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                                                         Abstract  

 Background Malnutrition was a severe and widespread concern 

among cancer patients. It had a detrimental impact on their prognosis and 

quality of life. According to studies, 15 % to 40% of cancer patients lost 

weight while undergoing therapy. In individuals with advanced cancer, this 

proportion could rise to as high as 85 percent. As a result, early treatment and 

health education on dietary supplement and behaviors might help patients 

achieve better outcomes and avoid complication issues. 

Objectives this study were evaluate the effectiveness of the nurse's 

knowledge toward nutritional program needed for patients with cancer at 

oncology center in Al-diwaniyah. governorate. and to find out the association 

between certain demographical variables and participation of intervention 

sessions on the oncology nurses' knowledge. 

Methodology A quasi experimental study design was conducted at Al-

Diwaniyah Specialized Oncology Center, from 17th March 2021 to 15th May 

2022. The researcher prepared the program and instrument. A selected non-

probability purposive sample had been consisted of (60) oncologic nurses 

divided into two groups, which were enrolled through using non-probability 

purposive sampling approach. One group was exposed to the intervention 

program (study group) and the other group did not exposed to the applied 

educational program (control group), the two groups were assessed three 

times (pre-test) prior to the application of the predetermined program and 

(post-test 1&2) after conducting this program. 

 Results revealed that nurses from both groups in pre-test had poor 

knowledge (70% for study and 80%for control groups respectively). after 

application the program the (post-tests) revealed a highly statistical significant 

improvement (p< 0.001) in knowledge score (Mean ± S D= 2.37±0.451) 
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comparing to the pretest score (Mean ± SD=1.58±0.402) due to the 

effectiveness of educational programs. 

Conclusion the study concluded that the education program was effective in 

enhancing knowledge on nutrition for oncologic patient. which can be 

reflected positively on the progress of treatment for patients. 

Recommendation a need to establish nutritionist nursing specialty in our 

country similar to other developed countries to improve our community health 

and initiating one year post graduate nursing diploma study for academic 

nurses in our nursing colleges to strengthen and raising the nursing level of 

awareness in this field.  
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Chapter one 

1.1. Introduction: 

Cancer is a serious health issue in Iraq, where it is the second 

largest causes of death, according to Ministry of Health data from 2016. 

Cancer is among the primary causes of mortality and morbidity, in 2018, 9.6 

million people died, or one per six deaths. Lung, colorectal, stomach, prostate, 

and cancer of liver affect males, whereas breast, colorectal, cervical, lung, and 

thyroid cancer affect women (Jassim & Muhebes, 2021). 

Cancer is a broad category of diseases that can start in almost any 

organ or portion of the human and spread throughout the body when stray 

aberrant cells multiply uncontrollably, invade neighboring body regions, 

and/or migrate to other organs. The latter is referred to as metastasizing, and it 

is a major cause of cancer-related death. Cancer is also known as a malignant 

tumor or a neoplasm  (Awad & Mohammed, 2016).  

Tumors are categorized into two types: malignant and benign 

tumors, based on their behavior and histogenesis. Benign tumors (non-

invasive and confined tumors) Slow pace of development, histological 

likeness to parent tissue, differentiated tissue that does not penetrate or 

disseminate to other places). Malignant tumors (tumors that are invasive and 

hence able to spread either direct or by metastasis) are cancerous tumors. 

Variable histological similarity to the parent tissue, High annual growth rate 

atypical nuclear alterations are more common in malignant neoplastic cells, 

darker staining hyperchromasia and more variability in nuclear size, 

enlargement of the nucleus, shape and chromatin clumping pleomorphism 

(Ramesh et al.,2013). 
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Cancer kills over 70% of people in low- and middle-income 

nations. The five most prevalent behavioral and dietary hazards include a high 

BMI, a low fruits and vegetable consumption, a lack of physical activity, the 

use of cigarettes, and the use of alcohol, which account for around a third of 

cancer deaths. Through avoiding risk factors and applying existing evidence-

based preventative techniques, 30-50 % of malignancies may now be avoided 

(Ministry of Health of Iraqi, 2020). 

Figure (1.1): Most common causes of cancer.(Blackadar, 2016) 

Non communicable disease (NCDs) are by far the main cause of 

mortality worldwide, accounting for 71 percent of all fatalities in 2016 

(WHO, 2018), with cancer accounting for 4.5 million (29.7%) of the 15.2 

million deaths annually. Cancer is the primary or 2nd major cause of death in 

134 of the world's 183 nations. In 2018, an anticipated 18.1 million additional 

cancer diagnoses were made, with 9.6 million cancer deaths. (Fig. 1.2). 

