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Background: Quality of life is an important measure for evaluating and predicting 

treatment for cancer patients. Patients with cancer are at increased risk of a poor 

quality of life during cancer treatment. This study aims to assess perceptions of 

disease and its association with quality of life among cancer patients.  

Method: A descriptive correlational study conducted in the city of Hilla during the 

period from November 9
th
 , 2022 to June 4

th
, 2023. The study sample consisted of 

150 patients who were selected according to a non-probability sampling approach. 

The validity of the questionnaire was validated by experts and its reliability was 

verified by a pilot study. Data were collected through interviews and analyzed by 

applying descriptive and inferential statistical analysis.  

Results: The results of the study reveal a profile among participants who have an 

average age of 51 years, are mostly female (84%), married (74%), 36% have 

completed primary school, and 32.7% are self-employed, often with limited 

monthly income. It is worth noting that more than half (53.3%) of the study 

participants reported that they enjoy an average quality of life. This quality of life 

was found to vary significantly based on several demographic and clinical factors, 

including age (p = .000), marital status (p = .000), occupation (p = .000), and 

monthly income (p = .000). 0.000).), duration of cancer (p = .000), stage of cancer 

(p = .000), and presence of comorbidities (p = .000). Furthermore, the study reveals 

relationship between quality of life and disease perception regarding consequences 

(p= .000), timeline (p= .002), personal control (p= .000), treatment control (p= 

.000), identity (p= .000), concern (p= .009), comprehensibility (p= .000), emotions 

(p= .000), and overall illness perception (p= .006). 
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Conclusions and Recommendations: The overall quality of life for cancer patients 

was average and mostly influenced by demographic factors including age, marital 

status, occupation and monthly income as well as clinical aspects of cancer such as 

period and stages of disease. Ministries and social organizations should highlight 

ensuring that cancer patients have adequate financial resources to meet their 

demands in order to minimize the negative effects of individual variables that affect 

their quality of life. 
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CHAPTER ONE  

INTRODUCTION 

1.1.   Introduction 

The name cancer comes from the Latin word crab, presumably as a 

result of the fact that a crab continuously clings to whatever part it grabs. Tumor, 

which means new formation in Greek and is the official medical name for 

cancer, is also a widely used general term. Cancer cells are grouped and given 

names as malignant neoplasms based on the tissue from whence they originated. 

As a result of the immune system's slow elimination of abnormal cells, these 

cells may eventually become too large to be regulated by conventional 

immunological mechanisms (Choenyi et al., 2016) . 

Cancer is a type of chronic disease that is brought on by mutations that 

may be inherited, brought on by environmental factors, or likely resulted from 

errors in DNA replication (Tomasetti et al., 2017)  

Cancer is the top cause of death in all age groups and is increasingly 

recognized as a chronic condition that is frequently treatable, especially when 

caught early. There are still many unsolved issues about this stigmatized 

condition. Cancer causes a change in one's routine and the beginning of a crisis 

(Frade et al., 2017). 

There are more than a hundred different forms of cancer, and they 

differ in their capacity to be diagnosed, their level of cellular differentiation, their 

rate of growth, their invasiveness, their propensity for metastasis, and how they 

respond to treatment (AL-Mamoori & Shatha, 2019) 

Cancer can be treated with surgery, chemotherapy, radiation therapy, 

hormone therapy, targeted therapy, and synthetic drugs. The location, extent, and 

stage of the disease as well as the patient's overall health (performance status) 

dictate the type of therapy. Additionally, there are many cancer therapies under 
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development (Sivakumar & Susila, 2021). 

Modern cancer patients often have greater survival times because to 

early identification and cutting-edge therapy options. However, this does not 

imply that the illness will no longer affect them. Physical problems, such as 

exhaustion and functional impairment, as well as mental problems, might persist 

for years as a result of illness and vigorous treatment. As a result, a growing 

number of cancer patients view their condition as a chronic one. 

The previously mentioned concerns underline how important it is for 

cancer patients to successfully manage their health and face its obstacles. There 

are several ways that people can handle their illness, some of which may be more 

or less adaptive depending on the situation. How people perceive their illness 

affects how they react to it (Hopman & Rijken, 2015) 

The Common-Sense Model of illness representation, which describes 

how patients understand the impact of their sickness on their lives by integrating 

lay information, personal experience, and information from the social 

environment, served as the foundation for earlier studies on illness perception 

(Hagger et al., 2017). 

According to Broadbent et al. (2015), a patient's impression of illness 

is based on their cognitive evaluation and in-depth understanding of a medical 

condition and its prospective implications. How a person perceives and 

experiences having a condition is the main focus of illness perception. This may 

include both upbeat and pessimistic health perspectives that could influence how 

well someone can manage their illness and whether they believe it to be 

dangerous or under control (Sawyer et al., 2019). 

Cancer can affect a person's perception and compliance, depending on 

how the patient views his or her condition and the challenges brought on by the 

disease. Therefore, understanding how cancer patients view their condition is 
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crucial to reducing these issues (Saritas & Özdemir, 2018). 

The way that patients understand their cancer and how they perceive 

the disease affects how they react to it and how long they live (Kus et al., 2017). 

According to the World Health Organization, a person's perception of their place 

in life in relation to their goals, aspirations, standards, and concerns within the 

framework of the culture and value systems they live in is referred to as their 

quality of life (Akyıldız et al., 2019). 

Measuring quality of life (QoL) is important for patient assessment and 

therapy; for cancer patients in particular, it is seen as a key indicator of the 

standard of care (Mickevičiene et al., 2013). 

When given a cancer diagnosis, each person reacts differently to the 

disease and treatment. The way a patient perceives their sickness may have an 

impact on their mental health and how they handle medical conditions. Patients 

with cancer can deal more successfully if they have knowledge about how their 

illness is perceived and their quality of life (QOL) (Vatvani et al., 2017). 

1.2. Importance of the study: 

The majority of countries have seen a rise in cancer incidence rates 

since 1990 as a result of population growth, aging, the prevalence of unhealthy 

behaviors, and some risk factors including smoking. On a worldwide level, this 

poses an increasing threat to public health. 17.5 million new instances of cancer 

have been reported worldwide since 2005, up 33% (Hussain & Lafta, 2021). 

One in every six fatalities in 2018, or 9.6 million deaths, were caused 

by cancer, which is the second-leading cause of mortality worldwide. Compared 

to women, who are more likely to acquire breast, colorectal, lung, cervical, and 

thyroid cancers, men are more likely to develop lung, prostate, colorectal, 

stomach, and liver cancers (WHO, 2022). 

With more than 9.5 million cancer deaths worldwide and 607 000 
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cancer deaths in the US alone in 2019, cancer continues to be a leading cause of 

death, especially in high-income nations. The burden of cancer and the deaths it 

causes are rapidly increasing on a global scale. This is evident in the population's 

aging and senility as well as modifications in the distribution and growth of 

cancer risk factors (Hartman et al., 2020). 

In terms of disability-adjusted life years, a sizeable portion of the 

world's disease burden is related to cancer, one of the leading causes of 

premature death worldwide. The prevalence of cancer is predicted to increase 

globally by about 50% during the next ten years (Pangestu & Rencz, 2022). 

Cancer is one of the leading causes of death in Thailand. The most 

prevalent form of cancer for both sexes is lung cancer in the north; liver cancer is 

more prevalent in the northeast. In the south, cervical cancer affects more women 

than men in terms of prevalence. In Bangkok, men are most at risk for lung 

cancer. Overall, colon cancers, lung cancers, and liver cancers are the most 

common cancer sites in men; breast, cervix, and colorectal cancers are the most 

common cancer sites in women (Piamjariyakul et al., 2010). 

In Jordan, there were a total of 58788 cancer patients recorded between 

2000 and 2013. Men made up 48.6% and women made up 51.4% of those. 

Approximately 77.3% of the patients who were documented had an age of 40 or 

higher. The overall cancer incidence rate was 82.8 per 100,000 people (Khader et 

al., 2018). 

In 2012, the Saudi Cancer Registry (SCR) recorded 14,336 incident 

cases of cancer overall, with 6,791 (47.5%) males and 7,545 (52.6%) females. Of 

this total, there were 120 cases (0.8%) of patients of unknown nationality, 3,393 

cases (22.9%), and 11,034 cases (76.9%) of patients of Saudi origin (Bazarbashi 

et al., 2017) . 

Over the previous two years, there has been an upsurge in various 
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cancer types among Lebanese people. The most notable of these was colon and 

rectal cancer, which showed an obvious rise in both sexes (Khachfe et al., 2019). 

In Iraq, there were 5720 cancer cases reported in 1991 (31.05) per 

100,000 people, and there were 14,180 cases (44.46) per 100,000 people in 2008. 

The top 10 cancers in terms of incidence in Iraq were breast cancer, lung cancer, 

leukemia, bladder cancer, brain and CNS, non-Hodgkin's lymphoma, colorectal 

cancer, stomach cancer, skin cancer excluding melanoma, and larynx cancer. 

While age incidence of cancer in Iraq increased with age, starting from almost 7 

cases per 100,000 population at age below 10 years to 398 cases per 100,000 

population at age 70, the top 10 cancers in terms of incidence (Husain & Al-

Alawachi, 2014).  

According to data from the Global Cancer Observatory, the age-

standardized cancer incidence and death rate among Iraqis in 2018 were 105.5 

and 64.7, respectively. According to data recently published by the Iraqi Cancer 

Board (ICB), there were 31,502 new cases of cancer in 2018, with an incidence 

rate of 82.6 cases per 100,000 people. Women were involved in 57% of these 

occurrences, while men made up 43%. Breast cancer (19.7%), bronchus and lung 

(8.2%), colorectal (6.1%), leukemia (6.0%), and urinary bladder (4.9%) 

malignancies were the most common cancers identified. The three most common 

cancers in men were leukemia (7.8%), urinary bladder (8.6%), and bronchus and 

lung (13.4%, with an incidence of 9.5/100,000 male population). On the other 

side, the three most common cancers in women were breast cancer (34.1%, with 

an incidence of 32.3/100,000 women), thyroid cancer (6.1%), and colon cancer 

(5.1%) (Al-shamsi et al., 2022). 

According to a study done between January 2018 and January 2019 on 

(1152) cases, Baghdad (72%), Dayala (7.6%), Anbar (4.6%), and Wasit (4.5%) 

had the highest rates of instances. The gastrointestinal tract (26.8%), respiratory 
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tract (14.3%), uterine (8.1%), and prostate (6.1%) were the four most common 

cancer types (Khader et al., 2018). 

When it comes to cancers afflicting Iraqis, breast cancer ranks first, 

accounting for 34.3% of female cancers and 19.5% of male cancers. That illness, 

which is identified as the leading cause of cancer-related fatalities among Iraqi 

women in 2016, claimed 897 lives in 2016 (Alwan et al., 2019). 

In the near future, the aging of cancer patients could provide a 

significant challenge to medical institutions and society at large. This calls for a 

thorough understanding of the variables influencing the health-related quality of 

life of cancer patients, in addition to clinical traits and sociodemographic 

variables (O´smiałowska et al., 2022). 

The cognitive and emotional perceptions that the individual has about 

his or her health issue, particularly in relation to chronic diseases like cancer, are 

related to the individual's quality of life in that his or her actions may either 

worsen his or her problem's negative symptoms (for example, an increase in 

pain) or enhance their prognosis. In this way, when a person's perspective of 

their sickness is primarily negative, they are more likely to feel their symptoms 

more intensely, to think that their illness will stay longer, and to anticipate a 

gradual recovery if one does occur (De Castro et al., 2012). 

Illness perceptions (IPs) diverge significantly from conventional 

medical expertise and do not always reflect medically accurate facts. According 

to the tenets of the common-sense model of self-regulation of health and illness, 

numerous empirical studies have shown that IPs have an impact on the outcomes 

of illness, such as functional health and QOL, both directly and indirectly 

through illness behavior. Therefore, addressing IPs and working to make them 

better might be beneficial for patients' overall health (Vollmann et al., 2020). 

Examining the link between disease perception and quality of life 
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(QoL) may aid in identifying potential targets for therapies targeted at enhancing 

QoL (P.T. van Gemert & C.S. Bonhof, 2017). 

The study of illness perception and its relationship to quality of life 

among cancer patients is significant for several reasons. Firstly, understanding 

how cancer patients perceive their illness is crucial for providing appropriate 

support and care. Each individual's perception of their illness can vary widely 

and influence their emotional well-being, coping strategies, treatment adherence, 

and overall quality of life. Secondly, examining the link between illness 

perception and quality of life can help healthcare professionals identify patients 

who may be at risk of experiencing poor psychosocial outcomes. By assessing 

patients' perceptions of their illness, healthcare providers can tailor interventions 

and support services to address specific concerns and improve their overall well-

being (Tang et al., 2017). 

Moreover, studying illness perception and its impact on quality of life 

can contribute to the development of targeted psychosocial interventions. By 

identifying the factors that influence patients' perceptions, healthcare 

professionals can design interventions that address specific aspects of illness 

perception, such as misconceptions, fear, or negative emotional responses. These 

interventions can potentially enhance patients' understanding of their illness, 

reduce anxiety, improve treatment adherence, and ultimately enhance their 

quality of life (Shallcross et al., 2015). 

Furthermore, investigating illness perception and its relationship to 

quality of life can provide valuable insights for healthcare policy and resource 

allocation. By understanding the factors that influence patients' quality of life, 

policymakers can make informed decisions regarding the allocation of resources 

and the implementation of supportive services to meet the specific needs of 

cancer patients (Tarricone et al., 2016). 
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In summary, studying illness perception and its relationship to quality 

of life among cancer patients is significant because it can improve the provision 

of individualized care, identify patients at risk of poor psychosocial outcomes, 

inform the development of targeted interventions, and guide healthcare policy 

and resource allocation. Ultimately, this research can contribute to enhancing the 

overall well-being and quality of life of cancer patients. 

1.3. Research Problem: 

The goal of the current study is to understand how cancer patients 

perceive their condition, how those two factors relate to one another, and how 

the quality of life of those patients varies depending on their clinical and 

demographic characteristics. When discussing the traits and the connection, 

healthcare providers can better respond to unique qualities and address the 

phenomenon that underlies the study (Illness Perception and its Relationship to 

Quality of Life Among Cancer Patients). 

1.4. Study questions 

1.4. Is there a correlation between illness perception and quality of life in 

patients with cancer? 

1.5. Objectives of the study 

1. To assess illness perception among patients with cancer using the Brief 

Illness Perception Questionnaire (BIPQ).  

2. To assess quality of life of patients with cancer using the WHOQOL-

BREF. 

3. To Determine the correlation between illness perception and quality of life 

among patients with cancer. 

4. To investigate the difference in quality of life among cancer patients in 

regard to sociodemographic information and clinical information. 
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1.6.  Definition of Terms: 

1.6.1. Illness Perception:  

1.6.1.a. Theoretical definition: 

 Is a patient's own outlook on their condition, how they're being 

treated, and how they feel about it (Ashley et al., 2015). 

1.6.1.b. Operational definition: 

It is the manner in which a cancer patient analyzes his physical state in 

light of the information he learns about it from his environment. 

1.6.2. Quality of life:     

1.6.2.a. Theoretical definition: 

The combination of two factors that determine one's level of well-

being: the capacity to carry out daily tasks that satisfy bodily and psychological 

needs, as well as their social well-being and satisfaction with their level of 

functioning and illness management (Lavdaniti, Maria; Tsitsis, 2015) . 

1.6.2.b. Operational definition: 

The capacity of cancer patients to act in ways that provide them life 

satisfaction, especially in matters of physical health, family, education, 

employment, money, safety, and security as well as freedom, religious views, 

and the environment. 

1.6.3. Cancer: 

1.6.3.a. Theoretical definition: 

A category of illnesses known as cancer are defined by the unchecked 

growth and spread of aberrant cells (American Cancer Society, 2020). 

1.6.3.b. Operational definition: 

The name of a disease that involves unchecked cell reproduction and 

spread and whose term is determined by the location of its onset in the body. It is 

sometimes thought to be the primary cause of mortality since it spreads to 
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neighboring tissues. 

1.6.4. Patient: 

1.6.4.a. Theoretical definition : 

The term patient, derived from a Latin verb meaning ―to suffer,‖ has 

traditionally been used to describe a person who is a recipient of care(Hinkle & 

Cheever, 2018). 

1.6.4.b. Operational definition : 

Patient is an adult, male or female person who has been diagnosed 

with different types of cancer, different duration and stage,  and is undergoing 

different  treatment type. 
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Chapter Two 

Literature Review 

2.1. Historical Overview 

The name cancer is attributed to Hippocrates, a Greek physician 

known as the Father of Medicine who practiced from 460 to 370 BC. 

Hippocrates distinguished between tumors that don't result in ulcers and those 

that do by using the terms carcinoses and carcinoma. These words, which 

translate to crab in Greek, were probably employed to describe the condition 

because the spreading projections from cancer that looked like fingers reminded 

people of crabs' shells. The Greek name was then translated by a Roman 

physician named Celsus as cancer, which is the Latin word for crab (28–50 BC). 

Galen (130–200 AD), a different Greek physician, called tumors oncos (Greek 

for swelling). Although the crab analogy from Hippocrates and Celsus is still 

used to describe deadly malignancies, Galen’s term is now used as a part of the 

name for canacer specialists – oncologists (The American Cancer Society 

medical and editorial content team, 2018). 

2.1.1.Cancer: An Overview 

A collection of illnesses known as cancer can invade or spread to 

various bodily regions as a result of aberrant cell multiplication. Adenomas, on 

the other hand, do not metastasis (WHO, 2018). Possible signs and symptoms 

include a lump, abnormal bleeding, prolonged cough, unexplained weight loss, 

and a change in bowel movements. While these symptoms may indicate cancer, 

they can also have other causes. People are affected by more than 100 distinct 

types of cancer (Pradhan & Bhadra, 2020). 

Tobacco use is linked to 22% of cancer-related deaths. According 

toJayasekara (2016), an additional 10% of instances are caused by obesity, poor  



Chapter Two: Literature Review                                                                      14 

 

diet, inactivity, or excessive drinking. Additional factors include certain 

infections, exposure to ionizing radiation, and environmental pollutants (Hossain 

et al., 2023).  

Infections include Helicobacter pylori, hepatitis B, hepatitis C, human 

papillomavirus infection, Epstein-Barr virus, and human immunodeficiency virus 

(HIV) are to blame for 15% of cancer cases in underdeveloped nations. These 

elements influence a cell's genes in some way. Typically, a high number of 

genetic changes are needed for cancer to grow (Wani, 2023).  

Malignancies are caused by inherited genetic defects in 5–10% of 

cases. Cancer can be identified using a few early warning signs and symptoms as 

well as screening exams. It is then typically further investigated by medical 

imaging and confirmed by biopsy (WHO, 2018). 

Avoiding tobacco use, maintaining a healthy weight, abstaining from 

alcohol, eating plenty of fruits, vegetables, whole grains, and resistant starches, 

getting immunized against certain infectious diseases, consuming less processed 

and red meat, and limiting prolonged sun exposure are all ways to lower your 

risk of developing certain cancers (Sharan et al., 2022). 

The benefits of breast cancer screening are controversial. Cancer is 

routinely treated with radiation therapy, surgery, chemotherapy, and targeted 

therapy. Controlling pain and symptoms is a crucial part of treatment (Mahapatra 

& Nayyar, 2019). Palliative care should be prioritized for people with advanced 

illness. The likelihood of survival depends on the type of cancer and its stage at 

the start of treatment (Jain, 2018). 

2.1.2. Epidemiology  

Globally, 9.6 million people will pass away from cancer in 2018, 

according to estimates. At some point, 17% of women and 20% of men will 

develop cancer, and 13% of men and 9% of women will pass away from it  
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(Bravo & Muñoz, 2018). 

Taking non-melanoma skin cancers and other non-invasive 

malignancies out of the equation, more than 12.7 million persons had a cancer 

diagnosis in 2008, and there were approximately 7.98 million cancer-related 

deaths in 2010. Deaths from cancer account for 16% of all deaths. The most 

frequent cancers are lung cancer (1.76 million deaths), colorectal cancer 

(860,000), stomach cancer (780,000), liver cancer (780,000), and breast cancer 

(620,000), according to 2018 figures. Therefore, invasive cancer is the second 

most common cause of mortality in impoverished countries and the first in 

industrialized countries. More than half of accidents happen in developing 

nations (Bergovec et al., 2015). 

