
demoralization in patients with colorectal cancer. The scale was originally developed by Robinson et al to evaluate 
psychological states such as hopelessness, helplessness, and loss of meaning in patients with severe illnesses.14 The 
Chinese version of the DS-II was cross-culturally adapted by the research team through a standardized process, including 
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forward translation, synthesis, back-translation, expert committee review, and pre-testing. The wording of some items 
was simplified to improve patient compliance and comprehension during completion, making it more suitable for 
psychological assessment in Chinese cancer patient populations. The scale was adapted from the DS-II by simplifying 
certain items and enhancing patient-reported compliance, making it more suitable for psychological assessment in 
populations with cancer. The DS-II contains a total of 16 items divided into two dimensions: (I) “meaning and purpose” 
and (II) “distress and coping ability”. Each item was scored along a Likert 3-level ranking (0 = “never”; 1 = 
“occasionally”; and 2 = “often”), with scores ranging from 0 to 32 points. A total score of <9 points represented 
a mild loss of mind, a score of 10–19 was classified as a moderate loss of mind and a score of >20 indicated a severe loss 
of mind. The Chinese version of the DS-II demonstrated good internal consistency in our Chinese, with a Cronbach’s α 
coefficient of 0.877.15

The MCMQ was used to measure the coping styles of patients and is commonly used to assess a patient’s medical 
coping style with respect to a specific disease.16 The MCMQ has three subscales: facing, avoidance and submission with 
test–retest reliability of 0.64, 0.85 and 0.67, respectively.

The PSSS, originally compiled by Dahlem,17 was used to assess the level of social support perceived by individuals 
and can directly reflect the support they experience. The C-PSSS was translated by Jiang Qianjin, and the Cronbach’s α 
coefficient of this scale was 0.93, demonstrating satisfactory reliability.

The CD-RISC-10 was used to assess patient resilience and provided a rapid assessment of this trait.18 The scale includes 
10 items, each scored on a 5-point Likert scale (0 = “almost never”; 1 = “rarely”; 2 = “sometimes”; 3 = “often” and 4 = 
“always”), for a total score range of 0–40. A higher total score indicates a higher level of psychological resilience.

Statistical Analysis
Statistical analysis was performed using the Statistical Package for the Social Sciences software version 25 (SPSS Inc., 
Chicago, IL, USA). A t-test was used for inter-group comparisons, whereas a one-way analysis of variance was employed 
for multigroup comparisons. Pearson correlation analysis was used for correlations between different variables. Variables 
with significant differences were included as independent variables in a multiple linear regression analysis using a forward 
stepwise process. All p-values were two-tailed, with p < 0.05 indicating a statistically significant difference.

Quality Control
Uniform training was provided to investigators to ensure survey consistency, questionnaires were anonymised to increase 
credibility, two-person data entry and verification were used to reduce errors, on-site supervision was implemented to 
ensure questionnaire quality and standard statistical methods were used to analyse data to ensure analytical accuracy. 
Together, these measures safeguarded the scientific nature of the study and the validity of the data.

Results
Current Status of Demoralisation in Patients with Colorectal Cancer
The overall demoralisation score was 11.71 ± 6.32, with a “meaning and purpose” score of 5.71 ± 2.91 and a “distress 
and coping ability” score of 6.08 ± 3.80 (Table 1). In terms of demoralisation severity, 40.7% of patients exhibited mild 
demoralisation (5.39 ± 1.81), 44.3% showed moderate demoralisation (14.08 ± 2.87) and 15.0% experienced severe 
demoralisation (21.87 ± 1.93).

Table 1 The Demoralization Scale (DS-II) Scores (N = 253)

Variable DS-II Scores (M±SD) Factor Score (M±SD)

Loss of ambition overall 11.71±6.32 0.73±0.39

Significance and Purpose 5.71±2.91 0.71±0.36

Pain and Coping 6.08±3.80 0.76±0.48

Abbreviations: M, mean; SD, standard deviation; DS-II, the Mandarin version of the demor
alization scale.
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Univariate and Correlation Analyses
In this study, the demoralisation status of patients with CRC was analysed in relation to demographic and disease-related 
data. The results indicated that demoralisation scores were significantly influenced by factors such as gender, education 
level, marital status, occupation, family residence, family per capita monthly income, type of health insurance, presence 
of a caregiver, past medical history, number of chronic diseases, length of hospitalisation, number of hospitalisations, 
disease stage, presence of an enterostomy, and metastasis (p < 0.05). However, there was no statistically significant 
difference in demoralisation scores with respect to age, cancer site or treatment modality (p > 0.05) (Table 2). 
A correlation analysis revealed that DS-II scores were significantly positively correlated with yielding and avoiding 