Cancer is already the cause of one out of every six deaths worldwide. Because 

of rising average lifespan and epidemiologic and demographics shifts, the 

number of new cases and death continues to go up  (Ferlay et al., 2018). 
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      Figure )1.2(:Estimated global burden of cancer in 2018 (WHO, 2020). 

By 2030, the Sustainable Development Goals (SDGs) seek for a 

one-third decrease in NCD-related premature mortality. Unfortunately, 

improvement in cancer has lagged behind advances in other NCDs (Bennett et 

al., 2018). 

In the United Kingdom, the incidence of cancer in males are lower 

than incidence in the European Union and it is elevated in women. The 

incidence of cancer for males and females in the UK are more than 

developing countries(Lindsay et al.,2015) . In (20) large countries of the 

world in (2012) the incidence of new cancer cases about (14.1) millions and 

the death related to cancer about (8.2) millions. The main cancer cases 

estimated about 1.82 million were (Lung cancer), 1.67 million were (Breast 

cancer), 1.36 million (Colon cancer) and the commonly causes of cancer 

death about 1.6 million were (lung cancer), about 745,000 deaths were (liver 

cancer) and about 723,000 death were (gastric cancer)(Bray et al., 2018). 
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In Iraq, statistics reveal that there were (63,923) newly diagnosed 

Iraqi patients with various forms of cancer who were recorded by the Iraqi 

Ministry of Health from all Iraqi governorates except for the Kurdistan area 

from 1995 to 2004. (Sulaymaniyah, Erbil, and Dohaku). The statistical 

outcome denotes (307525). The distribution of new cancer cases in Iraq 

reveals that male patient account for 52.08 percent of the population, while 

female patients account for 47.92 percent of all patients (160142) (Table 1.1)  

(MOH, 2015). 

Table (1.1): cancer cases in Iraq from 1994 to 2015, showing that the 

number of new cancer cases grew with time for both men and women. 
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Another study, shows that about 5,720 persons with cancer were 

listed in Iraqi Ministry of Health. They were about 31.05 for each 100000 of 

people in the year 1991(Al-hussein & Hameed, 2016). While (83) for each 

100,000 of the people in the year (2020) (figure. 1.3) (WHO, 2020). 

 Figure (1.3): Distribution of New Cases of Cancer both sexes all ages 

Group, Iraq, 2020 (NCB, 2021). 

Nurses have an important role in nutrition care, even though the 

dietician is the food and nutrition specialist. Nurses may be in charge of 

screening hospitalized patient to detect those who are at risk of malnutrition. 

They frequently act as a link between the dietician and the physician, and also 

other members of the medical team (Soediono, 2013). 
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Nurses have far greater interaction with patients and their families, 

and they are frequently accessible as a nutrition source when dietitian are 

unavailable, such as in the evenings, on weekend, as well as during discharge 

instruction. Dietitians may only be accessible on a consulting basis in home 

care and health settings. Nurses may supplement the dietitian's nutrition 

counseling and give basic nutrition education to hospitalized patients who are 

at low to moderate nutritional risk. Nurses have an important role in all aspect 

of nutritional treatment (Parker et al., 2017). 

The relation between diet and cancer is complex. 1/3 of all cancer 

fatalities in the U.s are due to nutritional variables, such as ingesting items 

that may cause cancer or neglecting to consume nutrients that guard against 

cancer (American Institute for Cancer Research, World Cancer Research 

Fund (WCRF)). For example, an approximately 14 percent to 20 percent of all 

deaths that caused by cancer in the USA is related to obesity, whole grains, a 

diet rich in fruit and vegetable, poultry and fish, and low in red and processed 

meats has been associated to a lower risk of developing or dying from various 

cancers. (Haskins et al.,2020) as show by the following. 

1. Eating can be hampered by the local effect of tumor, mainly those of the 

GIT. Head or neck cancers, for example, can make swallowing difficult. 

2. Nutrient absorption and metabolism can be affected by tumor-induced 

alterations in metabolism. As a result, patients with cancer can eat a 

sufficient amount of calories while still losing weight. 

3. Anorexia can be caused by a number of conditions, including anxiety, 

depression, pain, early satiety, exhaustion, thick saliva, nausea, sore 

mouth, loss of taste, dry mouth, or esophagitis, among others. Losing 

weight, malnutrition, and a bad prognosis can all result from anorexia. 

4. Cancer therapies can change nutritional intake, absorption, or 

requirement in addition to impairing consumption. While some 

consequences may be temporary, such as an increased requirement for 
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protein and calories as a result of surgery, others, such as persistent 

dysphagia, might show down for year after patients with head or neck 

therapy is ended. 

5. Sufficient nourishment through cancer therapy can help patients tolerate 

the treatment, increase immune function, speed recovery, and improve 

the life quality. 