In 1990, there were 5.8 million cancer-related deaths. Longer lifespans 

and alterations in lifestyle in the developing world are the main causes of the 

rising death rate. Age is the biggest risk factor for getting cancer. Even though 

cancer can strike at any age, most invasive cancer patients are over 65. Robert A. 

Weinberg, a cancer researcher, asserts that "If we lived long enough, sooner or 

later we all would get cancer" (Skovlund et al., 2021). 

Immunosenescence, DNA mistakes collected over a lifetime, and age-

related alterations in the endocrine system are all thought to play a role in the 

relationship between aging and cancer. Aging effect on cancer is complicated by 

factors such as DNA damage and inflammation promoting it and factors such as 

vascular aging and endocrine changes inhibiting it (Kong et al., 2022). 

2.1.3.Signs and Symptoms  

When cancer first appears, it has no symptoms. The appearance of 

symptoms and indicators occurs as the mass grows or ulcerates. The outcomes 

depend on the kind and location of the cancer. Particular symptoms are specific. 

Many frequently occur in individuals who have other conditions. Cancer can be  
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difficult to diagnose and is a great imitator (Elshami et al., 2020). People may 

experience anxiety or depression after receiving a diagnosis. Cancer patients 

have a nearly two-fold increased risk of suicide (Kawashim et al., 2019). 

1.Local symptoms 

Local symptoms could be brought on by the size or ulceration of the 

tumor. For instance, lung cancer's widespread effects may obstruct the bronchi, 

leading to a cough or pneumonia; esophageal cancer's widespread effects may 

cause the esophagus to narrow, making swallowing uncomfortable or difficult; 

and colorectal cancer's widespread effects may cause the intestine to narrow or 

become obstructed, upsetting bowel habits. Masses in breasts or testicles may 

produce observable lumps.. Ulceration can cause bleeding that can lead to 

symptoms such as blood in the urine (bladder cancer), anemia or rectal bleeding 

(colon cancer), abnormal vaginal bleeding (endometrial or cervical cancer), and 

spitting up blood (lung cancer). Although localized discomfort from advanced 

cancer is possible, the first tumor is usually painless. Some cancers may cause 

fluid to build up in the chest or abdomen (Si et al., 2020). 

2.Systemic symptoms 

The body's response to the cancer may result in systemic symptoms. 

This could involve fatigue, changes in the skin, or unintentional weight loss. 

Some cancers can cause cachexia, which is a systemic inflammatory state that 

leads to ongoing muscle loss and weakness (Wulff-Burchfield et al., 2019). 

Hormones and other substances produced by the tumor are the source 

of many paraneoplastic syndromes, which are signs and symptoms of systemic 

cancer. Hypercalcaemia, which can result in changed mental state, constipation, 

and dehydration, and hyponatremia, which can result in altered mental status, 

vomiting, headaches, or seizures, are two common symptoms linked to 

paraneoplastic (Murphy et al., 2019). 
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2.1.4.Causes  

About 90–95% of cancer cases are caused by genetic abnormalities 

brought on by environmental and lifestyle factors. Inherited genetics are 

responsible for the remaining 5–10%. Environmental causes include all non-

inherited causes, including lifestyle, economic, and behavioral influences, and do 

not just refer to pollution (Cohen et al., 19). 

According to Lewandowsk et al. (2018), common environmental 

variables that increase the risk of dying from cancer include smoking (25–30%), 

diet and obesity (30–35%), infections (15–20%), radiation (both ionizing and 

non-ionizing, up to 10%), lack of physical activity, and pollution. Psychological 

stress does not appear to be a risk factor for the onset of the disease, despite the 

fact that it may affect outcomes for those who already have cancer (Li et al., 

2016). 

It is frequently impossible to pinpoint the precise source of a particular 

cancer since none of the alternative causes has a unique fingerprint. For instance, 

if a person who uses tobacco heavily develops lung cancer, then it was probably 

caused by the tobacco use, but since everyone has a small chance of developing 

lung cancer as a result of air pollution or radiation, the cancer may have 

developed for one of those reasons (Hollstein et al., 2017).  

Except for the rare transmissions linked to pregnancy and occasional 

organ donors, cancer is frequently not contagious. Oncoviruses, such as the 

hepatitis B, Epstein-Barr, and HIV viruses, may have contributed to the 

development of cancer(Greaves & Hughes, 2018). 

2.1.5.Pathophysiology 

1.Genetics 

There are two major categories in which the impacted genes fall. 

Oncogenes are genes that encourage cell division and development. Genes 
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known as tumor suppressors prevent cell division and survival. Malignant 

transformation can happen as a result of the development of new oncogenes, the 

inappropriate overexpression of normal oncogenes, the underexpression or 

inactivation of tumor suppressor genes, or any combination of these processes. A 

normal cell must typically undergo changes in several genes in order to become a 

cancer cell (De Rosa, 2015). 

2.Epigenetics 

Epigenetic modifications are defined as changes to the genome that 

affect function but do not modify the nucleotide sequence. These modifications, 

for instance, can affect how DNA is methylated (both hyper- and 

hypomethylation), how histones are modified, and how chromosomes are 

arranged (due to improper synthesis of certain proteins like HMGA2 or 

HMGA1). Without changing the fundamental DNA sequence, each of these 

alterations controls how genes are expressed. These changes may remain through 

cell divisions, endure for multiple generations, and can be considered as 

equivalent to mutations (Langevin et al., 2015). 

3.Metastasis 

The spread of cancer to further parts of the body is known as 

metastasis. While the main tumor is the original, the disseminated tumors are 

known as metastatic tumors. Most malignancies have the potential to spread. The 

majority of cancer deaths are caused by metastatic cancer (Qian et al., 2017). 

Metastasis is a common occurrence in the later stages of cancer; it can 

spread through the lymphatic system, the blood, or both. Malignancy often goes 

through several stages, including local invasion, lymphatic or blood vessel 

penetration, body-wide circulation, infiltration into new tissues, proliferation, 

and angiogenesis. Different types of cancers tend to metastasize to particular 

organs, but overall the most common places for metastases to occur are the 



Chapter Two: Literature Review                                                                      19 

 

lungs, liver, brain and the bones (Lyden et al., 2022). 

 

4.Metabolism 

The majority of malignancies rely on glycolysis for energy production, 

whereas normal cells normally only produce around 30% of their energy from 

this process (Warburg effect). However, a small number of cancer types, such as 

lymphoma, leukemia, and endometrial cancer, use oxidative phosphorylation as 

their main source of energy. However, even in these circumstances, glycolysis is 

rarely used for more than 60% of the energy needs. Because glutamine contains 

the nitrogen necessary for the production of nucleotides (DNA and RNA), some 

tumors use it as their primary energy source. Oxidative phosphorylation or 

glutamine are frequently used by cancer stem cells as their main energy sources 

(Kim, 2018). 

2.1.6.Classification 

Cancers are categorized according to the type of cell that the tumor 

cells resemble, which is assumed to be the tumor's primary cause. According to 

Martin et al. (2015), these classifications include: 

1. Carcinoma: Cancers developed from epithelial cells. This group includes 

almost all of the most common cancers, including those of the breast, 

prostate, lung, pancreas, and colon. 

2. Sarcoma: Connective tissue cancers occur from cells originating in 

mesenchymal cells outside of the bone marrow, including cancers of the 

bone, cartilage, fat, and nerve. 

3. Leukemia and lymphoma: These two varieties are generated by 

hematopoietic (blood-forming) cells, which leave the bone marrow and 

mostly develop in the lymph nodes and blood, respectively. 
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4. Germ cell tumor: Cancers developed from pluripotent cells that typically 

present as seminoma or dysgerminoma in the testis or ovary. 

5. Cancers derived from embryonic tissue or immature "precursor" cells are 

known as blastomas. 

2.1.7.Prevention 

Cancer prevention refers to taking proactive measures to minimize 

cancer risk. Most cancer cases can be attributed to environmental risk factors. 

Numerous of these environmental factors are susceptible to lifestyle choices. 

Consequently, cancer is typically preventable. Between 70% and 90% of 

common cancers are caused by environmental factors, making them potentially 

preventable (Wu et al., 2016). 

More than 30% of cancer deaths could be prevented by avoiding risk 

factors like smoking, excessive weight/obesity, poor nutrition, inactivity, 

alcohol, sexually transmitted disease (STDs), and air pollution. Furthermore, 

poverty could be considered as an indirect risk factor in human cancers. Not all 

environmental influences, such as naturally occurring background radiation and 

cancers brought on by inherited genetic defects, may be avoided by modifying 

one's behavior (Tran et al., 2019). 

2.1.8. Diagnosis of cancer   

The assessment of physiologic and functional alterations and the 

findings of the diagnostic examination serve as the foundation for a cancer 

diagnosis. Patients who are suspected of having cancer undergo a battery of tests 

to: (1) identify the presence and extent of the disease; (2) spot potential 

metastases; (3) assess the function of affected and unaffected body organs and 

systems; and (4) collect tissue and cells for analysis, including the assessment of 

tumor stage and grade. A system overview, physical examination, imaging 
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examinations, laboratory tests of blood, urine, and other bodily fluids, 

procedures, and pathologic analysis are all included in the diagnostic evaluation. 

Patients undergoing extensive testing may be fearful of the procedures 

and anxious about possible test results. By describing the tests that will be 

performed, the feelings that are likely to be experienced, and the patient's role in 

the test processes, nurses can aid patients who are experiencing dread and worry. 

The nurse supports the patient and family throughout the diagnostic examination, 

encourages the patient and family to express their concerns regarding the test 

results, and confirms and clarifies information given by the doctor. The nurse 

also promotes communication, sharing of concerns, and open discussion of 

issues and questions between the patient and family (Hinkle, Janice L., Cheever, 

2018). 

2.1.9. Tumor Staging and Grading  

A thorough diagnostic evaluation includes determining the tumor's 

grade and stage. This is done in advance of treatment to establish a baseline for 

assessing therapy results and to uphold a methodical and consistent approach to 

ongoing diagnosis and treatment. The stage and grade of the tumor determine 

treatment options and the prognosis. Staging provides a common language used 

by health care providers and scientists to accurately communicate about cancer 

across clinical settings and in research. These systems also provide a convenient 

shorthand notation that condenses lengthy descriptions into manageable terms 

for comparisons of treatments and prognoses.  

The tumor's size, the presence of local invasion, lymph node 

involvement, and distant metastasis are all determined by the staging. The 

anatomic extent of disease is categorized using a number of different ways. TNM 

stands for tumor, nodes, and metastasis. 

For many solid tumors, the tumor-node-metastasis (TNM) system is 
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one employed: 

 ■ Tumor (T) 

 - TX – unable to evaluate the primary tumor 

 - T0 – no evidence of primary tumor 

 - Tis – tumor in situ 

 - T1, T2, T3, and T4 – size and extent of tumor 

■  Node (N)  

- NX – unable to evaluate regional lymph nodes 

 - N0 – no evidence of regional node involvement 

 - N1, N2, and N3 – number of nodes that are involved and/or extent of spread 

■ Metastasis (M)  

- MX – unable to evaluate distant metastasis  

- M0 – no evidence of distant metastasis  

- M1 – presence of distant metastasis 

               Many investigation approaches are found to categorize the degree of 

malignant disease. In case of cancer in situ, using a four stage system as follows:  

• Stage one: the malignant disorder continue to be in the limited organ supply.  

• Stage two: the malignant disorder are spreading locally. 

• Stage three: the malignant disorder invades the local structure such as lymph 

node and blood vessels.  

• Stage four: The malignant condition that spreads to distant areas, such as 

prostate cancer spreading to the bone marrow or liver cancer spreading to the 

lung (Sommer et al., 2013). 

The pathologic classification of tumor cells is called grading. Grading 

systems aim to identify the tissue type from which the tumor developed and the 

extent to which the tumor cells have differentiated to retain the functional and 

histologic characteristics of the tissue of origin. Cell samples used to determine  



Chapter Two: Literature Review                                                                      23 

 

the tumor grade might be taken from surgical excision, biopsy, bodily fluids, 

secretions, washings, or tissue scrapings. This information helps providers 

predict the behavior and prognosis of various tumors. The grade is represented 

by a number between I and IV. Well-differentiated tumors, commonly referred to 

as grade I tumors, share many characteristics with the tissue from which they 

originated. Poorly differentiated or undifferentiated tumors are characterized as 

having no discernible structural or functional resemblance to the tissue of origin 

and are given grade IV status. Compared to grade I, well-differentiated tumors, 

these tumors tend to be more aggressive, less receptive to treatment, and linked 

with a worse prognosis. Various staging and grading systems are used to 

characterize cancers (American Cancer Society, 2015) 

.2.1.10.Management 

The methods used to treat cancer vary widely. Targeted therapy, 

hormone therapy, chemotherapy, radiation therapy, surgery, and palliative care 

are some of the more important ones. The type, location, and grade of the cancer, 

as well as the patient's health and preferences, all affect the treatment options. 

The treatment intent may or may not be curative (Siravegna et al., 2017). 

1.Chemotherapy 

Chemotherapy is the application of one or more cytotoxic anti-

neoplastic drugs (often referred to as chemotherapeutic agents) as a 

recommended course of action for the treatment of cancer. The term refers to a 

broad class of drugs that fall under broad categories like alkylating agents and 

antimetabolites. Traditional chemotherapy treatments kill rapidly dividing cells, 

which is a fundamental feature of the majority of cancer cells (Ma et al., 2017). 

2.Radiation 

In radiotherapy, ionizing radiation is used to treat or lessen symptoms. 

By eradicating the DNA of cancerous tissues, it results in a mitotic catastrophe 
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that kills cancer cells. The tumor receives a dose that is significantly higher than 

that of the surrounding healthy tissue. To spare normal tissues (such as skin or 

organs, which radiation must pass through to treat the tumor), shaped radiation 

beams are aimed from multiple exposure angles to intersect at the tumor, 

providing a much larger dose there than in the surrounding, healthy tissue. As 

with chemotherapy, cancers vary in their response to radiation therapy (Bray et 

al., 2015). 

 

3.Surgery 

The majority of isolated, solid tumors are treated primarily with 

surgery, which may also contribute to palliation and survival extension. It is 

typically an important part of definitive diagnosis and staging of tumors, as 

biopsies are usually required. In localized cancer, surgery typically attempts to 

remove the entire mass along with, in certain cases, the lymph nodes in the area. 

For some cancer kinds, this is enough to cure the disease (Song et al., 2017). 

4.Palliative care 

Palliative care is treatment that attempts to help the patient feel better 

and may be combined with an attempt to treat the cancer. Palliative care includes 

procedures to lessen suffering on all levels—physical, psychological, spiritual, 

emotional, and social. In contrast to therapies that specifically target cancer cells, 

palliative care's primary objective is to enhance the quality of life (Ariad et al., 

2019). 

2.1.11.Prognosis 

Five years following diagnosis, survival rates can range from majority 

survival to total mortality depending on the type of cancer and the stage at which 

it is discovered. When a malignancy has spread, the prognosis typically gets 

more worse. About half of invasive cancer patients who are getting therapy pass 
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away from the illness or its therapies, with the exception of carcinoma in situ and 

non-melanoma skin malignancies. The majority of cancer deaths are caused by 

metastases from the primary tumor (Tammela & Sage, 2020). 

2.2.Illness Perception of Cancer  

The effects of a cancer diagnosis may include surgery, radiation, 

chemotherapy, remission, progression, palliative care, and even death over time. 

Different patients will go through various sequences of events over various 

amounts of time, and they may react in various ways to similar situations. These 

reactions are influenced by how patients view and believe about their condition. 

These beliefs, according to Petrie and Weinman, are arranged in cognitive 

models or mental representations that have a direct impact on the person's 

emotional reaction to the illness and their coping mechanisms (Petrie & John 

Weinman, 2006). Consequently, it's crucial to evaluate a patient's beliefs about 

their sickness (Kloot et al., 2016). 

When someone is diagnosed with an illness, their ideas about it 

typically begin to take shape in their thinking. These views are heavily impacted 

by the medical information or their subjective observations of other affected 

family members exhibiting similar symptoms. The illness perception varies by 

individual and culture, including religious beliefs and patients’ attitudes toward 

cancer. 

Each person has a unique experience when it comes to how they see 

their illness. Through their unique experiences, knowledge, attitudes, beliefs, and 

needs, patients attempt to comprehend their illness. According to the illness 

perception model, when people are faced with a sickness, their primary coping 

mechanisms are determined by the disease's physical and psychosocial effects. 

These replies are a reflection of the attitudes and feelings people have toward the 
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illness (Saritas & Özdemir, 2018). 

Cancer is associated with negative health and emotional outcomes in 

those affected by it, suggesting the need to better understand the psychosocial 

determinants of illness outcomes and coping. The common sense model is the 

leading psychological model of self‐ regulation in the face of illness and assumes 

that subjective illness representations explain how people attempt to cope with 

illness. 

Additionally, it has been also found that cultural and social beliefs of 

the patient toward their illness influence perceptions about the meaning of an 

illness, the useful types of treatment, and the likely outcome of health behaviors 

related to the prevention and control of the disease (Kahissay et al., 2017). 

Additionally, it has been discovered that patients' attitudes concerning cancer 

have a substantial impact on their willingness to seek treatment and assistance 

(Samoil et al., 2021).  

Late diagnosis and treatment, however, continue to be major obstacles 

to improving outcomes, which, in turn, contributes to patients' perceptions that 

they are less likely to receive treatment (Ouasmani et al., 2016). The 

effectiveness of understanding various cancer diagnostic and treatment choices 

among cancer patients, as well as the effectiveness of perception regarding 

various cancer preventative measures among the general public, therefore, seems 

to require analysis.  (Vidhya et al., 2022). 

Before starting treatment, patients should be informed about their 

condition, the potential advantages and disadvantages of the suggested therapy, 

and should provide their agreement. In order for patients to develop the 

necessary perception to actively participate in shared decision-making, adhere to 

the treatment plan, be aware of potential side effects, and understand what to do 
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if side effects do arise, relevant and understandable information must be 

provided. Furthermore, well informed patients are more satisfied with care, have 

a better sense of control of their total situation, and report a higher level of  

quality of life (Berger et al., 2018). 

Positive views of disease have been linked to psychological wellbeing, 

a decreased need for benefits, and an earlier return to work. In contrast, 

regardless of the severity of the medical illness or the existence of any litigation, 

negative impressions are linked to a higher likelihood of future incapacity, a 

slower rate of healing, and a delayed return to work (Giri et al., 2009). 

 

2.2.1.Illness perception scales : 

The Illness Perception Questionnaire (IPQ), has 80 items across five 

domains of disease perception, the Revised Disease Perception Questionnaire 

(IPQ-R), has 70 items across nine domains, and the Brief Illness Perception 

Questionnaire (Brief IPQ), has eight items across eight domains, are the most 

frequent instruments used for measuring disease perception. The list of domains 

assessed by the three versions of this instrument includes coherence, concern, 

consequences, control (personal and treatment), emotional representation, 

identity, and timeline (acute/ chronic and cyclical) (Sawyer et al., 2019). 

The Brief Illness Perception Questionnaire (Brief IPQ), divides into a 

number of categories according to common sense model (CSM): The term 

identity refers to the medical danger (such as cancer) and its signs and symptoms 

(such as fatigue). The notion of cause relates to one's theories regarding the 

source of a health threat (such as a genetic defect). The concept of a timeline 

describes how long a condition is anticipated to last, how long it lasts, and how 

long it takes to heal (e.g., acute, chronic, or cyclical). Consequences are 

assessments of how the health risk may change a person's life (for instance, 
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missed work). They might be both imagined and real. Curability or 

controllability refers to the extent to which a person believes that the health issue 

may be managed or treated by themselves or others (for example, incurable but 

treatable with medicine). Later, this dimension was modified to reflect two 

distinct dimensions: personal control, which refers to how much control a person 

feels they have over the course of their illness, and treatment control, which 

refers to how much influence they think their therapy has over their condition. A 

person's emotional responses to their illness are described by their emotional 

representations, and the degree to which a patient's illness representations 

provide coherent understanding of the illness is referred to as illness coherence 

(Richardson et al., 2017). 

2.3.Quality of Life among Patients with Cancer  

We all have a rolling question all the time that, what is meant by the 

phrase ―quality of life.‖ We are aware that being free is preferable to being 

locked up, that being healthy is preferable to being ill, and that being at ease is 

preferable to being under stress. Some people opt to live in a city because they 

enjoy the availability to social and cultural amenities. However, other people 

prefer the slower tempo, lack of traffic, and proximity to nature in rural areas and 

opt to live there. These characteristics have an impact on our wellbeing, which is 

also known as quality of life in the medical and scientific fields. In medicine, we 

are often interested in how disease or its treatment affects quality of life, which is 

generally considered health-related quality of life. Health-related quality of life, 

also abbreviated as HRQOL or HRQL, has evolved over the time into a broad, 

multidimensional concept that includes both physical and mental health, and also 

social factors (Gour & Chaudhary, 2023). 