Table 2 Comparison of the DS-Total Among Groups with Different Demographic 
Characteristics and Clinical Features (N = 253)

Variable DS-II Total Score 
(M (P25~P75))

Z/X2 P

Gender –2.437 0.015*
Male 10 (5~15)

Female 12 (6~18)

Age 5.754 0.124
< 40 years old 11 (8~18)

40–55 years old 13 (6~18)

Age 56–70 10 (6~16)
> 70 years old 13 (10~17)

Educational level 19.136 <0.001**

Primary school and below 14 (10~20)
Junior high school 12 (6~18)

High school (including technical secondary school) 6 (5~13)

University and above –2.070 0.038*
Marital status 8 (6~14)

Married 11 (6~16)

Not married 17 (13~19)
Type of occupation 20.675 <0.001**

Peasant 12 (7~18)

Worker 13 (6~18)
Freelancing 8 (5~14)

Civil servant/career editor 8 (6~15)

Retirement 5 (3~8)
Family residence –2.140 0.032*

Village 12 (6~18)

City and town 10 (6~15)
Per capita monthly income of families 29.616 <0.001**

< 2000 yuan 7 (6~7)

2000–3999 yuan 16 (9~20)
4000–5999 yuan 10 (6~15)

> 6000 yuan 6 (5~12)

Medical insurance types –2.437 0.015*
Agricultural insurance 12 (6~18)

Medical insurance 10 (5~15)

Caregiver 11.268 0.010*
Paid caregiver 13 (5~19)

Spouse 11 (6~16)
Children 16 (7~19)

Parent 20 (13~23)

(Continued)
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medical coping styles and significantly negatively correlated with the facing medical coping style. Additionally, DS-II 
scores were significantly negatively correlated with scores on the C-PSSS and CD-RISC-10, as shown in Table 3. This 
suggests that sociodemographic and illness factors significantly influence morale, negative coping is associated with low 
morale, and social support and psychological resilience contribute to morale.

Multiple Regression Analysis for the Influencing Factors of Demoralisation
Statistically significant independent variables identified in the univariate analysis and Pearson correlation analysis were 
included in the regression equation, resulting in the inclusion of 14 independent variables for predicting demoralisation. 
The results indicated that coping through yielding (β = 0.164), presence or absence of metastasis (β = 0.085), facing (life 
stress psychological coping resilience) (β = –0.321), total social support score (β = –0.251) and total psychological 
resilience score (β = –0.115) were the main factors influencing loss of will in patients with CRC. The final model 

Table 2 (Continued). 

Variable DS-II Total Score 
(M (P25~P75))

Z/X2 P

Past medical history –3.612 <0.001**
Without 10 (5~15)

Have 13 (6~19)

Number of chronic diseases 32.979 <0.001**
0 10 (5~15)

1 10 (6~15)

2 17 (12~21)
Length of hospitalization 54.521 <0.001**

January–June 14 (10~20)

July–December 11.5 (7~18)
13–24 months 7 (5~13)

> 24 months 6 (3~7)

Number of hospitalization 3.894 0.048*
1–5 times 10 (5~17)

6–9 times 14 (9~20)

> 10 times 10 (6~16)
Cancer site –0.134 0.893

Colon 11 (6~16)

Rectum 11 (6~17)
Disease stage 24.874 <0.001**

Stage I 3 (3~5)
Stage II 6 (5~7)

Stage II 11 (6~19)

Stage IV 13 (8~16)
Modality of treatment –0.198 0.843

Chemotherapy 10 (6~19)

Surgery + chemotherapy 11 (6~16)
Metastasis –9.172 <0.001**

Without 6 (4~6)

Have 14 (10~18)
Enterostomy –3.923 <0.001**

Without 11 (6~16)

Have 24 (22~24)

Notes: *p<0.05, **p<0.01. 
Abbreviations: DS-total, the DS-II total score; M (P25~P75), Continuous variables are expressed as median (25th–75th 
percentiles); Z, Z value, the results of the non-parametric test; X2, Chi-square value, the result of the chi-square test.
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explained over half of the variance in demoralisation status (adjusted R2 = 0.801; p < 0.001) (Table 4). Multiple 
regression analyses revealed that submission coping and disease transfer exacerbated demoralization, while facing 
attitudes, social support, and psychological resilience were protective factors.