Currently, the study of quality of life, particularly as it relates to 

cancer, is a key area of research in the field of chronic diseases. In every 
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instance, this illness has varied degrees of an impact on the patients' quality of 

life. Pain is among the most significant of the many physical and mental issues 

that cancer patients face. Cancer-related pain is a multifaceted issue that 

influences different facets of a person's life, potentially altering both the quality 

and quantity of life. Anxiety, especially fear of dying, is another frequent 

psychological side effect of cancer and is seen as a crucial psychiatric diagnosis. 

Patients who experience the disease's progression start to fear pain, isolation, and 

losing control—all of which have been classified as symptoms of death anxiety. 

The quality of life for this group of people with mental and even emotional 

disorders might be impacted by death anxiety (Nugraha Agung et al., 2022). 

Cancer is a chronic condition, despite the fact that early detection and 

innovative treatments reduce the disease and offer better prognoses. The quality 

of life of cancer patients was impacted by toxicity and side consequences. 

Cancer and its treatment might make it difficult to carry out family and social 

responsibilities, such as working or taking part in regular social activities 

(Lavdaniti, Maria; Tsitsis, 2015) 

The attitudes and assumptions that patients have regarding their 

condition have an impact on HRQOL. The information given about the disease 

affects both HRQOL and how people perceive their illness.  Appropriate 

information sharing can lead to better treatment adherence, more informed 

decision-making, lower levels of distress (anxiety and depression), higher levels 

of HRQoL, higher levels of satisfaction with care, and a greater sense of control 

(Husson et al., 2013). 

The World Health Organization (WHO) defined health in 1947 as a 

state of complete physical, mental, and social well-being, and not merely the 

absence of disease or infirmity, which is where the roots of the QOL concept can 

be traced back to (CONSTITUTION of the World Health Organization, 1947). 
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For cancer patients, one of the most concerning health issues is QoL. 

Patients perceive it as a particular and multifaceted type of patient-reported 

outcomes (PROs) that includes their social, economical, psychosocial, and 

physical activities (Reale et al., 2020).  

The anticipated survival time of cancer patients has increased due to 

advances in medical research and ongoing progress in early detection and 

treatment. This has led to a rise in interest in researching cancer survivors' 

health-related quality of life (HRQoL). Therefore, it is imperative to meet the 

needs of cancer patients so that they can have healthy lives (Ravasco, 2019).  

Surgery, radiation therapy, and chemotherapy (CT) are the most often 

used cancer treatments. The course of these treatments causes patients to 

experience physical, emotional, and cognitive changes that may ultimately lower  

their quality of life (Moreira et al., 2021). 

Many cancer patients report having problems sleeping, feeling 

depressed, and having a poor quality of life after obtaining a cancer diagnosis 

and treatment. In order to create interventions that will improve patients' 

outcomes, it is crucial to evaluate QoL among cancer patients. Similarly, QoL 

assessment helps individuals understand how illness, treatment, and health affect 

quality of life. Additionally, it helps to understand the potential beneficial and 

risky aspects of a treatment thus help in weighing the impact of a decision (Alam 

et al., 2020). 

2.3.1. Impact of QOL on life expectancy of various cancers           

             Different malignancies have all range of life expectancies; some have 

excellent life expectancies while others have very low ones. This life expectancy 

is always influenced by the quality of life a cancer patient live after getting 

diagnosed and when on treatment. Cancer treating medical professional must 

never forget role of QOL in survival of patients. Maintaining a high quality of 



Chapter Two: Literature Review                                                                      31 

 

life should be a key component of all cancer preventive and control efforts. A 

high quality of life for cancer patients will also affect DALYs (Disability 

Adjusted Life Years), and this decrease in morbidity will give cancer patients the 

chance to rehabilitate their social and occupational lives. This will also guarantee 

that cancer sufferers have the most productive lives possible (Nayak et al., 

2017). 

2.3.2.Cancer Effects on Quality of life domains  

Quality of life is a multifaceted term that should only be evaluated by 

the individuals themselves. Quality of life assessment tools, which can be self-

administered or conducted through interviews, are being utilized more frequently 

in the field of health (Moreira et al., 2021). 

The physical, environmental, psychological, and social consequences 

of patients with chronic illnesses and their treatments are taken into account by 

an assessment method known as WHO Quality of Life-BREF (WHOQOL-

BREF). The WHOQOL-BREF questionnaire has 24 satisfaction items broken 

down into four domains: physical health (domain 1), psychological health 

(domain 2), social relationships (domain 3), and environmental health (domain 

4). Domain 1 deals with physical health and has seven questions, Domain 2 has 

six questions, Domain 3 has three questions and Domain 4 deals with 

environmental health and has eight questions . The questionnaire also includes 

two questions about general health and overall quality of life. A range of 

detrimental side effects can occur during and after treatment for cancer patients 

(Shaheed et al., 2019). 

The physical aspect of quality of life for cancer patients includes pain, 

dietary issues, anorexia, nausea, vomiting, and insomnia brought on by the 

progression of the disease and the unfavorable consequences of treatment. Being 

unable to regulate one's body, changes in body image (alopecia and cachexia), 
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and nearly every area of life are all factors that contribute to the psychological 

component of QOL in cancer patients. For instance, emotional anguish happens 

at turning points during the clinical course of cancer for family members of 

patients undergoing palliative/supportive care. The social dimension of QOL 

among the cancer patients are often affected by withdrawal from work, social 

activities and one’s role in the family (SHAH, 2011). 

By affecting physical and mental health, functional status, 

independence, overall wellbeing, interpersonal relationships, and social 

functioning, cancer has an impact on quality of life (QOL). It has been described 

as a terminal illness that has a lasting effect on the patient. Following diagnosis 

and therapy, a patient with cancer frequently experiences uncertainty that defines 

his or her life in the survival road. The way a person views cancer as an illness 

will affect how they respond to it and how they live their own lives. Most 

patients lose their sense of equilibrium in life. They experience constant 

psychological tension and a sense of helplessness and hopelessness. Socially, 

they feel ignored, worry losing their jobs, have an additional financial burden on 

their families, and are unable to participate in social activities (SHAH, 2011). 

A cancer diagnosis is a distressing event for everyone. At all stages of 

cancer treatment, psychosocial anguish is extremely common, diverse, and can 

cause just as much distress as the physical effects of cancer (Holland & Alici, 

2010). 

An individual's life might be disrupted by receiving a cancer diagnosis 

since it puts their sense of security at jeopardy, which can induce anxiety and 

uncertainty. Additionally, cancer can lower a person's quality of life by having 

detrimental effects on their physical and mental health (Epplein et al., 2011). 

Malignancy can have an impact on many aspects of a person's quality 

of life. The decline in quality of life begins after the diagnosis of the cancer and 
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continues because of the aggressive nature of the treatment. Cancer patients 

receive chemotherapy to fight against the affliction. 25% of patients with cancer 

out of the 65% that have the disease utilize chemotherapy as their first line of 

treatment (Fitch & Pyenson, 2010).  

Anticancer medications take aim at the aberrant cells that divide 

quickly, aiding in the fight against cancer and extending patients' lives. Despite 

having a therapeutic effect, chemotherapy is linked to the occurrence of severe 

adverse medication responses, which can negatively impact a person's quality of 

life (QoL). 

Anticancer treatment also needs to be administered for a longer period 

of time in order to have the desired impact. Patients with cancer bear an 

excessive burden due to frequent hospitalizations. Thus, anticancer therapy 

causes cancer patients to experience exorbitant levels of personal, mental, and 

emotional suffering, which negatively impacts their overall quality of life (QoL) 

(Ramasubbu et al., 2021). 

The psychological issues that are associated with the treatment of 

cancer patients are complex. Patients go through a variety of negative emotions 

that negatively impact their daily lives, such as rage, anxiety, pain, worry, and 

uncertainty about life impending doom of the diagnosis (Shaheed et al., 2019). 

About half of all cancer cases involve the use of radiotherapy (RT), 

which is utilized as part of curative and/or palliative care. Although RT can be 

beneficial for cancer patients' health, its side effects can have a negative impact 

on QOL (Yucel et al., 2014). 

2.4.Relationship between Cancer Perception and Quality of Life 

among Cancer Patients  

A patient's personal beliefs regarding their condition and course of 

therapy, as well as their emotional reactions to it, are represented by their disease 
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perceptions, which can be a variable predictor of HRQoL. According to the 

common sense model of disease self-regulation, a person's perception of their 

illness affects how they adapt to it and how it will turn out. According to SRM, 

when a person is ill, they create beliefs about the illness (cognitive 

representation) and have an emotional response to it (affective representation), 

both of which have an effect on both physical and psychosocial consequences. 

Interventions to alter these representations may enhance patients' wellbeing and 

outcomes since they have a major impact on patient outcomes (Ashley et al., 

2015). 

The quality of life is influenced by how one thinks and feels about 

their sickness. The negative belief about the disease is associated with the 

development of disability and late improvement in the future (Safdari-Molan et 

al., 2021) 

Patients with negative illness perceptions exhibited lower quality of 

life (QoL) than those who appraised their condition positively or neutrally. The 

very concept of disease perception is based on the assumption that the patient’s 

response to the illness is shaped by their personal experiences (O´smiałowska et 

al., 2022). 

2.5. Nursing’s Role Toward Cancer Patients:  

The majority of oncology nurses work with patients who are receiving 

new diagnoses, starting therapy, and continuing their current course of treatment. 

These patients and their families are going through one of the most serious crises 

of their lives. The oncology nurse must be aware of the serious psychosocial 

consequences that the disease can have (Northouse & Northouse, 1996), listed 

delivering information, expressing hope, and aiding patients with the vast 

spectrum of emotions connected to their cancer experiences as the essential 

interpersonal roles of oncology nurses. They viewed the major issues confronting 
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patients as maintaining a sense of control, obtaining information, searching for 

meaning, and disclosing feelings.  

Nurses play an important role in assisting patients in all of these areas. 

Even if a patient is unable to control their condition themselves, nurses can still 

assist them regulate their reactions to the sickness and educate them about the 

disease and its treatment. If patients are informed, they will have the control they 

need to manage side effects and make the best decisions. Education enhances 

emotional support and promotes the development of a reliable rapport with 

patients. Aiding patients in coping with intense and puzzling emotions is one of 

the primary duties of nurses and a critical component of the nurse/patient contact 

(Shakespeare, 2018). 

2.6.Some of the reviewed research relevant to the current study: 

A study conducted by (O´smiałowska et al., 2022) was “Illness 

Perception and Quality of Life in Patients with Breast Cancer” . The study 

included 202 women (mean age 53.0 ± 10.3) treated surgically for breast cancer 

at the Lower Silesian Oncology Centre. In our study, we aimed to demonstrate 

the relationship between illness perception and quality of life in breast cancer 

patients. The results of our study confirm the beneficial effect of positive illness 

perception on the intensity of symptoms related to cancer and treatment, as well 

as functional domains of EORTC QLQ-C30. 

By (Matsuda et al., 2021) ―Quality of life and its associations with 

illness perceptions over a 3‑month follow‑up period in patients with 

non‑small cell lung cancer: A prospective longitudinal study‖ was a study  

conduct to investigates changes in global QOL over a period of 3 months in 

patients with non-small cell lung cancer (NSCLC) to compare illness 

perceptions. The associations between QOL changes and illness perceptions 

were also examined. Study design. From October, 2016 until July, 2019, the 
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present prospective longitudinal study evaluated patients with NSCLC over a 

3-month follow-up period at Saitama International Medical Centre, Nippon 

Medical School Hospital and Shimane University in Japan. Study participants:  A 

flow chart of the patients with NSCLC , 52 patients were considered eligible. At 

baseline, 18 patients did not complete the global QOL surveys, leaving 34 

patients. At the 1-month follow-up, 5 patients did not complete surveys, leaving 

29 patients. At the 3-month follow-up, 6 patients did not complete surveys, 

leaving 23 patients; these 23 patients were finally analysed. The analysis 

revealed no significant change in global QOL over time in the majority of illness 

perception dimensions, apart from that related to identity. In this item, the global 

QOL exhibited a significant difference between the groups over time. The strong 

group exhibited increased global QOL scores over the 3-month period than the 

weak group. Patients who did not have a more sinister view of the illness prior to 

treatment exhibited a tendency for a decreased global QOL. In addition, patients 

in the strong perception group had several complaints prior to treatment in the 

identity item at baseline, and these patients had an increased global QOL. 

 ―Untangling the relationship between negative illness perceptions 

and worse quality of life in patients with advanced cancer—a study from the 

population-based PROFILES registry” was a study carried out in the southern 

part of the Netherlands by (Jabbarian et al., 2021). performed on patients with 

advanced cancer to define the connection between sickness perceptions and QoL, 

using feelings of anxiety and depression as potential mediators. Methods:  The 

'Patient Reported Outcomes Following Initial Treatment and Long term 

Evaluation of Survivorship' (PROFILES) registry provided information on 377 

patients with advanced cancer.  Information for studying the psychological and 

physical impacts of cancer and cancer treatment is available in this register. 

PROFILES is linked to the Eindhoven Cancer Registry (ECR), which keeps 
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track of all patients in the southern Netherlands who have recently been 

diagnosed with cancer. Patients completed surveys on their quality of life 

(EORTC QLQ-C30), their anxiety and depressive symptoms (HADS), and their 

IPs (BIPQ). Mediation analyses were performed to separate the overall effect of 

IPs on QoL into a direct effect and an indirect effect. Patients' QoL was often 

worse in those with more negative IPs. Except for Comprehensibility, all IPs 

were negatively correlated with QoL (p<0.001). The most significant effects 

were perceived by patients who felt that their illness had a higher impact on their 

lives (Consequences), who were more concerned about their illness (Concern), 

and who thought that their illness had a substantial emotional impact (Emotions). 

Together, Anxiety mediated 41–87%and depression mediated 39–69%ofthe total 

effect of patients’ IPs on quality of life. 

The quality of life, functional health, and sickness perceptions of lung 

cancer patients receiving chemotherapy were the subjects of a study by 

Vollmann et al. (2020). The research project's full title is Illness Perceptions 

and Quality of Life in Patients with Non-Small-Cell Lung Cancer: A 3-

Month Follow-Up Pilot Study. Procedures and Patients : a longitudinal trial that 

measured quality of life (EORTC QLQ-C-30), functional health, and illness 

perceptions (BIPQ) at baseline 12 days after the first therapy and follow-up 

measure 3 months. The Leiden University Medical Center in the Netherlands 

was used to gather 21patients. The trial included patients who were receiving 

first-line adjuvant or neo-adjuvant treatment and had been diagnosed with non-

small cell lung cancer (NSCLC) at any stage. The results of the study 

demonstrated that there were minor to moderate gains in both functional health 

and perception of illness between the two testing periods. At both the beginning 

and the conclusion of therapy, less functionality and a lower quality of life were 

associated with more pessimistic views of the illness. The findings demonstrate 
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the importance of lung cancer patients' IPs for functional health and quality of 

life, and they should be taken into consideration during medical treatment.  

A study conducted by (Akyıldız et al., 2019) was “The relationship 

between illness perception and quality of life in thyroid patients who 

received radioactive iodine-131 ablation treatment” aimed to evaluate the 

effect of illness perception on quality of life in thyroid cancer patients who had 

radioactive iodine-131 treatment after total thyroidectomy. Methods: Totally one 

hundred patients were included in this cross-sectional study. Patients' age, 

educational level, marital status and disease characteristics including stage, 

treatment and follow-up period since diagnosis were reviewed. Short Form 36 

Health Survey Questionnaire (SF-36), the illness Perception Questionnaire were 

used to assess the quality of life and illness perception, respectively. Results The 

low ability of patients to understand the disease significantly affects the negative 

impact on the quality of life of the disease perception.  

A study conducted by (Vatvani et al., 2017) was ―Association 

between illness perception and health related quality of life in Indonesian 

cancer patients”. This study is a cross sectional study that took place in Siloam 

General Teaching Hospital located in a suburban area of Tangerang. This study 

took place from July 2016 to January 2017. The samples included in this study 

were adult solid cancer patients. Health related QOL was measured using 

EORTCQLQ-C30. Illness perception was measured using Brief Illness 

Perception Questionnaire (B-IPQ). Results: From total 56 patients, 50 (89.3%) 

were female. The mean age of the patients was 48.6 (610.9) years. Breast cancer 

was the most common type of cancer (76.7%), followed by adenocarcinoma of 

the colon (8.9%). The emotional representation sub- scale has significant 

correlation with global health status (r ¼ -0.268; p¼ 0.046), cognitive 

functioning (r ¼ -0.288; p¼ 0.031) and social functioning (r ¼ -0.268; p¼ 0.045) 
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domains of QOL. The identity domain has significant correlation with dyspnea 

(r¼0.297; p¼ 0.026) and diarrhea (r¼0.297; p¼ 0.026). The other subscales of 

illness perception did not have significant association with QOL. 

In 2017, a study by P.T. van Gemert and C.S. Bonhof examined the 

relationship between illness perceptions and quality of life in colorectal 

cancer patients. This study looks at the connection between quality of life and 

colorectal cancer patients' views of their illness as well as any gender-specific 

variations in these relationships. Methods: The information was gathered using 

the PROFILES (Patient Reported Outcomes Following Initial Treatment and 

Long-Term Evaluation of Survivorship) registry. Participants in the study 

include colorectal cancer patients and survivors from the Netherlands. 

Information from 2625 patients was used in this investigation. People's 

perceptions of their illnesses were evaluated using the Brief Illness Perception on  

Questionnaire (BIPQ). This study used the Dutch version of the European 

Organization for Research and Treatment of Cancer Quality of Life 

Questionnaire-Core 30 (EORTC-QLQ-C30) to assess QoL . Results: All BIPQ 

items were significantly associated with a worse quality of life. Women 

generally had a poorer perception of disease than did males. Only the patient's 

estimation of the illness' duration, their level of anxiety, and their estimation of 

how it will affect them emotionally revealed a discernible gender difference. The 

association between perceptions of illness and quality of life was substantially 

stronger for men than for women in two BIPQ measures, such as the perception 

of the value of the treatment and knowledge of the condition. The feeling of 

having some control over the disease, for example, was one BIPQ feature that 

was more strongly linked to women's quality of life. 

Does Illness Perception explain Quality of life of Patients with 

Prostate Cancer? 2013 saw the completion of a study by Mickeviiene et al. The 
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goal of this study was to determine whether changes in the quality of life of 

prostate cancer (PCa) patients might be attributable to how they perceive their 

illness. Materials and Procedures. The cross-sectional national-level study was 

carried out. QoL was evaluated with the European Organization for Research and 

Treatment of Cancer Quality of Life Questionnaire Core 30 and the Visual 

Analogue Scale (VAS) while IPs were measured by the revised Illness 

Perception Questionnaire. A minimal sample size of 372 individuals was 

established to accurately represent the population of PCa patients in Lithuania 

with a 95% confidence level.  The six largest hospitals in Lithuania that provide 

a full range of oncology and urology services are the Institute of Oncology of 

Vilnius University, the Hospital of Lithuanian University of Health Sciences, the 

Oncology Hospital of Lithuanian University of Health Sciences, Klaipda 

University Hospital, Iauliai County Hospital, and Panevys County Hospital. All 

participants in the study were over the age of 18, had the C-61 (by ICD 10) 

diagnosis, were able to complete the questionnaire, and gave their consent. Our 

research showed that IPQ-R, sociodemographic, and clinical factors can account 

for between 27.0% and 43.0% of the difference in QoL measures. The levels of 

emotional representation and consequences ; physical functioning by the EORTC 

QLQ-C30, consequences and chemotherapy; role functioning by emotional 

representations, timeline cyclical, and stage of the disease; emotional functioning 

by emotional representations and educational level; cognitive functioning by 

educational level, emotional representations, illness coherence, consequences, 

and hormonal therapy can all be used to explain the variation in global QoL 

measured by the VAS. Age, employment, disease duration, marital status, 

residence, and some treatment modalities (active surveillance, surgery, and 

radiotherapy) had no discernible impact on any of the QoL domains in this 

population. 
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2.7. Illness Perception and Its Relationship to Quality of Life Among Cancer 

Patients: A Literature Synthesis: 

Abstract: 

This literature synthesis explores the relationship between illness 

perception and quality of life among cancer patients. Illness perception refers to 

individuals' cognitive and emotional representations of their illness, including 

their beliefs, understanding, and expectations. Quality of life encompasses 

various aspects of physical, psychological, social, and functional well-being. 