Discussion
This study identified 103 cases of low-grade demoralisation (40.7%), 112 cases of moderate demoralisation (44.3%) and 
38 cases of high demoralisation (15%), with a mean score of 11.71 ± 6.32. These results are similar to those of previous 
studies19 but higher than those reported in studies by Vehling et al20 and Grassi et al.21 These differences may be 
attributable to variations in study populations, as well as regional and cultural factors. Among the demoralisation 
dimensions in patients with CRC, the scores of “significance and purpose” were 5.71 ± 2.91, whereas the scores of 
“distress and coping ability” were 6.08 ± 3.80. The reason for these scores may be that a CRC diagnosis will greatly 
impact patients’ psychology. As the disease progresses and physical symptoms and the side effects of treatment manifest, 
patients become increasingly prone to depression, irritability and anxiety, and this is reflected in the higher “distress and 
coping ability” scores. Nanni et al investigated 195 outpatients with cancer and found that 25.1% demonstrated moderate 
to severe demoralisation, with 8.2% displaying potential suicidal tendencies.12 These findings were significantly lower 
than those of the current study. Based on the scores and grading of demoralisation syndrome, the occurrence of 

Table 3 Correlations of the Total DS-II and Its Subscales with the C-MCMQ Subscales, PSSS, and CD-RISC-10

Project Dementia Syndrome 
Scale Total Score

Meaning and Purpose 
Dimension

Distress and Coping 
Dimensions

Total Medical Response Score –0.014 –0.009 –0.002

Facing Dimension –0.833** –0.809** –0.804**

Avoidance dimension 0.671** 0.664** 0.650**
Yield dimension 0.727** 0.691** 0.719**

Support total score –0.790** –0.770** –0.763**

Friend –0.804** –0.785** –0.771**
Family –0.713** –0.680** –0.690**

Other –0.728** –0.716** –0.701**
Psychological resilience total score –0.722** –0.686** –0.725**

Note: **p<0.01. 
Abbreviations: DS-II, the Mandarin version of the demoralization scale; DS-total, the DS-II total score; C-MCMQ, the Chinese version of the 
medical coping style questionnaire; C-SUPPH, the Chinese version of the CD-RISC-10; C-PSSS, the Chinese version of the PSSS.

Table 4 Results of Multiple Linear Regression on the Variables Associated with Demoralization

Independent Variable Regression 
Coefficient

Standard Error Normalized 
Regression Coefficient

t-value p-value

(constant) 23.491 2.398 – 9.794 <0.001
Per capita monthly household income –0.408 0.249 –0.049 –1.640 0.102

Presence or absence of metastasis 1.201 0.499 0.085 2.405 0.017

Presence or absence of stoma 1.668 1.257 0.04 1.327 0.186
Hospitalization duration 7–12 months vs 1–6 months 0.226 0.452 0.016 0.5 0.617

Hospitalization duration 13–24 months vs 1–6 months –0.347 0.506 –0.024 –0.685 0.494

Hospitalization duration > 24 months vs 1–6 months –0.656 0.778 –0.027 –0.843 0.4
Coping Dimension-Facing coping style –0.394 0.07 –0.321 –5.628 <0.001

Coping Dimension-Avoidance 0.141 0.077 0.073 1.828 0.069

Coping Dimension-Yield 0.341 0.086 0.164 3.943 <0.001
Psychological resilience total score –0.112 0.046 –0.115 –2.446 0.015

Support total score –0.134 0.029 –0.251 –4.586 <0.001

Notes: F = 93.143, p < 0.001, R2 = 0.810, R2adj = 0.801.
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demoralisation syndrome in patients with CRC in this study is more severe. A systematic review reveals that demor
alisation syndrome is an independent risk factor for suicide.22,23 Consequently, healthcare professionals should be 
vigilant in identifying early signs of demoralisation in patients with CRC and intervene promptly to prevent suicidal 
ideation or behaviour, ensuring patient safety and fostering a safe and supportive medical environment.

Medical coping styles play an important role in patient demoralisation. Studies have shown that patients who adopt 
positive coping strategies tend to manage their emotions better and reduce symptoms such as depression and anxiety.24 

However, some studies have also pointed out that negative coping styles, such as avoidance and denial, may exacerbate 
patients’ sense of demoralisation.25 This suggests that we should pay attention to patients’ coping styles and provide 
targeted psychological interventions in our clinical practice. The psychological stress caused by tumours significantly 
increases patients’ stress levels, leading individuals to adopt different coping strategies, which are generally categorised 
into three types: facing, avoiding and yielding. Positive-facing strategies can reduce an individual’s stress level and 
psychological pressure; however, adopting avoidance and yielding strategies can lead to an excessive psychological 
burden on individuals and affect both their physical and mental health.26

The results of this study reveal that demoralisation is negatively correlated with the facing coping style and positively 
correlated with the avoiding and yielding coping styles. Facing, a positive coping style, improves stress adaptability and 
cognitive evaluation level by fostering hope, self-adjustment and a belief in one’s ability to fight diseases, thereby 
alleviating feelings of demoralisation. In contrast, yielding (or submission), a negative coping style, reflects an 
individual’s subconscious belief that they cannot withstand the overwhelming stress of illness. Some studies have also 
suggested that a possible reason patients adopt a medical response is their lack of understanding of the disease, lack of 
confidence in disease recovery and inability to face the disease. Therefore, healthcare professionals should emphasise the 
importance of active coping strategies in promoting health. They should guide patients in understanding diseases, 
participating in disease management and treatment decisions and improving their coping abilities.

Social support refers to the material and emotional assistance individuals receive from various sources, including 
relatives, friends, colleagues, teams and communities.27 Social support enables patients to face stressful events with 
a more positive attitude, affects immune function, improves patients’ social adaptability and quality of life, and improves 
patient prognosis. Therefore, strong social support is essential for successful post-cancer psychological adjustment.28 

Numerous studies have revealed a negative correlation between social support and demoralisation across various groups, 
including patients with cancer,20,29 parents of patients30 and psychiatrists.31 The results of this study indicate that 
perceived social support is negatively correlated with demoralisation in patients with CRC and is a protective factor 
against demoralisation. Patients with higher social support tend to receive more financial and emotional assistance, have 
better access to information and medical resources, and experience reduced psychological stress. Furthermore, improved 
communication and positive emotional exchanges between patients with strong social support and their spouses help 
alleviate negative emotions. Given these findings, it is important to monitor patients for signs of demoralisation and 
actively enhance their social support networks to mitigate its effects.

Our findings indicate that psychological resilience is a negative predictor of demoralisation in patients with CRC. 
This aligns with previous results, which revealed a negative correlation between psychological resilience and demor
alisation in survivors of prostate cancer.32 Psychological resilience is an essential component of psychological crisis 
intervention. Individuals with high resilience tend to adopt a more positive outlook, effectively utilising both internal and 
external resources to cope with stress and trauma, thereby reducing negative psychological impacts and achieving better 
adaptation and recovery.33 Therefore, enhancing psychological resilience in patients with CRC may help mitigate the 
onset of a demoralisation syndrome.

Meaningful results provide clear guidance to healthcare providers, facilitate the development of individualised 
treatment plans and enhance the effectiveness of psychosocial support, thereby improving patients’ quality of life and 
treatment adherence. These findings can guide medical teams to enhance patients’ psychological status by conducting 
coping skills training to help patients adopt positive coping strategies, implementing resilience enhancement programmes 
to improve patients’ ability to face their illnesses and constructing a social support network to enhance the care felt by 
patients. These measures can help reduce patients’ psychological burden and improve treatment compliance and quality 
of life by providing psychological support for the overall recovery of patients with CRC.
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This paper explores the theoretical interactions between demoralisation and medical coping styles, individual 
resilience and perceived social support in patients with CRC. Innovative in a practical sense, the findings are 
expected to guide clinical practice and provide more effective psychological support and intervention strategies for 
patients.

This study has several limitations. First, cross-sectional designs and convenience sampling cannot accurately infer 
a causal relationship between any single variable and demoralisation in patients with CRC. Second, the self-reported 
nature of the survey used in this study could lead to bias. Third, the results could be further biased by the use of 
convenience sampling and the recruitment of patients from a single study site. Therefore, future studies should use 
multicenter studies and increase the overall sample size. Fourth, the high R2 value achieved in our model, while 
indicative of strong explanatory power, may signal overfitting. This necessitates future validation in larger and more 
diverse populations to ensure the model’s generalizability beyond the present study sample.

Future research could also add depth by observing how demoralisation fluctuates over time in response to disease 
progression or treatment stages, testing specific interventions aimed at enhancing resilience and social support to assess 
whether these factors effectively reduce demoralisation scores, and examining demoralisation among different demo
graphic subgroups (eg by age or cancer site) to uncover any variations not captured in this study.

Conclusion
This study explored the current state of demoralisation in patients with CRC and its relationship with medical coping 
styles, psychological resilience and social support. The findings provide new evidence for the associations among these 
important variables, and this may assist caregivers in more effectively addressing demoralisation syndrome in patients 
facing CRC during the treatment, recovery or end-of-life stages of the disease.
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