Understanding the impact of illness perception on quality of life can help 

healthcare professionals develop tailored interventions and support strategies for 

cancer patients. This synthesis presents an overview of the existing literature on 

illness perception and its influence on the quality of life among individuals with 

cancer. 

Introduction: 

Cancer is a complex and life-altering illness that affects millions of 

people worldwide. The experience of cancer goes beyond its physical 

manifestations and encompasses psychological, emotional, and social 

dimensions. Illness perception, as proposed by Leventhal's Common-Sense 

Model, emphasizes the role of patients' beliefs and understanding in shaping 

their response to illness. The relationship between illness perception and quality 

of life is a crucial area of investigation, as it offers insights into the subjective 

experiences of cancer patients and informs supportive care interventions. 

Methods: 

A systematic search was conducted across major academic databases 

(e.g., PubMed, PsycINFO) using keywords such as "illness perception," "quality 

of life," and "cancer patients." Studies published between 2010 and 2023 were 

included to ensure relevance to contemporary healthcare practices. Both 
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quantitative and qualitative studies were considered, allowing for a 

comprehensive synthesis of the literature. 

Results: 

The synthesis of literature identified several key themes related to 

illness perception and quality of life among cancer patients. Firstly, illness 

perception was found to influence emotional well-being, with individuals who 

perceived their illness as more threatening or chronic reporting lower quality of 

life. Secondly, cognitive representations, such as perceived control and 

understanding of cancer, were associated with better quality of life outcomes. 

Thirdly, illness perception interacted with treatment-related factors, including 

side effects, treatment efficacy, and adherence, which in turn influenced quality 

of life. Finally, social support and coping strategies were identified as potential 

mediators between illness perception and quality of life outcomes. 

Discussion: 

The findings from the literature synthesis highlight the importance of 

illness perception in shaping the quality of life among cancer patients. 

Understanding patients' beliefs, expectations, and emotional responses to cancer 

can assist healthcare professionals in providing appropriate support and 

interventions. Addressing misconceptions, providing accurate information, and 

fostering a sense of control and understanding may positively impact patients' 

quality of life. Additionally, integrating psychosocial support and coping 

strategies tailored to individual illness perceptions can contribute to improved 

well-being. 

Conclusion: 

Illness perception plays a significant role in the quality of life 

experienced by cancer patients. This literature synthesis provides evidence for 

the impact of illness perception on various aspects of well-being, including 
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emotional, physical, and social dimensions. Healthcare professionals need to 

recognize the importance of assessing and addressing illness perception when 

providing care to cancer patients. Further research is needed to develop targeted 

interventions that enhance illness perception and ultimately improve the quality 

of life for individuals living with cancer. 
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Chapter Three 

Methodology 

The chapter methodology refers to the approach or set of methods used 

in conducting a study or research project. It outlines the systematic process 

followed by researchers to gather, analyze, interpret, and present their findings. 

The chapter methodology provides a detailed description of the methods 

employed to answer the research questions or achieve the study's objectives. 

3.1.Study Design 

In this study, the researcher followed the descriptive correlational 

approach. The descriptive correlational approach is done by interrogating the 

study participants about the illness perception and quality of life. Since the 

problem of the study is related to the present, and that its study will be done 

through direct interrogation, as well as the aim of this study is to stop at the limit 

of description and correlate between study variables (Illness Perception vs. 

Quality of Life), and therefore the appropriate approach is the correlational 

design, which depends on the study of the phenomenon and the statement of its 

characteristics and size, as well as the collection and interpretation of 

information. The study was conducted in the period from November 9
th 

2022 to 

June 4
th
 2023.  

3.2. Administrative Arrangements 

Before collecting the study data, the following official clearances were 

sought from appropriate authorities: 

1. Approval from the University of Babylon/ College of Nursing Council for 

the study (Appendix A). 

2. Official permission have been obtained from Babylon Health Directorate 

(Appendix A) in order to formally access to Babylon Oncology Center. 
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3. An official is obtained from Babylon Oncology Center (Appendix A) 

4. In addition, the consent of the patients to participate in the study, after 

explaining the objectives and usefulness of the study to them and assuring 

that all information provided will be confidential and for scientific and 

research purposes (autonomy and privacy). 

3.3. Setting of the Study 

The study was conducted at Babylon Oncology Centers in Hilla City. 

It is a specialized center affiliated with Marjan Teaching Hospital / Babylon 

Health Department. This center was established in 2008, and it is the first center 

for cancerous tumors in the governorate, along with the cancerous tumors 

department in Imam Al-Sadiq Hospital, while it indicated that the center is 

capable of providing services for 16 patients per day.  

3.4. Sample of the Study 

The study sample is selected according to non-probability sampling 

approach with a total of (150) patients who are attended Babylon Oncology 

Centers in Hilla city. This purposive sample is selected according to the 

following criteria include: 

3.4.1. Inclusions criteria:  

1. Patients who have been diagnosed with cancer duration  for  6 

months or more. 

2.  Patients who have been diagnosed with different types of cancer. 

3. Patients who are aged 18 years and more. 

4. Patients with different education. 

3.4.2.Exclusion Criteria: 

1. Patients who are chosen for pilot study. 
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2. Patients who have been diagnosed with cancer duration for less 

than 6 moths. 

3. Patients who disagree to take part or refused to participate in 

present study 

4. Patients unable to communicate. 

3.5. Sample Size Determination: 

Sample size is an essential aspect of scientific research as it helps to ensure that 

the results obtained from a study are significant (Andrade, 2020). The present 

study is employing the  ( Yamane's formula: n = N/(1+N(e)2. ) to determine the 

sample size.  

  
 

       
 

  
   

            
 

      

The variables in this formula are: 

n = the sample size 

N = the population of the study 

e = the margin error in the calculation 

 

3.6. Study Instruments 

The questionnaire is one of the means to help collect data that 

contribute to achieving the results expected by the study, which aims to clarify 

the study objectives and significance by obtaining answers to the study’s 

questions. The questionnaire include the following parts (Appendix B): 
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3.6.1. Socio-Demographic Characteristics 

Patients' characteristics include demographic characteristics such as 

age, gender, marital status, educational level, occupation, monthly income, and 

residents as well as the clinical characteristics that deal with cancer types, 

duration, staging, and associated comorbidities. 

3.6.2. Brief Illness Perception Questionnaire  

The Brief Illness Perception Questionnaire (BIPQ) is a self-report 

measure designed to assess individuals' cognitive and emotional representations 

of their illness or health condition. It was developed by Broadbent et al. (2015). 

The BIPQ consists of eight items, each assessing a different aspect of illness 

perception. The questionnaire aims to provide a brief and reliable assessment of 

how individuals perceive their illness, as these perceptions can significantly 

influence their behaviour, coping strategies, and treatment outcomes. 

The eight items of the BIPQ cover the following domains: 

1. Identity: This item assesses how well individuals understand their illness 

and its symptoms, as well as how much it affects them. 

2. Timeline: This item examines individuals' perceptions of the duration and 

course of their illness, whether they view it as acute (short-term) or 

chronic (long-term). 

3. Consequences: This item explores individuals' beliefs about the impact of 

their illness on different aspects of their life, such as work, relationships, 

and daily activities. 

4. Personal control: This item assesses the extent to which individuals 

believe they have control over their illness and its management. 

5. Treatment control: This item examines individuals' beliefs about the 

effectiveness of medical treatments and interventions in controlling their 

illness. 
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6. Illness coherence: This item evaluates individuals' understanding of their 

illness in terms of its causes and consequences, and how well they can 

make sense of it. 

7. Emotional representations: This item assesses individuals' emotional 

responses to their illness, including feelings of fear, anger, and worry. 

8. Illness concern: This item explores individuals' level of worry or concern 

about their illness and its potential consequences. 

Each item in the BIPQ typically ranges from 0 to 10, where higher 

scores indicate more negative or distressing perceptions of illness. 

3.6.3. WHOQOL-BREF 

The WHOQOL-BREF (World Health Organization Quality of Life - 

Brief version) is a widely used questionnaire developed by the World Health 

Organization (WHO) to measure an individual's quality of life. It is a shorter 

version of the original WHOQOL-100 questionnaire and is designed to be more 

practical and easier to administer. 

Some key details about the WHOQOL-BREF include: 

 Purpose: The WHOQOL-BREF aims to assess an individual's perception of 

their quality of life across various domains. It provides a comprehensive 

evaluation of an individual's physical health, psychological well-being, social 

relationships, and environmental factors that may influence their quality of life. 

Structure: The questionnaire contains two items from the Overall QOL and 

General Health and 24 items of satisfaction divided into four domains: 

a. Physical domain (7 items): This domain explores an individual's 

perception of their physical health, including pain, energy levels, sleep, 

mobility, and activities of daily living. 

b. Psychological domain (6 items): This domain examines an individual's 

psychological well-being, including their self-esteem, body image, 
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negative feelings (such as depression and anxiety), positive feelings, and 

overall satisfaction with life. 

c. Social relationships domain (3 items): This domain focuses on an 

individual's satisfaction with their social support network, interpersonal 

relationships, and the extent to which they feel accepted and understood 

by others. 

d. Environmental domain (8 items): This domain assesses an individual's 

perception of their physical environment, including safety, access to health 

care, financial resources, living conditions, transportation, and 

participation in leisure activities. 

Scoring: Each item in the WHOQOL-BREF is rated on a Likert scale ranging 

from 1 (never) to 3 (always). The scores for each domain are calculated by 

summing the item scores within that domain. Higher scores indicate a better 

quality of life. 

Adaptation and Translation: The WHOQOL-BREF has been translated and 

adapted into multiple languages to facilitate its use in different cultural contexts. 

This allows for cross-cultural comparisons of quality of life. 

Applications: The WHOQOL-BREF is widely used in research studies, clinical 

trials, and population surveys to assess the impact of various interventions, 

policies, and health conditions on individuals' quality of life. It provides valuable 

insights into the multidimensional aspects of well-being and helps in identifying 

areas that require improvement. 

It's important to note that the WHOQOL-BREF is just one of several 

tools available for measuring quality of life and should be used in conjunction 

with other assessment methods to obtain a comprehensive understanding of an 

individual's well-being. 
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3.7. Validity of the Questionnaire 

The study protocol and the study instrument underwent series of 

revisions and modifications and was achieved by 12 experts from different 

scientific branches, each of those experts had greater than ten years of experience 

in their field of specialty. The researcher proposed each expert member to review 

the study instrument for content, simplicity, relevance, style, and suitability.  

The face validity of the study tool was conducted after the tool 

translated into Arabic, which assessed by 12 specialists in diverse departments of 

nursing. Experts were invited to provide their thoughts and ideas on each study 

questionnaire item in terms of linguistic relevance, relationship to the dimensions 

of the study variables allocated to it, and applicability to the study community's 

setting. 

The validity was  determined through the use of a panel of (12) 

experts. They are (2) faculty member from the College of Nursing/ University of 

Babylon, (2) faculty member from the College of Nursing/ University of 

Baghdad, (5) faculty member from the College of Nursing/ University of Kufa, 

and (3) faculty member from the College of Nursing/ University of Karbala 

(Appendix C). 

All the modifications took it into consideration to the instrument 

according to experts’ recommendations. The experts' responses indicated that 

minor changes should be made to some items and it's were made according to 

their suggestions, then the final draft was completed to be ready for conducting 

the study. 

3.8. Pilot Study 

This preliminary study was carried out to determine the study tool's 

stability and credibility, as well as its clarity and efficiency, as well as the 

standard time required to collect data for each subject, which can be estimated 



Chapter Three: Methodology                                                                           52 

 

during the interview procedures, and to identify any difficulties that may arise. 

The pilot study aimed to achieve the following objectives.  

1. Adequacy of research tools development and testing 

2. Evaluation of the instrument's viability. 

3. Identifying any logistical issues that may arise as a result of the proposed 

methods. 

4. Assessment of proposed data analysis approaches for the detection of 

potential issues. 

5. The researcher's time estimate during data collecting. 

3.8.1. Results of pilot study 

1. The questionnaire is reliable.  

2. The time required for answering the questionnaire ranged from (15-20) 

minutes.  

3. The instrument items were clarified and understood the phenomenon 

underlying of the study (Table 3-1). 

The accepted coefficients reliability of the used study questionnaire 

regarding internal consistency (Alpha Cronbach) is 0.70 (as shows in table 3-1) 

by findings calculation in which the instrument was effective, significant, and 

valid to the research topic of (Illness Perception and its Relationship to Quality 

of Life among Cancer Patients). 

3.8.2. Reliability of the Questionnaire: 

Study samples were performed with a total of 15 patients. The 

researcher meets the participants and introduces them here, and then asks them to 

participate in conducting this study by expressing their opinion about their illness 

and quality of life. The interviews were based on individual basis. Then the 

researcher explained to them the purpose and title of the research and asked them 
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during the interview to answer the questionnaire to confirm simplicity, 

understanding and estimate the time needed to fill out the study tool.  

The researcher remains with the participants until the interview time is 

up. The estimated time to fill out each form was about 15-20 minutes. The data 

obtained from the pilot study were analyzed and no adjustments were made so 

the experimental study was excluded from the original sample. The Cronbach α 

value ranged from 0.70 and above, indicating a high degree of reliability. 

Table 3-1: Reliability of the Studied Questionnaire (n=15) 

Reliability Statistics 

Scale  
N of 

Items 

Cronbach's 

Alpha 
Ass. 

BIPQ 8 .91 Acceptable 

WHOQoL 26 .82 Acceptable 

 

This table is statistically formed to show the reliability coefficient for 

the study instrument. The calculated result shows that the questionnaire is 

reliable measure to study the phenomenon of illness perception and quality of 

life among patients with cancer on the same population at  any time in the future. 

3.9. Ethical Considerations 

Ethical obligations are one of the most important things that the 

researcher must follow and abide it when doing the study. Before collecting the 

data from the community that has been identified for the study, the researcher 

clarified the main purpose and desired goal of conducting this study for the 

sample to be included in the study, as well as adhering the strict confidentiality 

of the data taken from the study sample and pledge to use it for scientific 

purposes related to the study only. 

Before gathering the data from the samples who are participating in the  

study, the researcher given a brief explanation about the scientific background of 

the research and the purpose of conducting. Patients were verbally informed 
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about the aims of the study  and were asked to participate voluntary. After they 

consented to take part in the study, they were given an anonymous questionnaire 

to complete in order to protect the participants' privacy. 

3.10. Data Collection  

The actual data collection took about 2 months from February 7
th
 , 

2023 to April 7
th
 , 2023. The questionnaire has been interviewed with study 

participants. After obtaining the approval of the Babylon Health Directorate and 

verifying the validity and reliability of the study instruments.  

The researcher interviewed  the participants (Patients with Cancer), 

explained the instructions, answered their questions regarding the form, urged 

them to participate and thanked them for the cooperation. The interview 

techniques was used on individual bases, and each interview take (15-20) 

minutes. 

3.11. Statistics Data Analysis 

In order to statistically analyze the data collected from the study 

sample to arrive at the results, the researcher used the SPSS-20 and Microsoft 

Excel (2010) program to analyze this data and deal with it statistically, to find 

the relationships between the variables, and obtain the final results of the 

research based on a set of statistical tests. 

3.11.1. Descriptive approach 

Descriptive statistics includes a set of mathematical and statistical 

methods that are adopted to describe the main features of a data quantitatively by 

using tables and charts. Descriptive statistics always aim to present and describe 

the data which is required to be processed, organized, summarized and 

categorized, as well as presenting them in a simple and clear manner that makes 

it easier for the recipient to recognize and understand its content. The analysis 

performed through use: 
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A. Statistical tables "Frequencies (No.) and Percent (%)" 

B. Average of the scores M.s. and the overall average score (M±). 

The average score can be calculated by using the following: 

    
                                       

      
 

 
   

 
      

  1-1.66 were poor 

  1.67-2.33 were moderate 

  2.34-3 were good  

  The average score can be calculated by using the following: 

            
                                       

      
 

 

Quality of Life in General Health Domain  

[Poor= 2-3.33; Moderate= 3.34-4.66; Good= 4.67-6] 

Quality of Life in Physical Health Domain  

[Poor= 7-11.66; Moderate= 11.67-16.33; Good= 16.34-21] 

Quality of Life in Psychological Health Domain  

[Poor= 6-10; Moderate= 10.1-14; Good= 14.1-18] 

Quality of Life in Environmental Health Domain  

[Poor= 8-13.33; Moderate= 13.34-18.66; Good= 18.67-24] 

Quality of Life in Social Relationship Domain  

[Poor= 3-5; Moderate= 5.1-7; Good= 7.1-9] 

Overall Quality of Life 

[Poor= 26-43.33; Moderate= 43.66-60.66; Good= 60.67-78] 

For IPQ Overall  

According to Kuiper et al. (2022)  



Chapter Three: Methodology                                                                           56 

 

 <42 indicating low experienced threat 

 42-49 indicating moderate experienced threat 

 ≥50 indicating high experienced threat 

C. Standard  Deviation test ±SD. 

D. It uses a correlational coefficient "Cronbach alpha" used in estimating the 

internal consistency of the study tool. 

3.11.2.Inferential approach 

1. Cronbach alpha 

The analysis involves employing the Cronbach alpha correlational 

coefficient, which assesses the internal consistency of the study instrument. 

2. Tests of Normality 

Non-normally distributed data were presented as median or mean ± 

standard deviation and compared using Kolmogorov-Smirnov (K–S test) and 

Shapiro-Wilk tests are two common methods used to assess the normality of 

data. As long as the data does not follow a normal distribution, the student 

researcher follows non-parametric statistical methods, which include 

(Kruskal-Wallis H Test and Mann-Whitney U Test). 

1. Kruskal-Wallis H Test 

The Kruskal-Wallis H test is a non-parametric method designed for 

cases of non-normal distribution. It is employed to assess variations in 

dependent variables concerning independent variables, particularly discerning 

disparities in nurses knowledge, attitudes and practices across distinct socio-

demographic attributes. This test is applicable when there are more than two 

categorical variables. When the obtained p-value is below 0.05, it signifies 

statistically significant differences. 

2. Mann-Whitney U Test 
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The Mann-Whitney U test, also a non-parametric technique suitable 

for non-normally distributed data, serves to identify discrepancies in 

dependent variables relative to independent variables. It is specifically geared 

towards scenarios where there are two categorical variables. A significance 

level of 0.05 is employed to interpret the results, whereas a significance level 

of less than 0.05 indicates whether statistically significant differences exist. 

3. Chi-Squared Test  

To test the difference between the number of nominal standards of 

random variables dichotomous as health workers knowledge and attitudes with 

demographic characteristics.  
 

    
        

 
     

  
 

 

 

3.12. The Limitation of Study: 

The study adopts a purposive  approach, which restricts widely  

generalization of findings. 



hc 
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Chapter Four 

Results of the Study 

Systematically, the findings of the data analysis in the following tables 

are based on the stated objectives: 

4-1.Study Sample Characteristics 

Table 4-1.1.Distribution of Study Sample by their Socio-demographic Variables 

(SDVs) 

Socio-demographic 

Variables 
Classification No. % 

Age 

<20 years 2 1.3 

20-29 years 7 4.7 

30-39 years 13 8.7 

40-49 years 38 25.3 

50-59 years 29 19.3 

60 and older 61 40.7 
Min-Max 18-76 

Mean ± SD 51 ± 12.8 

Sex  
Male 24 16.0 

Female 126 84.0 

Marital status 

Single 2 1.3 

Married 111 74.0 

Divorced 2 1.3 

Widowed 35 23.3 

Education level 

Illiterate 23 15.3 

Read & write 19 12.7 

Elementary 54 36.0 

Middle school 33 22.0 

High school 5 3.3 

College 16 10.7 

Occupation 

Employed 32 21.3 

Free-business 49 32.7 

Retired 27 18.0 

Unemployment 42 28.0 

Monthly income 

Enough 18 12.0 

Enough to certain limit 80 53.3 

Not enough 52 34.7 

Residents 
Urban 90 60.0 

Rural 60 40.0 
No= number; %= Percentage; Min=Minimum; Max=Maximum; SD=Standard Deviation 
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The study's findings reveal interesting participant demographics. On 

average, participants were 51 years old (with a standard deviation of 12.8). The 

majority of the participants were female (84%), married (74%), had completed 

elementary school education (36%), were engaged in free-business activities 

(32.7%), reported having enough income up to a certain limit (53.3%), and 

resided in urban areas (60%). 

 

Table 4-1.2.Distribution of Study Sample by their Clinical Characteristics 

Clinical Data Classification No. % 

Type of Cancer 

Digestive system and liver                                   29 19.3 

Kidney and urinary system           9 6.0 

Breast                                                                  98 65.3 

Reproductive system  7 4.7 

Blood and lymphatic system                              3 2.0 

Bone                                                                                                      2 1.3 

Skin                                                                                2 1.3 

Duration of Cancer 

<1 year 18 12.0 

1-3 years 111 74.0 

>3 years 21 14.0 

Stage of Cancer 

I 51 34.0 

II 60 40.0 

III 26 17.3 

IV 13 8.7 

Type of Treatment 

Chemotherapy 107 71.3 

Radiotherapy 5 3.3 

Both 38 25.3 

Comorbidities 

No 61 40.7 

Diabetes                                           31 20.7 

Hypertension                                    25 16.7 

Heart diseases                                                                              5 3.3 

Kidney disease                                 10 6.7 

Liver disease                                    6 4.0 

Digestive system diseases  7 4.7 

Asthma                                        5 3.3 

No= number; %= Percentage 

 



Chapter Four: Results                                                                                       62 

 

The findings from present study reveal crucial insights into the clinical 

data of participants. Among the studied sample, breast cancer emerged as the 

predominant cancer type, accounting for a significant majority at 65.3%. 

Furthermore, a substantial portion of participants received their cancer diagnosis 

within the past 1-3 years, comprising 74% of the total cases. 

In terms of cancer staging, more than half of the participants were 

found to be in stage II metastasis, representing 40% of the overall sample. This 

information underscores the importance of early detection and intervention in 

cancer care. 

Chemotherapy emerged as the most prevalent form of treatment, with 

71.3% of participants undergoing this therapeutic approach, highlighting its 

widespread use in cancer management. 

Remarkably, 40.7% of participants were devoid of associated 

comorbidities, shedding light on the relatively healthier status of a significant 

proportion of the study population. 

These findings collectively provide valuable insights into the 

prevalence, timing of diagnosis, stage, and treatment modalities of cancer within 

our participant group, paving the way for a deeper understanding of cancer care 

and management in the study population 

 

Table 4-2. Distribution of Brief Illness Perception Questionnaire 

(BIPQ) among Patients with Cancer 

Scales Min. Max. M SD Score No. % 

Consequences 0 10 5.76 4.042 

Low 47 31.3 

Moderate 23 15.3 

High 80 53.3 

Timeline 0 10 2.75 2.854 

Low 98 65.3 

Moderate 35 23.3 

High 17 11.3 
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Personal control 0 10 4.29 3.306 

Low 56 37.3 

Moderate 47 31.3 

High 47 31.3 

Treatment control 0 10 4.95 3.880 

Low 57 38.0 

Moderate 20 13.3 

High 73 48.7 

Identity 0 10 3.98 3.486 

Low 63 42.0 

Moderate 50 33.3 

High 37 24.7 

Concern 0 10 4.01 3.866 

Low 77 51.3 

Moderate 23 15.3 

High 50 33.3 

Comprehensibility 0 10 3.97 3.614 

Low 68 45.3 

Moderate 35 23.3 

High 47 31.3 

Emotions 0 10 4.61 3.587 

Low 58 38.7 

Moderate 36 24.0 

High 56 37.3 

Overall Illness Perception 0 80 34.32 21.50 

Low 74 49.3 

Moderate 36 24.0 

High 40 26.7 
Min.: Minimum; Max.: Maximum, M: sum of score, SD=Standard Deviation (Low= 0-

3.33; Moderate= 3.34-6.66; High= 6.67-10) 

Overall IPQ (<42 indicating low experienced threat, 42-49 indicating moderate 

experienced threat, and ≥50 indicating high experienced threat) 

 

According to The Brief Illness Perception Questionnaire (B-IPQ), the 

study reveals a range of perceptions among cancer patients regarding their 

illness. A significant portion of patients (53.3%) perceived their cancer as having 

substantial consequences. However, the majority (65.3%) viewed the timeline of 

their cancer as less threatening. A notable proportion (37.3%) felt they had 

limited personal control over their illness, while a substantial number (48.7%) 

believed that treatment options provided a low level of control. Additionally, 

many patients reported low levels of identification with their illness (42.0%), low 

concern (51.3%), low comprehensibility (45.3%), and low emotional impact 

(38.7%). Overall, nearly half (49.3%) of cancer patients expressed a low overall 

illness perception. These findings suggest that cancer patients' perceptions of 
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their illness vary widely and highlight the complexity of their emotional and 

cognitive responses to the disease.  

4-3. Quality of Life Among Patients with Cancer 

Table 4-3-1. Quality of Life in terms of General Health 

List General Health Items Responses No. % M.s Ass. 

1

  
How would you rate your quality of life? 

Poor 36 24.0 

1.89 Moderate Moderate 94 62.7 

Good 20 13.3 

2 
Are you satisfied with your health 

conditions ? 

Never 40 26.7 

1.93 Moderate Sometime 81 54.0 

Always 29 19.3 

Level of Assessment (Poor= 1-1.66; Moderate=1.67-2.33; Good=2.34-3) 

 

In terms of statistical mean, this table demonstrated that the cancerous 

patients expressed a moderate responses to QOL in terms of general health 

(M.s=1.67-2.33). 

 

Table 4-3-2. Quality of Life in terms of Physical Health 

List Physical Health Items Responses No. % M.s Ass. 

1

  

Does Physical pain preventing you from 

getting your work done? 

Always 28 14.1 

2.40 Good Sometime 62 31.3 

Never 108 54.5 

2 
Do you need any medical  treatment to 

function in your daily life? 

Always 17 8.6 

2.53 Good Sometime 60 30.3 

Never 121 61.1 

3 
Do any difficulties in movement affect 

your way of life? 

Always 42 21.2 

1.98 Moderate Sometime 117 59.1 

Never 39 19.7 

4 Do you have enough energy for daily life? 

Never 43 21.7 

2.00 Moderate Sometime 112 56.6 

Always 43 21.7 

5 Are you satisfied with your sleep? 

Never 31 15.7 

2.20 Moderate Sometime 97 49.0 

Always 70 35.4 

6 
Are you satisfied with your ability to 

perform your daily living activities? 

Never 35 17.7 

2.22 Moderate Sometime 85 42.9 

Always 78 39.4 

7 
Are you satisfied with your capacity for 

work 

Never 45 22.7 

2.02 Moderate Sometime 105 53.0 

Always 48 24.2 

Level of Assessment (Poor= 1-1.66; Moderate=1.67-2.33; Good=2.34-3) 
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In terms of statistical mean, this table demonstrated that the cancerous 

patients expressed a moderate responses to QOL in terms of physical health 

(M.s=1.67-2.33) at all studied items except, the items number (1 and 2) the 

responses were good (M.s≥2.34). 

 

Table 4-3-3. Quality of Life in terms of Psychological Health 

List Psychological Health Items Responses No. % M.s Ass. 

1

  
How much do you enjoy life? 

Never 73 48.7 

1.63 Poor Sometime 59 39.3 

Always 18 12.0 

2 Do you feel your life is meaningful? 

Never 88 58.7 

1.50 Poor Sometime 49 32.7 

Always 13 8.7 

3 
How well are you able to concentrate 

and memorize? 

Never 82 54.7 

1.53 Poor Sometime 57 38.0 

Always 11 7.3 

4 
Are you able to accept your body 

appearance? 

Never 82 54.7 

1.55 Poor Sometime 53 35.3 

Always 15 10.0 

5 Are you satisfied with yourself? 

Never 66 44.0 

1.61 Poor Sometime 76 50.7 

Always 8 5.3 

6 

How often do you have negative 

feelings such as blue  mood, despair, 

anxiety, or depression? 

Never 49 32.7 

1.81 Moderate Sometime 81 54.0 

Always 20 13.3 

Level of Assessment (Poor= 1-1.66; Moderate=1.67-2.33; Good=2.34-3) 

 

In terms of statistical mean, this table demonstrated that the cancerous 

patients expressed a poor responses to QOL in terms of psychological health 

(M.s≤1.66) at all studied items except, the items number (6) the responses were 

moderate (M.s=1.67-2.33). 
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Table 4-3-4. Quality of Life in terms of Environmental Health 

List Environmental Health Items Responses No. % M.s Ass. 

1

  
Your physical environment is  healthy? 

Never 77 51.3 

1.71 Moderate Sometime 39 26.0 

Always 34 22.7 

2 
Do you have enough money to meet your 

needs? 

Never 85 56.7 

1.57 Poor Sometime 44 29.3 

Always 21 14.0 

3 
How available to you is the information 

you need in your  day-to-day life? 

Never 71 47.3 

1.71 Moderate Sometime 51 34.0 

Always 28 18.7 

4 
Do you have the opportunity for leisure 

activities? 

Never 75 50.0 

1.65 Poor Sometime 52 34.7 

Always 23 15.3 

5 How safe do you feel in your daily life? 

Never 75 50.0 

1.53 Poor Sometime 70 46.7 

Always 5 3.3 

6 
Satisfied with the conditions of your living 

place? 

Never 105 70.0 

1.37 Poor Sometime 34 22.7 

Always 11 7.3 

7 
Satisfied with your access to health 

services? 

Never 72 48.0 

1.59 Poor Sometime 67 44.7 

Always 11 7.3 

8 Satisfied with your transport? 

Never 80 53.3 

1.57 Poor Sometime 54 36.0 

Always 16 10.7 

Level of Assessment (Poor= 1-1.66; Moderate=1.67-2.33; Good=2.34-3) 

 

In terms of statistical mean, this table demonstrated that the cancerous 

patients expressed a poor responses to QOL in terms of environmental health 

(M.s≤1.66) at all studied items except, the items number (1 and 3) the responses 

were moderate (M.s=1.67-2.33). 

Table 4-3-5. Quality of Life in terms of Social Relationship  

List Social Relationship Items Responses No. % M.s Ass. 

1

  
Satisfied with your relationships? 

Never 67 44.7 

1.69 Moderate Sometime 63 42.0 

Always 20 13.3 

2 
Satisfied with the support you receive from 

your family? 

Never 79 52.7 

1.68 Moderate Sometime 40 26.7 

Always 31 20.7 

3 
Satisfied with the support you get from 

your friends? 

Never 69 46.0 

1.60 Poor Sometime 72 48.0 

Always 9 6.0 

Level of Assessment (Poor= 1-1.66; Moderate=1.67-2.33; Good=2.34-3) 

 



Chapter Four: Results                                                                                       67 

 

This table demonstrated that the cancerous patients expressed a 

moderate and poor responses to QOL in terms of social relationship. 

 

Table 4-3.6. Quality of Life among Patients with Cancer by Overall Domains  

Scales Min. Max. M SD Score No. % 

QOL related to General 

Health (2Q) 
2 6 3.82 1.12 

Poor 51 34.0 

Moderate 66 44.0 

Good 33 22.0 

QOL related to Physical 

Health (7Q) 
7 20 15.35 2.50 

Poor 3 2.0 

Moderate 93 62.0 

Good 54 36.0 

QOL related to 

Psychological Health (6Q) 
6 18 9.63 3.34 

Poor 85 56.7 

Moderate 53 35.3 

Good 12 8.0 

QOL related to 

Environmental Health (8Q) 
8 22 12.7 4.57 

Poor 72 48.0 

Moderate 63 42.0 

Good 15 10.0 

QOL related to Social 

Relationship (3Q) 
3 9 4.97 1.89 

Poor 82 54.7 

Moderate 54 36.0 

Good 14 9.3 

Overall QOL (Q26) 33 67 47.3 8.82 

Poor 58 38.7 

Moderate 80 53.3 

Good 12 8.0 

Min.: Minimum; Max.: Maximum, M: Sum of score, SD=Standard Deviation for total score 
 

This table presents an overview of the Quality of Life Domains among 

patients with cancer, highlighting several key findings. In terms of general 

health, approximately 44% of participants reported a moderate level of quality of 

life, with average scores averaging at 3.82±1.12. When it came to physical 

health, 62% of participants fell within the moderate level category, recording 

average scores of 15.35±2.50. On the psychological health front, 56.7% of 

participants reported a poor level of quality of life, with an average score of 

9.63±3.34. Similarly, in the domain of environmental health, 48% of participants 

had a poor quality of life, indicated by average scores of 12.7±4.57. In the 

context of social relationships, 54.7% of participants were classified as having a 

poor quality of life, with an average score of 4.97±1.89. Overall, a majority of 
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cancer patients, approximately 53.3%, reported experiencing an average quality 

of life, with an average overall score of 47.3±8.82. 

 

Table 4-4:Relationship between illness perception and quality of life among 

patients with cancer 

Illness 

perception 
QOL 

Illness Perception 
Df    

p- 

value Low Moderate  High Total 

Consequences 

Poor 37 7 3 47 

4 52.635 .000 Moderate 1 18 4 23 

Good 20 55 5 80 

Timeline 

Poor 49 41 8 98 

4 16.854 .002 Moderate 5 27 3 35 

Good 4 12 1 17 

Personal control 

Poor 41 15 0 56 

4 63.188 .000 Moderate 14 32 1 47 

Good 3 33 11 47 

Treatment 

control 

Poor 39 16 2 57 

4 39.520 .000 Moderate 7 13 0 20 

Good 12 51 10 73 

Identity 

Poor 37 22 4 63 

4 21.129 .000 Moderate 9 35 6 50 

Good 12 23 2 37 

Concern 

Poor 39 31 7 77 

4 13.569 .009 Moderate 3 18 2 23 

Good 16 31 3 50 

Comprehensibility 

Poor 43 21 4 68 

4 33.294 .000 Moderate 9 23 3 35 

Good 6 36 5 47 

Emotions 

Poor 37 14 7 58 

4 37.396 .000 Moderate 4 28 4 36 

Good 17 38 1 56 

Overall IP 

Poor 39 30 5 74 

4 14.273 .006 Moderate 6 26 4 36 

Good 13 24 3 40 

"     Chi-square; P-value= Probability value" 

 

The research findings indicate a highly significant relationship 

between the quality of life among cancer patients and their perceptions of illness 

across various dimensions. These dimensions include consequences (p= .000), 

timeline (p= .002), personal control (p= .000), treatment control (p= .000), 

identity (p= .000), concern (p= .009), comprehensibility (p= .000), emotions (p= 
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.000), and overall illness perception (p= .006). 

 

4.5. Statistical Differences in Quality of Life with respect Patients Socio-

Demographic  and Clinical Variables 

Table 4-5-1. Quality of Life between Groups of Age 

QOL 

Ranks 
b
χ

2
 d.f Sig. 

Class N 
Mean 

Rank 

Age Groups 

<20 years 2 149.50 

77.887 5 .000 

20-29 years 7 127.50 

30-39 years 13 110.65 

40-49 years 38 102.64 

50-59 years 29 78.98 

60 and older 61 41.05 
b
= Kruskal Wallis Test; n= number,; sig.= significant level at 0.05. 

 
 

The Kruskal-Wallis analysis indicates highly significant variations in 

the quality of life among cancer patients, depending on their age groups (p= 

0.000). 

 

Table 4-5-2. Quality of Life between Groups of sex 

QOL Class  n 
Mean 

Rank 
cz _ Sig. 

Sex 
Male  24 76.79 

1481.000 .874 
Female 126 75.25 

c
= Mann-Whitney Test; n= number,; sig.= significant level at 0.05. 

 

The Mann-Whitney Test analysis showed that there were no 

statistically significant differences in quality of life between patients who are 

male and those who are female (p= 0.874). 
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Table 4-5-3. Quality of Life between Groups of Marital Status 

QOL 

Ranks 
b
χ

2
 d.f Sig. 

Class N 
Mean 

Rank 

Marital status 

Single 2 51.50 

65.087 3 .000 
Married 111 92.25 

Divorced 2 54.00 

Widowed 35 24.97 
b
= Kruskal Wallis Test; n= number,; sig.= significant level at 0.05. 

 

The Kruskal-Wallis analysis indicates highly significant differences 

in the quality of life among patients with cancer, depending on different marital 

status classes (p= 0.000). 

 
 

 

 

Table 4-5-4. Quality of Life between Groups of Educational Level 

QOL 

Ranks 
b
χ

2
 d.f Sig. 

Class N 
Mean 

Rank 

Education level 

Illiterate 23 67.63 

3.557 5 .615 

Read & write 19 66.21 

Elementary 54 74.36 

Middle school 33 83.82 

High school 5 89.00 

College 16 80.31 
b
= Kruskal Wallis Test; n= number,; sig.= significant level at 0.05. 

 
The findings showed that there were no statistically significant 

differences in quality of life between patients with cancer in relation to their 

educational level (p=.615). 
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Table 4-5-5. Quality of Life between Groups of Occupation 

QOL 

Ranks 
b
χ

2
 d.f Sig. 

Class N 
Mean 

Rank 

Occupation  

Employed 32 112.83 

72.394 3 .000 
Free-business 49 50.80 

Retired 27 113.07 

Unemployment 42 51.73 
b
= Kruskal Wallis Test; n= number,; sig.= significant level at 0.05. 

 

 

 

The analysis of Kruskal Wallis Test showed that there were 

statistically significant differences in quality of life between patients with cancer 

in relation to their occupation (p=.000). 

 

Table 4-5-6. Quality of Life between Groups of Monthly Income 

QOL 

Ranks 
b
χ

2
 d.f Sig. 

Class N 
Mean 

Rank 

Monthly income 

Enough 18 137.56 

46.500 2 .000 Enough to certain limit 80 73.63 

Not enough 52 56.90 
b
= Kruskal Wallis Test; n= number,; sig.= significant level at 0.05. 

 
 

 

 

The analysis of Kruskal Wallis Test showed that there were 

statistically significant differences in quality of life between patients with cancer 

in relation to their monthly income (p=.000). 

 

Table 4-5-7. Quality of Life between Groups of Residents 

QOL Class  n 
Mean 

Rank 
cz _ Sig. 

Residents  
Urban 90 78.44 

2435.500 .310 
Rural 60 71.09 

c
= Mann-Whitney Test; n= number,; sig.= significant level at 0.05. 

 

The Mann-Whitney Test analysis showed that there were no 
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statistically significant differences in quality of life between patients who are 

urban and those who are rural residents (p= .310). 

 

Table 4-5-8. Quality of Life between Groups of Type of Cancer 

QOL 

Ranks 
b
χ

2
 d.f Sig. 

Class N 
Mean 

Rank 

Type of Cancer 

Digestive system and 

liver                                 
29 78.81 

2.688 6 .847 

Kidney and urinary 

system          
9 68.94 

Breast                                                                  98 74.42 

Reproductive system  7 95.50 

Blood and lymphatic                            3 54.00 

Bone                                                                                                      2 77.25 

Skin                                                                                2 70.50 
b
= Kruskal Wallis Test; n= number,; sig.= significant level at 0.05. 

 

 

 
 

 

The findings showed that there were no statistically significant 

differences in quality of life between patients with respect to their types of 

cancer (p=.847). 

 

Table 4-5-9. Quality of Life between Groups of Cancer Duration 

QOL 

Ranks 
b
χ

2
 d.f Sig. 

Class N 
Mean 

Rank 

Duration of 
Cancer  

<1 year 18 115.03 

25.488 2 .000 1-3 years 111 74.91 

>3 years 21 44.76 
b
= Kruskal Wallis Test; n= number,; sig.= significant level at 0.05. 

 
 

 

 

The Kruskal Wallis Test showed that there were statistically 

significant differences in quality of life between patients with respect to their 

duration of cancer (p=.000). 
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Table 4-5-10. Quality of Life between Groups of Cancer Stages 

QOL 

Ranks 
b
χ

2
 d.f Sig. 

Class N 
Mean 

Rank 

Stage of cancer  

I 20 117.45 

89.522 3 .000 
II 45 90.97 

III 50 52.54 

IV 22 17.43 
b
= Kruskal Wallis Test; n= number,; sig.= significant level at 0.05. 

 
 

 

 

The Kruskal Wallis Test showed that there were statistically 

significant differences in quality of life between patients with respect to their 

duration of cancer (p=.000). 

 

Table 4-5-11. Quality of Life between Groups of Treatment Types 

QOL 

Ranks 
b
χ

2
 d.f Sig. 

Class N 
Mean 

Rank 

Treatment  

Chemotherapy 107 75.61 

.128 2 .938 Radiotherapy 5 81.70 

Both 38 74.38 
b
= Kruskal Wallis Test; n= number,; sig.= significant level at 0.05. 

 
 

 

 

The Kruskal Wallis Test showed that there were no statistically 

significant differences in quality of life between patients with respect to their 

treatment types (p=.938). 
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Table 4-5-11. Quality of Life between Groups of Comorbidities 

QOL 

Ranks 
b
χ

2
 d.f Sig. 

Class N 
Mean 

Rank 

Comorbidities 

No 61 100.77 

52.857 7 .000 

Diabetes                                           31 37.06 

Hypertension                                    25 70.92 

Heart diseases                                                                              5 60.40 

Kidney disease                                 10 74.80 

Liver disease                                    6 67.50 

GIT Diseases  7 93.29 

Asthma                                        5 29.60 
b
= Kruskal Wallis Test; n= number,; sig.= significant level at 0.05. 

 

 

 

The Kruskal Wallis showed that there were statistically significant 

differences in quality of life between patients with respect to their associated 

comorbidities (p=.000). 
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Chapter Five 

Discussion of the Study Results 

This chapter deals with discussion the results of the research in tables 

and these refer to the objectives of this report, which are as follows: 

5.1.Socio-Demographic and Clinical Characteristics of the Study 

Sample 

Findings show participants characteristics, the mean age is 51 

(SD=12.8). This findings come because most people get cancer at advanced ages. 

The age of studied sample in study of Kifle (2019) were above 55 years and 

those come concurrent with our findings. 

Among the results of the study, it was noted that most of the 

participants in the study were mostly women compared to male. These results 

come because most of the participants had breast cancer of the gender as women. 

The undergo chemotherapy patients were female more than male in study of 

Kolankiewicz et al. (2017). Also, most of participants that undergo 

chemotherapy in study of Legese (2021), were female due to the cancer patients 

who are female more than male. 

The results of the study confirmed that most of the participants are 

married, and these results come because most of them are of advanced ages, so 

they are considered in the post-marriage age. Marital status may play an 

important role in the quality of life of cancer patients in terms of social support. 

The married patients with cancer were the majority of study conducted in 

Netherlands as linked to the patient's age (Gerritsen & Vincent, 2016). 

It is clear that most of the participants in the current study were 

primary school graduates, and this level of education does not qualify them to 

obtain a government job, which leads to a decrease in economic referral, as 
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stated in our results. Those findings come consisting with Qian and Yuan (2012), 

who mentioned in their study that cancer patients were unemployment and make 

low monthly income. In identification cancer study, the patients were female 

gender, higher age groups, low level of education, married, unemployed and take 

care by their family  (Christiansen et al., 2020). In addition, all patients undergo 

chemotherapy were residences at urban areas in Egypt (Gibb, 2019).  

The demographic characteristics of our studied sample come alone 

with Indonesian cancerous patients who reviews the public hospitals. Findings 

demonstrated that most of patients who diagnosed with cancer who are female 

aged 40-45 years old primary educated and married without employment 

(Haryani et al., 2017). 

The most of cancer patients were female aged over 50 years old 

elementary educated and did not work due to moderately monthly income (Chin 

et al., 2021). As well as, our findings come consisting with findings conducted in 

Nepal among cancerous patients. It demonstrated that more than half of 

participants were female at mean age 52.31 informally educated and works as a 

housewife (Chalise et al., 2012). 

The findings from the study reveal some important information about 

the participants' clinical data. Firstly, it was observed that among the studied 

sample, the most common type of cancer was breast cancer, accounting for 

65.3% of the cases. This suggests that breast cancer was prevalent among the 

participants in the study. 

Additionally, a significant proportion of the participants were 

diagnosed with cancer relatively recently, between 1 to 3 years ago. This finding 

indicates that the study included individuals who were in the early stages of their 

cancer journey, potentially allowing for interventions and treatments to be 

administered at an earlier phase. 
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In terms of the stage of cancer, it was found that a majority of the 

participants (40%) were in stage II metastasis. This suggests that the cancer had 

spread beyond the initial site but had not yet reached advanced stages. 

Identifying the stage of cancer is crucial for determining appropriate treatment 

options and prognosis. 

Furthermore, the study revealed that chemotherapy was the most 

common type of treatment among the participants, with 71.3% of individuals 

undergoing this form of therapy. Chemotherapy is a widely used treatment 

method for various types of cancer, and its high prevalence in this study could 

indicate its effectiveness or the preference of healthcare providers in the given 

context. 

Lastly, approximately 40.7% of the participants did not have any 

associated comorbidities. This finding suggests that a significant portion of the 

studied sample had cancer as their primary health concern, without additional 

chronic or pre-existing conditions. This information could be valuable in 

assessing the impact of comorbidities on cancer management and treatment 

outcomes. 

Overall, these findings provide insights into the prevalence of breast 

cancer, the recency of cancer diagnoses, the stage of cancer, treatment patterns, 

and comorbidity profiles within the studied sample. Such information can 

contribute to a better understanding of the demographic and clinical 

characteristics of individuals affected by cancer and help guide future research, 

interventions, and healthcare strategies. 

5.2.Illness Perception among Cancer Patients  

The Brief Illness Perception Questionnaire (B-IPQ) provides valuable 

insights into the diverse range of perceptions held by cancer patients regarding 

their illness. These perceptions can have a profound impact on how individuals 
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cope with and manage their condition. In this discussion, the researcher will 

explore the key findings from the study and their implications. 

Consequences and Threat Perception: One of the noteworthy findings 

of the study is that a significant portion of cancer patients (53.3%) perceive their 

illness as having substantial consequences. This perception may encompass 

concerns about the impact of cancer on their overall health, quality of life, and 

future prospects. It underscores the importance of addressing patients' fears and 

uncertainties about the consequences of their illness, as these perceptions can 

influence their mental and emotional well-being. 

Timeline Perception: Interestingly, while many patients perceived the 

consequences of cancer as substantial, a majority (65.3%) viewed the timeline of 

their illness as less threatening. This may suggest that, despite recognizing the 

severity of the disease, patients often maintain hope for a positive outcome or 

believe that their cancer can be managed effectively. Healthcare providers can 

build on this aspect to support patients in maintaining a positive outlook and 

managing their illness over the long term. 

Personal Control and Treatment Perception: A substantial proportion 

of patients felt they had limited personal control (37.3%) over their illness, and 

even more (48.7%) believed that treatment options provided a low level of 

control. These perceptions can affect adherence to treatment plans and overall 

coping strategies. Healthcare professionals should aim to empower patients by 

providing clear information about their treatment options and involving them in 

decision-making processes, which can enhance their sense of control. 

Psychological and Emotional Aspects: The study also highlights 

various psychological and emotional aspects of illness perception. Many patients 

reported low levels of identification with their illness (42.0%), low concern 

(51.3%), low comprehensibility (45.3%), and low emotional impact (38.7%). 
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These findings indicate that some individuals may distance themselves 

emotionally from their diagnosis, while others may struggle to understand or 

come to terms with it. Healthcare providers should tailor their communication 

and support strategies to address these diverse emotional responses effectively. 

Overall Illness Perception: Nearly half (49.3%) of the cancer patients 

in the study expressed a low overall illness perception. This implies that a 

substantial proportion of individuals may need additional support and 

intervention to improve their understanding of their illness and its management. 

Patient education, counseling, and peer support programs can be valuable 

resources to address this gap. 

These findings from the B-IPQ study underscore the complexity of 

cancer patients' perceptions of their illness. These diverse perceptions can 

significantly influence their emotional and cognitive responses to the disease, 

which, in turn, can impact their overall well-being and treatment outcomes. 

Healthcare providers should recognize and address these varied perceptions 

through tailored communication, support, and intervention strategies to help 

patients navigate their cancer journey more effectively. Additionally, ongoing 

research in this area can provide further insights into improving the quality of 

care for cancer patients by addressing their unique illness perceptions. 

Understanding how patients with cancer make sense of their diagnosis 

and addressing these illness perceptions is a promising approach when 

supporting patients with psychosocial burden, and can thus be a way of 

improving the QoL of patients with cancer. Since the prevalence of low quality 

of life is higher in patients with advanced cancer than in colorectal cancer 

survivors, and even higher in comparison to the normative population (Mols et 

al., 2018), patients are in clear need of support. The findings emphasize the 

importance of raising awareness for patients’ illness perceptions (Gilligan et al., 
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2017; , especially since previous research found that healthcare providers’ 

understanding of the illness perceptions of their patients was relatively poor (Kus 

et al., 2017). 

Recent findings in cancer research have shed light on the correlation 

between the quality of life and the timeline of cancer. These studies have 

revealed a negative relationship between the two variables, indicating that as the 

timeline of cancer progresses, the quality of life tends to decline. 

When a person is diagnosed with cancer, their life undergoes 

significant changes and challenges. Initially, the shock and uncertainty 

surrounding the diagnosis can have a substantial impact on the individual's well-

being. However, as time passes and the cancer progresses, additional factors 

come into play. 

The physical symptoms and side effects of cancer treatment can be 

debilitating. Pain, fatigue, nausea, and loss of appetite are commonly 

experienced, leading to a decline in the overall quality of life. The treatment 

itself, such as chemotherapy or radiation therapy, can also have a profound 

impact on the patient's physical and emotional well-being. 

Furthermore, the progression of cancer often necessitates adjustments 

in daily life. As the disease advances, individuals may face limitations in their 

ability to perform routine activities, maintain social relationships, or engage in 

hobbies and interests. The need for frequent medical appointments, 

hospitalizations, and invasive procedures can further disrupt the patient's sense of 

normalcy and independence. 

Psychological factors also come into play as the timeline of cancer 

extends. The emotional burden of living with a life-threatening illness, coupled 

with the uncertainty of prognosis, can lead to anxiety, depression, and feelings of 

hopelessness. The fear of death or the loss of control over one's life can 
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significantly impact a person's mental well-being, further deteriorating their 

quality of life. 

It is important to note that while the correlation between the timeline 

of cancer and quality of life is generally negative, individual experiences may 

vary. Some individuals may find ways to adapt and cope effectively with the 

challenges posed by cancer, maintaining a relatively high quality of life despite 

the progression of the disease. 

These findings underscore the importance of a holistic approach to 

cancer care. Addressing the physical, emotional, and social aspects of a patient's 

well-being becomes crucial in enhancing their quality of life. Palliative care and 

supportive interventions aimed at managing symptoms, improving emotional 

well-being, and providing a support system can play a vital role in mitigating the 

negative impact of cancer progression on a person's quality of life. 

In summary, the research findings indicate that the quality of life is 

negatively correlated with the timeline of cancer. As the disease progresses, the 

physical, emotional, and social challenges associated with cancer can 

significantly impact an individual's well-being. Recognizing and addressing 

these challenges through comprehensive care can help improve the quality of life 

for individuals living with cancer. 

5.3.Quality of Life among Cancer Patients  

Cancer patients generally have a worse quality of life compared to the 

general population. We have observed that only (8%) had good QOL and the 

remaining were poor (38.7%) or moderate (53.3%) (table 4-3-6). This findings 

corroborated with a recently conducted study findings from India using the same 

QoL tool, confirmed that the quality of life among cancer patients were 

suboptimal due to patients experienced many symptoms that affected their QOL. 

There is a need to develop interventions for effective management of symptoms 
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that will empower the patients to have a greater sense of control over their illness 

and treatment and to improve the QOL (Nayak et al., 2017). 

The present study results show that the quality of life in terms of 

general health and physical health was within the average level. The quality of 

life in terms of psychological, environmental and social health was within the 

low level. With aligns findings from Germany (Hinz et al., 2018). Among such 

patients, psychosocial functioning was found to be the most impaired sub-

domain. Previous studies have emphasized the importance of social support for 

cancer patients, which has a great impact on QoL (Hofman et al., 2021; Juma 

Elywy et al., 2022). 

The present study findings are supported by findings from India, 

conducted a cohort study comprising 100 patients of advanced incurable head-

and-neck cancer who were offered palliative radiation and suffered from many 

symptoms such as pain, insomnia, loss of appetite, and fatigue, most of the 

aspects that are affected by the disease are psychological, social and 

environmental (Gandhi et al., 2014). 

Results of other research studies also show that there is a significant 

decrease in QOL in terms of psychosocial and environmental aspects due to 

common symptoms resulting from cancer (Shavi et al., 2015; Memtsa et al., 

2017). Patients with advanced breast cancer had lower psychosocial QOL due to 

altered body image (Knobf et al., 2014). Several authors have reported that side 

effects of treatment affect a patient's QOL depending on individual 

circumstances, type of cancer and its treatment (Sarfati et al., 2016; Shrestha et 

al., 2019). 

the findings indicate the significant need for recognition and 

management of QOL-related problems for cancer patients because they 

negatively affect different aspects of cancer survivorship (e.g., adherences to 
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cancer therapy) (Lam et al., 2019). For example, cognitive impairments affect 

patients’ cancer prognosis, comorbid conditions, or adherences to cancer 

treatments (Pendergrass et al., 2018); psychosocial problems can be barriers to 

patients’ engagement in cancer survivorship care and returning to usual activities 

in addition to disrupting their adherence to treatment (Brandenbarg et al., 2019); 

and patients with worse functional wellbeing often have more difficulties 

tolerating rigorous cancer treatments and have less favorable treatment outcomes 

(West & Jin, 2015). 

This study revealed that cancer patients suffer from decreased quality 

of life in terms of psychological, social and environmental aspects. Cancer 

management is a critical issue in cancer care. All health professionals must 

ensure that patients receive appropriate education and care at the right time. 

There is a need to develop measures for the effective management of symptoms 

and improvement of QOL. The main issues are the management of symptoms 

and the need to use strategies that will enable patients to gain a better sense of 

control over their disease and treatment. 

In general, the level of quality of life among cancer patients, whether it 

is poor or medium, is not considered optimal because of the different 

demographic and social characteristics. Factors associated with a good quality of 

life among cancer patients include sex, age, marital status, employment status, 

and income. More resources should be explored for single or low-income 

patients, and special attention should be given to patients who are unemployed, 

female, elderly, or undergoing radiotherapy that would improve their quality of 

life (Wu et al., 2017). 

In order to improve the quality of life of cancer patients, the results of 

this study highlight the importance of supporting cancer patients. After the 

diagnosis of a chronic disease such as cancer, patients and their families will bear 
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significant economic burdens and thus spur significant concerns about the costs 

of treatment and medical and care services. Accordingly, financial support may 

improve QoL by reducing the related financial anxieties of patients and their 

families (Lathan et al., 2016). 

5.4.Relationship between Illness Perception and Quality of Life  

The findings highlight a crucial relationship between the quality of life 

among cancer patients and their perceptions of illness across multiple 

dimensions. These dimensions encompass consequences, timeline, personal 

control, treatment control, identity, concern, comprehensibility, emotions, and 

overall illness perception. This discussion will delve into these findings, 

providing context and citing relevant research. 

Consequences (p= .000): The significant relationship between the 

quality of life and patients' perception of the consequences of their illness 

underscores the psychological impact of cancer. Studies such as Salsman et al. 

(2009), have shown that cancer patients who perceive the consequences of their 

illness as severe are more likely to experience a diminished quality of life. This 

can manifest in various ways, including emotional distress and physical 

discomfort. 

Timeline (p= .002): A statistically significant relationship between 

patients' perceptions of the timeline of their illness and their quality of life 

suggests that the perception of illness as a chronic condition can negatively affect 

well-being. A study by Leventhal et al. (2016), discusses how patients who 

perceive cancer as a long-term or chronic condition tend to experience higher 

levels of distress and lower quality of life compared to those with a more 

optimistic perception of the timeline. 

Personal control (p= .000) and Treatment control (p= .000): These 

dimensions highlight the importance of patients' beliefs in their ability to 
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influence the course of their illness and the effectiveness of treatment. Patients 

who feel they have personal control and believe in the efficacy of treatment tend 

to experience better quality of life. Research by Barberia et al. (2013), supports 

this idea, showing that a sense of control over one's illness positively impacts 

psychological well-being. 

Identity (p= .000): Patients' perception of how cancer affects their 

sense of self is a critical dimension. Those who feel that cancer negatively 

impacts their identity may struggle with self-esteem and overall quality of life. 

Research by Thoits (2003), discusses the concept of identity disruption in the 

context of chronic illness, emphasizing its psychological consequences. 

Concern (p= .009): The significance of concern in relation to quality of 

life suggests that the level of worry and anxiety about the illness can have a 

direct impact on well-being. Patients who are highly concerned about their 

cancer may experience more psychological distress. A study by Stanton et al. 

(2000), demonstrates the adverse effects of illness-related concern on quality of 

life. 

Comprehensibility (p= .000): This dimension relates to how well 

patients understand their illness. Patients who find their illness comprehensible 

may cope better and experience a higher quality of life. Research by Schwarzer 

et al. (2011), explores the importance of health-related information and 

understanding in the context of chronic illness. 

Emotions (p= .000): The emotional dimension highlights the strong 

connection between psychological well-being and cancer patients' emotional 

responses to their illness. Negative emotions such as anxiety and depression can 

significantly impact quality of life. Studies like Kashani et al. (2015), have 

extensively examined the emotional experiences of cancer patients and their 

influence on overall well-being. 
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Overall illness perception (p= .006): The overall perception of illness 

serves as a comprehensive indicator of how patients view their condition. A 

study by Broadbent et al. (2015), underscores the importance of considering the 

holistic perspective of illness perception when assessing its impact on quality of 

life. 

This research findings demonstrate that cancer patients' perceptions of 

their illness across various dimensions have a profound and statistically 

significant impact on their quality of life. Understanding these dimensions and 

their relationships can inform healthcare professionals in providing tailored 

support and interventions to improve the well-being of cancer patients. 

5.5.Factors Associated Quality of Life among Cancer Patients  

5.5.1.Patients Age 

It was noted among the results of the current study that there are 

differences in the quality of life according to the different age groups (table 4-5-

1). The differences were in favor of the younger age groups, on the contrary, 

with increasing age, the quality of life gradually decreased. Due to the advanced 

age and changes, aging added to disease and treatments has negative effects on 

quality of life. This findings come in the same line with the findings from Saudi 

Arabia, the quality of life decreases among cancer patients with increasing age 

for physiological reasons related to aging and chemotherapy (AlJaffar et al., 

2023). 

Numerous studies have explored the impact of age on the quality of 

life for patients with cancer, and the results consistently indicate differences 

among various age groups. These studies reveal a clear trend: younger patients 

tend to experience better quality of life compared to older patients, while the 

quality of life gradually decreases with increasing age (Sibeoni et al., 2018). 

One primary reason for the observed differences is the physiological 
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resilience and overall health of younger individuals. Younger patients often have 

a stronger immune system, higher physical fitness levels, and fewer 

comorbidities, which can contribute to a better quality of life during cancer 

treatment. Their bodies may tolerate the side effects of cancer therapies more 

effectively, leading to less severe symptoms and a reduced impact on daily 

functioning (Zhuang et al., 2018). 

Additionally, younger patients generally have greater social and 

financial resources, which can positively influence their quality of life. They may 

have a larger support network, including family, friends, and peers, who provide 

emotional support and assistance with practical matters. Financial stability and 

the ability to maintain employment can alleviate stress and improve overall well-

being (Charalambous & Kouta, 2016). 

Moreover, in a study conducted in Michigan, USA, reported that the 

that long-term survivors of cancer who were diagnosed at an older age (<65 

years) showed significantly worse QOL outcomes in all domain, while those who 

were diagnosed at a younger age (20–40) showed better quality of life and worse 

QOL in the social domain than other age groups (Cimprich & Ronis, 2011). 

On other hand,  younger age group felt more social inhibitions while 

undergoing treatment for carcinoma as compared to older age group. Younger 

patients were more concerned about their future too (Sharma & Purkayastha, 

2017). The development of role, emotional, and cognitive functioning over time 

of the oldest age group differed from the younger age groups, with a trend 

towards better outcomes in the younger group and worse outcomes in the oldest 

age group (Bantema-Joppe, 2015). 

Limitations on physical and social function, insomnia, fatigue, and 

psychiatric disorders such as depression and anxiety are among the issues faced 

by older people with chronic diseases such as cancer, which may lead them to 
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experience low QoL (Saraçli et al., 2015; Brunet et al., 2017). 

5.5.2.Patients Sex 

Though females had lesser mean QoL scores than males, the sex did 

not affect the overall QoL of patients in the study. Two other QoL studies in 

cancer patients have reported similar results (Cheng & Lee, 2011; Ramasubbu et 

al., 2020).  On the other hand, in two this studies, female patients had lower 

physical, social, psychological life qualities. 

Several studies have examined the quality of life (QoL) in patients 

with cancer and investigated whether there are any significant differences based 

on sex. The findings from these studies have consistently shown that there are no 

statistically significant differences in QoL between male and female cancer 

patients. One possible reason for this lack of difference could be the fact that 

cancer affects both men and women in similar ways. The physical and emotional 

challenges faced by patients, such as pain, fatigue, anxiety, and depression, can 

be experienced by individuals of any gender. Additionally, the impact of cancer 

treatment on QoL, including side effects and changes in daily activities, may not 

differ significantly based on sex. 

Moreover, the perception of QoL is subjective and can vary from 

person to person, regardless of sex. Factors such as individual coping 

mechanisms, social support, personal values, and psychological resilience can 

play a more significant role in determining one's QoL than gender itself. It is 

important to note that while statistically significant differences may not exist, 

there can still be variations in individual experiences and needs. Healthcare 

providers should consider the unique circumstances of each patient and provide 

personalized support and care to address their specific concerns and enhance 

their overall QoL. 
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5.5.3.Marital Status 

The findings showed that there were statistically significant differences 

in quality of life between patients with respect to their marital status (table 4-5-

3). The differences were in favor of married couples compared to single, 

divorced, or widowed ones. The quality of life among married couples was much 

better compared to other types of marital status, perhaps due to social support. 

Similar with findings from USA (Miller et al., 2010) and Israel (Pud, 2011), 

indicated that the married patients is significant quality of life.  

The quality of life, regardless of marital status, increases with the 

increase in social support and friends, so married people express more support 

than bachelors or those who have marital problems (Yildiz et al., 2016). 

Executive programs and decision makers should draw attention to cancer 

patients, especially those who are unmarried or have marital problems such as 

divorce and widowhood. 

Several studies have examined the impact of marital status on the 

quality of life (QoL) of cancer patients, and the results consistently indicate 

statistically significant differences. Marital status plays a significant role in 

shaping the emotional, social, and practical support available to individuals 

facing a cancer diagnosis. 

One common finding is that married cancer patients generally report 

higher levels of QoL compared to those who are single, divorced, or widowed. 

The presence of a spouse often provides emotional support, companionship, and 

a sense of security during a challenging time. Married individuals may also have 

better access to practical assistance, such as help with daily activities or 

navigating the healthcare system. As a result, they may experience reduced stress 

levels and a greater overall satisfaction with life. 

Conversely, unmarried individuals may encounter additional burdens 
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and challenges. They may experience feelings of isolation, limited social support 

networks, and a lack of assistance with their physical and emotional needs. These 

factors can contribute to lower QoL scores among unmarried cancer patients. 

It is worth noting that these findings are not meant to suggest that 

being married guarantees a higher QoL or that being unmarried implies a lower 

QoL. Each person's experience is unique, and individual circumstances can 

greatly influence QoL. Furthermore, it is important to consider that studies in this 

area have limitations, such as potential confounding variables or selection bias, 

which should be taken into account when interpreting the results. 

Nevertheless, the consistent evidence indicating statistically significant 

differences in QoL based on marital status underscores the importance of social 

support and companionship in the lives of cancer patients. Healthcare 

professionals and support networks should recognize the potential impact of 

marital status on a patient's well-being and tailor interventions accordingly. 

Providing additional support and resources to unmarried individuals may help 

mitigate the challenges they face and improve their overall QoL throughout the 

cancer journey. 

5.5.4.Educational Level 

Among the results of the study, it was not confirmed that the 

difference in educational levels makes a difference in the quality of life (table 4-

5-4), that is, the quality of life among cancer patients is affected regardless of the 

educational levels. We must take into account the quality of life of cancer 

patients, regardless of their educational levels. In agreement with findings  Lis et 

al. (2006) and Yildiz et al. (2013) reported the same results. 

Moreover, Knight et al. (2007), found that lower education levels in 

urinary cancer patients had worse physical, social and role functions and 

experienced more side-effects. Can et al. (2007), observed that university 



Chapter Five: Discussion                                                                                 92 

 

graduates had higher life levels than others. Güner et al. (2016), similarly 

reported that the quality of life worsened when the education level was low. 

In contrast, it is reported that the low educational levels may have a 

protective and positive effect on psychological health in patients, leading to 

better QoL and satisfaction at the end of life than experienced by patients with 

higher levels of education. Two factors seem to be involved in this situation: 

level of trust and awareness in the physician and timing of the illness evaluation 

(Bovero et al., 2016). Better educated patients are more likely to possess a decent 

job, earn a good income, and enjoy better social status. Furthermore, people with 

higher levels of education may be expected to have greater compliance with the 

disease and have better adherence with treatment plans (Muhammad et al., 

2016). 

The good news is that the World Health Organization has reported that 

improving family income has been responsible for 75% of the increase in life 

expectancy observed over the past 50 years. Although individuals in middle- and 

low-income countries with a lower educational level experience higher mortality 

rates from cancer, they possess better overall risk factor profiles. Nevertheless, 

these people receive significantly poorer healthcare. Policies for reducing the 

global health inequities must involve plans to overcome barriers to care, 

particularly for people with lower levels of education (Rosengren et al., 2019). 

Several studies have investigated the potential impact of education 

level on the quality of life among cancer patients. However, the results 

consistently indicate that there are no statistically significant differences in 

quality of life based on educational attainment. Moreover, quality of life is a 

complex construct that encompasses various factors beyond education, such as 

social support, psychological well-being, and overall health status. These factors 

might have a stronger influence on an individual's quality of life compared to 
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their educational background. 

It's worth noting that while education level may not directly impact 

quality of life, it can influence other factors indirectly associated with well-

being, such as access to information, health literacy, and socioeconomic status. 

These factors can influence treatment decisions, coping strategies, and overall 

healthcare experiences. 

5.5.5.Occupation 

It was observed that there were statistically significant differences in 

the quality of life according to the occupation of the patients (table 4-5-5), as the 

patients who practiced free-business or who did not work (unemployed) had the 

worst quality of life compared to those who were employed or retired. Perhaps 

this is due to the poor economic situation among those who engage in self-

employment and social isolation among those who do not work. This findings 

come in the same line with findings from Turkey, working women with breast 

cancer had better quality of life. The lower life levels of unemployed might be 

because of their distance from social life and their lesser social support. 

Government employee had better and general well-being than other professions 

(Üstündag & Zencirci, 2015). 

These results suggest that occupation plays a crucial role in 

determining an individual's quality of life. Patients who engage in free-business, 

which may involve self-employment or entrepreneurship, may face additional 

stressors and challenges that negatively impact their overall well-being. The 

demands and uncertainties associated with being self-employed or unemployed, 

such as financial instability and a lack of social support, can contribute to a lower 

quality of life. 

On the other hand, employed individuals and retirees exhibited higher 

quality of life scores. Being employed typically provides a sense of stability, 
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financial security, and social connections, all of which can positively influence 

well-being. Retirees, who have completed their working years and enjoy the 

benefits of retirement, often experience a more relaxed lifestyle and have more 

time for personal interests, hobbies, and social engagement. 

These findings highlight the importance of considering occupation as a 

significant factor when evaluating an individual's quality of life. They suggest 

that efforts should be made to support individuals engaged in free-business or 

those who are unemployed by addressing their unique needs and providing 

resources to improve their well-being. Additionally, promoting employment 

opportunities and retirement planning may contribute to enhancing the overall 

quality of life for individuals in these respective groups. 

5.5.6.Socioeconomic Status 

Cancer diagnosis alters the family functioning and imposes a financial 

strain on the family which might make the patient perceive a loss of family. 

Family members experience psychological stress which in turn causes problems 

in their job, including absence, a decrease in their productivity, threat of 

dismissal, and financial issues (Alexander et al., 2019). The results of the current 

study confirmed that there are differences in the quality of life depending on the 

monthly income (table 4-5-6), as the quality of life was low among those who 

had an insufficient monthly income. That is, monthly income in general can 

predict an improvement in the quality of life. Decision makers, cancer care 

providers and social welfare networks must draw attention to the economic 

situation among cancer patients. In agreement with the findings from Iran, 

reported that the positive and significant association between socioeconomic 

status and QoL among patients with cancer (Sadoughi et al., 2017). However, in 

a study of cancer survivors in San Diego, USA, no significant relationship was 

found between QoL and socioeconomic status (Medeiros et al., 2015). 
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In contrast, to the results of the current study, a study conducted in 

India confirmed that socio-economic status cannot lead to any statistical 

significance for improving the quality of life among cancer patients when it 

comes to treatment. This may be explained by the provision of free treatment to 

all patients in the study setting (Sharma & Purkayastha, 2017). In order to 

improve the quality of life among cancer patients, decision makers in the 

Ministry of Health must provide free treatment to such patients to reduce the 

economic burden. 

The study also highlighted potential mechanisms through which 

income influences quality of life. Higher income levels can enable patients to 

access better healthcare services, including advanced treatments, which may 

positively impact their physical health outcomes. Additionally, financial stability 

can alleviate stress related to medical expenses, housing, and other daily 

necessities, leading to improved emotional well-being and social support. 

These findings have important implications for healthcare providers, 

policymakers, and support organizations. Recognizing the impact of income 

disparities on the quality of life of cancer patients can help inform the 

development of targeted interventions and support systems. Efforts to provide 

financial assistance, improve access to affordable healthcare, and enhance social 

support networks can potentially help mitigate the disparities in quality of life 

outcomes among individuals with different income levels. 

In conclusion, recent research has highlighted the existence of 

statistically significant differences in the quality of life of cancer patients based 

on their monthly income. The findings underscore the importance of addressing 

socioeconomic factors to ensure equitable support and care for all individuals 

affected by cancer. 
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5.5.7.Metastasis Stage 

The findings showed that there were statistically significant differences 

in quality of life between patients with respect to their stages of cancer (table 4-

5-10). The advanced stage of cancer is inversely proportional to the quality of 

life. This is a logical result. Whenever the severity of the disease increases, the 

physical symptoms, fatigue and exhaustion increase, and the psychological 

aspects worsen, and thus all aspects of the quality of life are affected. These 

results are supported by a study conducted in India, indicating that advanced 

stages of the disease lead to wear on QOL in cancer patients (Sharma & 

Purkayastha, 2017). 

When cancer progresses to advanced stages, it often implies a more 

severe disease burden, increased symptoms, and greater physical and 

psychological challenges. These factors can have a profound impact on a 

patient's well-being and overall QoL. Physical symptoms such as pain, fatigue, 

and loss of appetite tend to be more pronounced in advanced stages, limiting a 

person's ability to engage in daily activities and reducing their overall enjoyment 

of life. 

Psychological and emotional factors also play a significant role. 

Patients with advanced cancer often experience heightened anxiety, depression, 

and uncertainty about the future. Coping with the physical symptoms, 

undergoing intensive treatments, and facing the possibility of disease progression 

or limited life expectancy can lead to a decline in mental health and overall QoL. 

Moreover, the treatment options for advanced-stage cancer are often 

more aggressive, involving stronger medications, surgeries, or invasive 

procedures. These interventions may further impact QoL by causing additional 

side effects, functional impairments, and disruptions to social and familial 

relationships. 
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It is important to note that the impact of cancer on QoL is not solely 

determined by the disease stage. Other factors such as the type of cancer, 

individual characteristics, social support, access to healthcare, and personal 

resilience can also influence a patient's QoL. However, research consistently 

demonstrates that as cancer progresses to advanced stages, there is a marked 

decline in overall QoL. 

Understanding the relationship between cancer stage and QoL can 

inform healthcare professionals in tailoring appropriate interventions to address 

the unique needs of patients at different stages of the disease. Supportive care 

measures, such as pain management, psychosocial support, palliative care, and 

end-of-life planning, can help mitigate the negative impact of advanced-stage 

cancer on a patient's QoL and enhance their well-being. 

In conclusion, the existing body of research provides compelling 

evidence that there are statistically significant differences in QoL among patients 

with respect to their stages of cancer. Advanced-stage cancer is consistently 

associated with a decrease in QoL due to a combination of physical, 

psychological, and social factors. Recognizing this inverse relationship is crucial 

for healthcare providers to implement appropriate supportive interventions and 

improve the overall well-being of patients facing advanced-stage cancer. 

5.5.8.Associated Comorbidities 

The findings showed that there were statistically significant differences 

in quality of life between patients with respect to their stages of cancer (table 4-

5-11). As the quality of life differs between those who have cancer only 

compared to those who have diseases associated with cancer. Cancer patients 

with asthma and diabetes mellitus recorded the lowest quality of life compared to 

other comorbidities. The research findings come in agreement with findings from 

Kenya, among 108 cancer patients, it was confirmed that comorbidities are a 
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factor that predicts the quality of life. There are significant differences between 

patients who have one disease such as cancer and patients who have more than 

one comorbidity (Kung’u et al., 2022). 

Moreover, there exists a significant association between comorbidities 

and QOL among Chinese cancerous patients, and participants with comorbidities 

generally reported lower QOL scores. Note that the comorbidities were based on 

the data of a study conducted in China, including high blood pressure, diabetes, 

heart and cardiovascular diseases, and diseases of the respiratory, digestive and 

musculoskeletal systems. The results showed that patients with some 

comorbidities such as heart, respiratory and musculoskeletal diseases had a lower 

QOL (Wang et al., 2016). 

With another decade. in a study conducted in Spain 2008 confirmed its 

results indicated that across most cancer types, cancer patients reported 

significantly more comorbid conditions and poorer physical and mental health 

compared with patients without cancer. Negative associations were most 

pronounced in those with two or more comorbidities and in those diagnosed with 

cancer within the past year (Smith et al., 2008). 

Cancer survivors with comorbidities have different clinical and health 

care needs than those without comorbidities. Furthermore, cancer survivors tend 

to have more than one disease. Remarkably, more than half of the cancer patients 

had a respiratory disease, which is the most common disease condition in the 

China sample (Wang et al., 2016). 

A high caloric intake and physical inactivity are suspected to be the 

associated factors of colorectal disease and known to often result in many other 

comorbidities, for example, diabetes mellitus, hypertension, dyslipidemia, 

coronary heart disease, gallbladder disease, arthritis, and constipation (Sharif et 

al., 2018). Previous studies have also clearly indicated that the comorbidities and 
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unhealthy lifestyle have negative influence on QOL among cancer survivors 

(Sammarco, 2010; Corbett et al., 2018). 

Therefore, in order to enhance the QOL of patients with cancer, more 

attention should be paid to their comorbidities, especially respiratory, 

gastrointestinal, endocrine and skeletal disorders. It is more important to 

implement a comprehensive management program for chronic diseases and 

address systemic problems rather than applying temporary and partial solutions. 

The study compared patients with cancer only to those who had 

comorbidities such as asthma and diabetes mellitus. Interestingly, the findings 

indicated that cancer patients with these specific comorbidities reported the 

lowest quality of life when compared to patients with other comorbidities. 

The implications of these findings are significant, as they highlight the 

potential challenges faced by individuals with cancer who also have asthma or 

diabetes mellitus. The presence of these comorbidities may contribute to 

additional physical and emotional burdens, which can impact the overall well-

being and quality of life of cancer patients. 

These results emphasize the importance of comprehensive healthcare 

management for individuals with cancer, especially those with specific 

comorbidities. By addressing and effectively managing these additional health 

conditions, healthcare providers can strive to improve the quality of life for 

patients, thereby enhancing their overall treatment experience and outcomes. 

Further research and intervention strategies may be necessary to better 

understand the underlying mechanisms and develop tailored approaches to 

support cancer patients with asthma and diabetes mellitus. By addressing the 

unique challenges associated with these comorbidities, healthcare professionals 

can work towards improving the quality of life for these individuals, ultimately 

enhancing their overall well-being during their cancer journey. 
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Chapter Six 

Conclusions and Recommendations 

6.1.Conclusion:  

In light of the results interpretations and its discussion, the study 

concludes that: 

1. The study utilizing The Brief Illness Perception Questionnaire (B-IPQ) 

reveals that cancer patients exhibit diverse perceptions of their illness. 

Highlight the complexity of emotional and cognitive responses among 

cancer patients, with almost half reporting a low overall illness 

perception. 

2. The majority of participants reported an average quality of life, there 

were notable variations across domains. Physical health fared better, 

with a higher percentage falling within the moderate level category, 

whereas psychological, environmental, and social aspects of quality of 

life showed higher proportions of poor ratings. 

3. Findings highlight a statistically significant relationship between cancer 

patients' perceptions of illness across multiple dimensions and their 

overall quality of life. These findings underscore the importance of 

addressing and improving patients' perceptions of their illness to 

enhance their well-being during cancer treatment and survivorship. 

4. Factors such as age play significantly influence the quality of life 

among cancer patients. Younger age groups tend to have better quality 

of life due to factors like physical resilience and social support. 

5. Marital status can impact quality of life, with married individuals often 

reporting higher satisfaction. Occupation and socioeconomic status 

have significant implications for quality of life, with unemployment 
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and lower income often associated with poorer well-being.  

6. Advanced cancer stages typically result in a lower quality of life due to 

increased physical and emotional challenges. Comorbidities, such as 

asthma and diabetes, can further reduce quality of life for cancer 

patients. 

6.2.Recommendations: 

In light of the conclusions reached by the study, the researcher 

recommends the following: 

1. Develop and implement support programs for cancer patients that take into 

account their diverse perceptions of illness, focusing on addressing 

emotional and cognitive responses. Consider offering counseling or 

psychotherapy services to help patients cope with their perspectives on 

their condition. 

2. Incorporate education about illness perception into cancer patient care. 

Healthcare providers should discuss and clarify patients' perceptions, 

addressing any misconceptions and helping them develop a more accurate 

understanding of their illness. This could be part of the patient's initial 

assessment and treatment planning. 

3. Recognize that age is a significant factor influencing the quality of life 

among cancer patients. Tailor support and rehabilitation programs to meet 

the unique needs of older patients, focusing on issues like managing 

comorbidities and enhancing social support networks. 

4. Develop initiatives to support cancer patients who are unemployed or have 

lower incomes. This could involve job training programs, financial 

counseling, or access to resources for housing and transportation to 

alleviate financial stressors that impact their quality of life. 
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Part I: Sample Information: 

First: demographic information:  

1-  Age                    :   year 

2-  Sex        :  male                        female    

3-  Marital Status : 

     Single                   Married                  Divorced                   Widowed  

4- Level of education : 

   Illiterate                                    Read and write                   Elementary                                                                                         

Middle school                               High school                    Institution  

    College graduate             Post graduate        

5- Occupation : 

    Employed                       Free-business                                  Retired   

    Unemployment 

6- Monthly income : 

    Enough             Enough to certain limit                         Not enough 

7- Residents : 

Urban                                 Rural        
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Second: Clinical Characteristics: 

1- Diagnosis (type of cancer):  

 Digestive system and liver                        Kidney and urinary system           

 Breast                                                      Reproductive system  

 Blood and lymphatic system                    Bone                                                                                                      

 Skin                                                        Respiratory System  

2- Duration of the Disease in Months: 

3- Stage of Disease :  

Stage one (І)                  Stage  two  (ІІ)                  Stage three (ІІІ) 

Stage four (IV) 

4- Type of Treatment : 

     Chemotherapy               Radiation therapy                     Both 

5- Do you Suffer from Chronic Diseases or Health Problems Besides Cancer 

    ( comorbidities ) ? 

     Yes                                                 

     No 

If yes: what is it? 

Diabetes                       Hypertension                 Heart Disease  

   Kidney disease             Liver disease                  Digestive system disease  

Asthma                        Rheumatoid                   Joint stiffness                                 

Epilepsy                       Fainting                                                        
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Part II: Patient's perceptions of  cancer: 

1. Consequences : " How much does your illness affect your life?  "  

0 

no affect at all 

1 2 3 4 5 6 7 8 9 10 

severely affects my life 

 

2. Timeline : "How long do you think your illness will continue?  "  

0 

a very short 

time 

1 2 3 4 5 6 7 8 9 10 

forever 

 

3. Personal control : "How much control do you feel you have over your 

illness?  "  

0 

absolutely no  

    control 

1 2 3 4 5 6 7 8 9 10 

extreme amount of 

control 

 

4. Treatment control :  " How much do you think your treatment can help your 

illness?  

0 

not at all 

1 2 3 4 5 6 7 8 9 10 

extremely helpful 

 

5. Identity :  " How much do you experience symptoms from your illness?  "  

0 

no symptoms 

at all 

1 2 3 4 5 6 7 8 9 10 

Many severe 

symptoms 
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6. Concern : "How concerned are you about your illness?  "  

0 

not at all 

concerned 

1 2 3 4 5 6 7 8 9 10 

extremely 

concerned 

 

7. Comprehensibility :  "  How well do you feel you understand your illness?  "  

0 

don’t 

understand at 

all 

1 2 3 4 5 6 7 8 9 10 

understand very 

clearly 

 

8. Emotions :   " How much does your illness affect you emotionally? (e.g. does 

it make you angry, scared, upset or depressed?)  "   

0 

not at all 

affected 

emotionally 

1 2 3 4 5 6 7 8 9 10 

extremely affected 

emotionally 

 

Part III: Quality of life for cancer patient : 

General health domain:6 items 

Good Neither Poor   

   
How would you rate your quality 

of life? 
1 

Always Sometime never  

   
Are you satisfied with your health 

conditions ? 
2 
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Physical health domain:7 items 

Always Sometime Never   

   
Does Physical pain preventing you 

from getting your work done? 
1 

   

Do you need any medical  

treatment to function in your  

daily life? 

2 

   
Do any difficulties in movement 

affect your way of life? 
3 

   
Do you have enough energy for 

daily life? 
4 

   Are you satisfied with your sleep? 5 

   

Are you satisfied with your ability 

to perform your daily living  

activities? 

6 

   
Are you satisfied with your 

capacity for work 
7 

Psychological health domain:6 item 

Always Sometime Never   

   How much do you enjoy life? 1 

   
Do you feel your life is 

meaningful? 
2 

   
How well are you able to  

concentrate and memorize? 
3 

   
Are you able to accept your  

body appearance? 
4 

   Are you satisfied with yourself? 5 
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How often do you have  

negative feelings such as blue  

mood, despair, anxiety, or  

depression? 

6 

Environmental health domain:8 

Always Sometime Never   

   
Your physical environment is  

Healthy? 
1 

   
Do you have enough money to 

meet your needs? 
2 

   

How available to you is the  

information you need in your  

day-to-day life? 

3 

   
Do you have the opportunity for 

leisure activities? 
4 

   
How safe do you feel in your  

daily life? 
5 

   
Satisfied with the conditions of  

your living place? 
6 

   
Satisfied with your access to  

health services? 
7 

   Satisfied with your transport? 8 

Social relationship domain :3 

Always Sometime Never   

   
satisfied with your  

relationships? 
1 

   satisfied with the support you  2 
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receive from your family? 

   
satisfied with the support you  

get from your friends? 
3 
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 ٖعض٠ضٞ  اٌّش٠ط/  

إْ اٌّعٍِٛبد اٌتٟ ً٘ تٛافك عٍٝ اجشاء ِمبثٍخ ٌغشض اٌجحث اٌعٍّٟ عٍّبً 

. ٌزا تصذس عٕه عتىْٛ فٟ غب٠خ اٌغش٠خ ٌٚٓ تغتخذَ إلَّ ٌغشض اٌجحث اٌعٍّٟ فمػ

 ٠ّىٕه الإدلَّء ثشأ٠ه ثىً جذ٠خ ِٚصذال١خ

غ١ش ِٛافك                     ِٛافك       

 ٌجضء الَّٚي: ِعٍِٛبد اٌع١ٕخ:ا

 اٚلَّ: اٌّعٍِٛبد اٌذ٠ّٛغشاف١خ:

 عٕخاٌعّش :              .1

 أٔثٝ        روش                                      اٌجٕظ: .2

         ِزضٚج                     ِطٍك             أػضة                           اٌحبٌخ اٌضٚج١خ : .3

 اسًِ                                   

                                                            اثزذائ٠ٟىزت               ٠مشا ٚ                        ُغ١ش ِزؼٍ        اٌّغتٜٛ اٌتع١ٍّٟ: .4

 ِؼٙذ                       و١ٍخ            ثبٔٛٞ         

 دساعبد ػ١ٍب                   

                     إػّبي حشح                    حىِٟٛ  ِٛظف                       إٌّٙخ: .5

                       ػبغً ػٓ اٌؼًّ                         ِزمبػذ                                

  ٟغ١ش وبف                    ٠ىفٟ اٌٝ حذ ِب                       وبفٟ         :اٌذخً اٌشٙشٞ  .6

 ِذ٠ٕخ                    س٠ف      :  الَّلبِخ ) اٌغىٓ ( .7
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 ثب١ٔب: اٌّعٍِٛبد اٌغش٠ش٠خ:

 : (  ٔٛع اٌغشغبْ )اٌتشخ١ص -1

 ٟاٌىٍٝ ٚاٌجٙبص اٌجٌٛ                                     اٌجٙبص اٌٙعّٟ ٚاٌىجذ

 اٌجٙبص اٌزٕبعٍٟ                                                          اٌثذٞ 

 اٌؼظبَ                                     ٌجٙبص اٌٍّفبٚٞاٌذَ ٚا 

                              ٟاٌجٙبص اٌزٕفغ                                                        اٌجٍذ 

  :ِذح اٌّشض ثبٌشٙٛس -2

 ِشحٍخ اٌّشض -3

 (  ІІІ) خاٌثبٌث اٌّشحٍخ             ( ІІاٌّشحٍخ اٌثب١ٔخ )           (    Іاٌّشحٍخ الاٌٚٝ )                     

             (IVاٌّشحٍخ اٌشاثؼخ )                       

 ٔٛع اٌّعبٌجخ :         -4

ػلاج اشؼبػٟ                         ولاّ٘ب              ١بٚٞ                  ػلاج و١ّ

  

 :) اِشاض ِصبحجخ (  اٌٝ جبٔت اٌغشغبْ صح١خ ِضِٕخ ً٘ تعبٟٔ ِٓ اِشاض اٚ ِشبوً  -5

 ولا

    ٔؼُ

   ؟فٟ حبٌخ ٔعُ : ِبٟ٘

 اٌمٍتاِشاض                               ظغػ                                عىش

 ٙبص اٌٙعّٟاِشاض اٌج                اِشاض اٌىجذ                  اِشاض اٌىٍٝ                      

 رصٍت اٌّفبصً ث٠ٛخ                      اٌش الاِشاض                            سثٛ

 ء      اغّب                                صشع 
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                 اٌجضء اٌثبٟٔ: ادسان اٌّش٠ط ٌّشض اٌغشغبْ 

 "ح١بته؟ عٍٝ اٌٝ أٞ حذ ٠ؤثش ِشظه: "اٌعٛالت .1

 

0 

 ػ١ٍٙب اثذا٠ؤثش  لا
1 2 3 4 5 6 7 8 9 

10 

 ثشذح ب٠ؤثش ػ١ٍٙ

 

 "وُ تظٓ أْ ِشظه ع١ذَٚ ؟ : "اٌضِٕٟ اٌجذٚي .2

 

0 

 جذاً ٌّذح ل١ٍٍخ
1 2 3 4 5 6 7 8 9 

10 

 الأثذ إٌٝ

 

 "ِشظه ؟ و١ف تم١ُّ ع١طشته عٍٝ: "اٌشخصٟ اٌتحىُ .3

0 

لا ع١طشح ػٍٝ 

 الاغلاق

1 2 3 4 5 6 7 8 9 
10 

 ع١طشح ٘بئٍخ 

 

 "وُ تظٓ اْ علاجه ٠ّىٓ أْ ٠غبعذن ؟: "اٌعلاج فٟ اٌتحىُ .4

0 

لا ٠غبػذٟٔ ػٍٝ 

 الاغلاق

1 2 3 4 5 6 7 8 9 
10 

 ِف١ذ اٌٝ الصٝ دسجخ 

 

 "اٌٝ أٞ دسجخ تشعش ثأعشاض ِشظه ؟: "اٌتشخ١ص .5

0 

 لا أػشاض ػٍٝ

 الإغلاق

1 2 3 4 5 6 7 8 9 
10 

 أػشاض حبدح جذا

 

 "؟اٌٝ اٞ حذ ٠غجت ٌه ِشظه اٌمٍك : "ِخبٚف .6

0 

 الإغلاق لا لٍك ػٍٝ
1 2 3 4 5 6 7 8 9 

10 

 ٘بئً لٍك
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 ؟"و١ف تم١ُّ فّٙه ٌّشظه الَّعت١عبة: " .7

0 

 الإغلاق ػٍٝ أفُٙ لا
1 2 3 4 5 6 7 8 9 

10 

 شذ٠ذ ثٛظٛح افّٙٗ

 

، ٠خضٔه، ٠خ١فه اٚ ه) ِثلا ٠ث١ش غعج ؟وُ ٠ؤثش ع١ٍه ِشظه عٍٝ اٌصع١ذ اٌعبغفٟ اٌّشبعش: " .8

 "٠غجت ٌه الَّحجبغ ...(؟

0 

 الإغلاق لا ارأثش ػٍٝ
1 2 3 4 5 6 7 8 9 

10 

 ارأثش ثذسجخ ٘بئٍخ

 

 اٌغشغبْ اٌجضء اٌثبٌث: جٛدح ح١بح ِشظٝ    

 ِجبي اٌصحخ اٌعبِخ

 ج١ذح ثأط لَّ ع١ئخ  

    ح١بره؟( جٛدح) و١ف رم١ُ ِغزٜٛ 1

 بدائّ باح١بٔ اثذا  

    ػٓ ظشٚفه اٌصح١خ؟ً٘ أذ ساض  2

 ِجبي اٌصحخ اٌجذ١ٔخ

 بدائّ باح١بٔ اثذا  

    ٌُ اٌجغذٞ ٠ّٕؼه ِٓ إٔجبص ػٍّه؟ً٘ الأ 1

    جبد اٌطج١خ ٌٍم١بَ ثأٔشطزه ا١ِٛ١ٌخ اٌشٚر١ٕ١خ؟لاٌٍؼ ً٘ رحزبج  2

    ً٘ رؤثش صؼٛثخ اٌحشوخ ػٍٝ ح١بره؟ 3

    ً٘ ٌذ٠ه غبلخ وبف١خ ٌٍح١بح ا١ِٛ١ٌخ؟ 4

    اض ػٓ ِٔٛه؟ً٘ أذ س 5

    ػٍٝ أداء أٔشطخ ح١بره ا١ِٛ١ٌخ؟ساض ػٓ لذسره ً٘ أذ  6

    ساض ػٓ لذسره ػٍٝ اٌؼًًّ٘ أذ  7

 ِجبي اٌصحخ إٌفغ١خ

 دائّب اح١بٔب اثذا  

    ِذٜ اعزّزبػه ثبٌح١بح ِب 1

    رشؼش أْ ح١بره راد ِؼٕٝ؟ 2
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    ِب ِذٜ جٛدح لذسره ػٍٝ اٌزشو١ض ٚاٌزاوشح؟ 3

    اض ػٓ ِظٙشن اٌخبسجٟ؟س  4

    اض ػٓ ٔفغه؟ً٘ أذ س 5

6 
اٌٝ ِشبػش عٍج١خ ِثً اٌّضاج اٌّزمٍت ٚ ا١ٌأط ٚ اٌمٍك أٚ  ً٘ رزؼشض

 ؟الاوزئبة
   

 ِجبي اٌج١ئخ اٌصح١خ

 بدائّ ٔبباح١ اثذا   

    اٌج١ئخ اٌزٟ رح١ػ ثه صح١خ؟ 1

    ً٘ ٌذ٠ه ِب ٠ىفٟ ِٓ اٌّبي ٌزٍج١خ احز١بجبره؟ 2

    ١بره ا١ِٛ١ٌخ؟ً٘ رزٛفش اٌّؼٍِٛبد اٌزٟ رحزبجٙب فٟ ح 3

    اٌزشف١ٙ١خ؟ الأٔشطخً٘ رزبح ٌه اٌفشصخ ٌّّبسعخ  4

    فٟ ح١بره ا١ِٛ١ٌخ؟ ثبلأِبْ ً٘ رشؼش 5

    غىٕه؟ً٘ ٌذ٠ه لٕبػخ ثّ 6

    ساض ػٓ حصٌٛه ػٍٝ اٌخذِبد اٌصح١خ؟ 7

    ساض ػٓ رٛفش ٚعبئً إٌمً اٌؼبِخ 8

 الَّجتّبع١خلبد لاِجبي اٌع

 ّبدائ اح١بٔب اثذا  

    ؟ا٢خش٠ٓاٌشخص١خ ِغ  ػلالبرهساض ػٓ ً٘ أذ  1

    زٍمبٖ ِٓ اعشرهرساض ػٓ اٌؼْٛ اٌزٞ ً٘ أذ  2

    ساض ػٓ اٌذػُ اٌزٞ رحصً ػ١ٍٗ ِٓ أصذلبئه؟ً٘ أذ  3
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 لبئّخ ثأعّبء اٌخجشاء:

 
 
 
 
 

 عٕٛاد

 اٌخجشح
بصالاخزص اٌٍمت اٌؼٍّٟ ِىبْ اٌؼًّ  

 اعُ اٌخج١ش

 
 د

39 
/ و١ٍخ اٌىٛفخجبِعخ 

 اٌتّش٠ط
 اعتبر

صحخ تّش٠ط 

 اٌجبٌغ١ٓ

ساجحخ عجذ اٌحغٓ د.     

 حّضح
1 

34 
/ و١ٍخ غذادجبِعخ ث

 اٌتّش٠ط
 اعتبر

تّش٠ط صحخ 

 اٌجبٌغ١ٓ 
صجبح عجبط احّذد.    2 

34 
/ و١ٍخ ثبثً جبِعخ

 اٌتّش٠ط
 اعتبر

صحخ تّش٠ط 

 اٌجبٌغ١ٓ
عحش ادُ٘ عٍٟد.    3 

20 
/ و١ٍخ غذادجبِعخ ث

 اٌتّش٠ط
  اعتبر

 تّش٠ط صحخ

 اٌجبٌغ١ٓ
 4 د. خبٌذٖ محمد خعش

28 
جبِعخ وشثلاء/ و١ٍخ 

 اٌتّش٠ط
  ِغبعذ   اعتبر

 تّش٠ط صحخ

 اٌجبٌغ١ٓ
 5 د. فبغّخ ِىٟ ِحّٛد

20 
جبِعخ وشثلاء/ و١ٍخ 

 اٌتّش٠ط
 اعتبر ِغبعذ

تّش٠ط اٌصحخ 

 إٌفغ١خ ٚاٌعم١ٍخ
 6 د. صبفٟ داخً ٔٛاَ

20 
/ و١ٍخ وشثلاءبِعخ ج

 اٌتّش٠ط
ِغبعذ اعتبر  

 تّش٠ط صحخ

 اٌجبٌغ١ٓ
حغٓ عجذ الله عزثٟ د.   7 

16 
/ و١ٍخ اٌع١ّذجبِعخ 

 اٌتّش٠ط
ِغبعذ اعتبر  

تّش٠ط اٌصحخ 

 إٌفغ١خ ٚاٌعم١ٍخ
ظ١بء وش٠ُ عجذ عٍٟد.   8 

15 
/و١ٍخ  اٌىٛفخ جبِعخ 

ٌتّش٠طا  
ِغبعذ اعتبر  

 تّش٠ط صحخ

 اٌجبٌغ١ٓ
ُمحمد عجذ اٌىش٠د .  9 

14 
/و١ٍخ  اٌىٛفخ جبِعخ 

ٌتّش٠طا  
ِغبعذ اعتبر  

تّش٠ط اٌصحخ 

 إٌفغ١خ ٚاٌعم١ٍخ
ح١ذس حّضٖ عٍٟ د.   10 

14 
/ و١ٍخ  اٌىٛفخجبِعخ 

 اٌتّش٠ط
 اعتبر ِغبعذ

 تّش٠ط صحخ

 اٌجبٌغ١ٓ
 11  جٙبد جٛاد وبظُ د.

10 
جبِعخ ثبثً / و١ٍخ 

 اٌتّش٠ط
 ِذسط

تّش٠ط اٌصحخ 

 إٌفغ١خ ٚاٌعم١ٍخ
ّذ وبظُ د. عٍٟ اح  12 
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. السرطان مرضى بعلاج والتنبؤ لتمٌٌمل مهمًا ممٌاسًا الحٌاة جودة تعد:  الخلفية 

 أثناء الحٌاة نوعٌة لسوء متزاٌد خطر لسرطانالذٌن ٌعانون من ا المرضى ٌتعرض

 الحٌاة جودةب علالتهو المرض ادران تمٌٌم إلى تهدف الدراسة هذه. السرطان علاج

 .السرطان مرضى لدى

تشرٌن  9 من الفترة خلال الحلة مدٌنة فً أجرٌت وصفٌة ارتباطٌة : دراسةالمنهجية

 مرٌضًا 052 من الدراسة عٌنة تتكون. 2222 حزٌران 4 إلى 2222 الثانً 

 لبل من الاستبٌان صدق من التحمك تم. الاحتمالً الغٌر العٌنات أخذ لنهج وفماً اختٌروا

 خلال من البٌانات جمعت. تجرٌبٌة دراسة خلال من موثولٌتها من التحمك وتم راءالخب

 .والاستنتاجً الوصفً الإحصائً التحلٌل تطبٌك خلال من وحللت الممابلات

 50 عمرهم متوسط ٌبلغ الذٌن المشاركٌن بٌن لمحة عن الدراسة نتائج : تكشفالنتائج

 دراستهم% 26 وأكمل ،%(74) توالمتزوجا ،%(84) الإناث من معظمهم عامًا،

 شهري دخل من ٌعانون ما وغالباً الخاص، لحسابهم ٌعملون% 22.7و الابتدائٌة،

 الدراسة فً المشاركٌن من٪( 52.2) النصف من أكثر أن بالذكر الجدٌر ومن. محدود

 تختلف هذه الحٌاة نوعٌة أن وجد ولد. متوسطة حٌاة بنوعٌة ٌتمتعون بأنهم أفادوا

 العمر ذلن فً بما والسرٌرٌة، الدٌموغرافٌة العوامل من العدٌد على بناءً  كبٌر بشكل

(p=0.000)، الاجتماعٌة والحالة (p=0.000)، والمهنة (p=0.000)، والدخل 

 السرطان ومرحلة ،(p=0.000) السرطان ومدة ،(p=0.000) الشهري



   ة

(p=0.000)، مصاحبة أمراض ووجود (p=0.000 .)تكشف ذلن، على علاوة 

بالعوالب    ٌتعلك فٌما المرض وإدران الحٌاة نوعٌة بٌن علالة وجود عن لدراسةا

(p= .000) ,الزمنً الجدولو (p= .002) ًوالتحكم الشخص ،(p= .000) ،

 =p)، والمخاوف (p= .000)، والتشخٌص (p= .000)والتحكم فً العلاج 

 . (p= .000)، والمشاعر (p= .000)، والاستٌعاب (009.

 متوسطة عام بشكل السرطان لمرضى الحٌاة جودة : كانتجات والتوصياتالاستنتا

 والمهنة الاجتماعٌة والحالة العمر ذلن فً بما الدٌموغرافٌة بالعوامل الغالب فً وتتأثر

 ومراحل فترة مثل للسرطان السرٌرٌة الجوانب إلى بالإضافة الشهري والدخل

 ضمان على الضوء تسلط  ٌجب ان الاجتماعٌة والمنظمات الوزارات. المرض

 تملٌل أجل من مطالبهم لتلبٌة الكافٌة المالٌة الموارد على السرطان مرضى حصول

 .حٌاتهم جودة على تؤثر التً الفردٌة للمتغٌرات السلبٌة الآثار

 

                                                                               



 

 قجّٙٛس٠خ اٌعشا

   اٌعٍّٟ ٚاٌجحثسح اٌتع١ٍُ اٌعبٌٟ ٚصا

 جبِعخ ثبثً

 اٌتّش٠ط و١ٍخ

 
 
 

    

 ادسان اٌّشض ٚعلالتٗ ثجٛدح اٌح١بح ٌذٜ ِشظٝ اٌغشغبْ  

 
 

  ِمذِخسعبٌخ 

 

 جبِؼخ ثبثً اٌٝ ِجٍظ و١ٍخ اٌزّش٠ط /

 ٟٚ٘ جضء ِٓ ِزطٍجبد ١ًٔ دسجخ اٌّبجغز١ش ػٍَٛ فٟ اٌزّش٠ط

 

 رمذِذ ثٙب

 

 عجٝ محمد ٘بشُ 

 

 ثئششاف

 

شزٜ ععذٞ محمدد. أ.   

 

 

َ  2023حض٠شاْ                                        ٘ـ     1445رٚ اٌمؼذح         