6. Cancer survivors can benefit from dietary and lifestyle changes in the 

long run. 

7.Palliative diet may improve the life quality and well-being in cancer 

patients who are nearing the end of their lives (Locher et al., 2011). 

1.2. Importance of the Study:  

Cancer is seen as a major public health issue worldwide. In 2018, 

18.1 million people were diagnosed with cancer globally, with 9.6 million 

dying as a result. By 2040, the incidence may have steadily increased, with 

LMICs accounting for nearly two-thirds of all cancers, globally, Cancer 

account for about a third of all non-communicable diseases (NCD) related 

early deaths in people aged 30-69. Lung cancer is the common cancer kind 

(11.6 % of all cases), following by female breast cancer (11.6 percent) and 

colorectal malignancies (11.6 percent). Lung cancer is the most common 

cause of cancer mortality (18.4% of all fatalities), following by colorectal 

(9.2%) and gastric cancers (8.2%), (Fig. 1.1),The most prevalent cancer type 

varies by country, with some diseases, like cervical cancer and Kaposi 

sarcoma, being far more common in low-HDI nations than in high-HDI ones 

(WHO, 2020). 
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Figure )1.4(: Cases and mortality by the top ten cancer types for both 

men and women in 2018. (WHO, 2020).   

Malnutrition is the first sign of the presence of this disease.  Cancer 

chemotherapy has an important influence on the patient's nutritional and 

health status due to its side effects.  Malnutrition is detrimental to cancer 

patients especially patients treated with chemotherapy (Lis et al.,2012).   

Malnutrition reduces the quality of life, decreases the patient’s 

functional activities, increases the rate of complications, prolongs hospital 

stays, and increases the risk of death. Therefore, early assessment of 

nutritional status and appropriate nutritional interventions in cancer patients 

could improve their nutritional status, help patients maintain their weight and 

respond better to treatment, and improve their quality of life (Thi & Nguyen, 

2019). 

As a result, good dietary guidance should be included in every 

cancer treatment strategy. Nutrition is both an art and a science when it 

involves both the mind and the body. Nutrition isn't just about eating or not 

eating; it's about the sort of food which eat, how much eaten, how often its 
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eaten when it, and why you eat it. Feeding the body, mind, and spirit requires 

combining want with the need and pleasures with health (Dudek, 2013). 

1.3. Statement of the Problem:  

Effectiveness of Nutritional Educational Program on Nurses' Knowledge for 

patients with Cancer at oncology center in AL-Diwaniyah Governorate. 

1.4. Objectives of the Study: 

1. To Assess the nurses need regarding nutrition of the patients with 

Cancer. 

2. To Assess the knowledge of nurses regarding nutrition of the patients 

with cancer (pre-test). 

3.To evaluate the effectiveness of the nutritional educational program on 

nurse's knowledge regarding patients with cancer. 

4. To identify the demographical data for study sample.  

5.To find out the relationship between socio demographical characteristic 

with oncology nurses' knowledge. 

1.5. Definition of Terms:  

1.5.1. Effectiveness: 

A. Theoretical definition: 

Ability to generate the desired outcome, which is frequently 

quantified in terms of the reach desired result's quality. In another term, it is 

focus on the effectiveness of the intervention in the normal circumstances of a 

clinical trial, through an intervention designed to be effective in studying 

efficacy (Al-tameemi, 2021). 

B. Operational definition: 

The degree which the educational program successfully producing 

change in the nurse's outcome.  
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1.5.2. Education Program 

B. Theoretical Definition:  

An educational program is a systematic developed and designed  

intervention (for instance as learning-teaching strategies, instructional 

materials, presentations and programs,) as solutions for complex problems in 

educational practice, which also targets at progressing human knowledge 

toward selected issue (Hayder & Mohammed, 2018). 

A. Operational definition:  

It refers to a planned educational program that constructed 

systematically to provide nurses with knowledge and information about 

nutritional instructions for patients with cancer to enhance quality of care.  

1.5.3. Knowledge:  

A. Theoretical definition: 

Knowledge is information and understanding about a practical 

subject.  It maybe facts, feelings, or experiences known by a person or group 

of people (Salih, 2019). 

B. Operational definition:  

Systematic nutritional instruction provided nurses to enhance their 

action when dealing for cancer patients. 

1.5.3. Nutrition:  

A. Theoretical definition: 

The physiological and biochemical mechanism whereby an 

organism uses food to sustain its existence. The process includes "ingestion, 

absorption, assimilation, biosynthesis, catabolism, and elimination". 

Nutritional science is a discipline of research that studies the physiological 

processes of eating and drinking  (Kumar, 2012). 
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B. Operational definition:  

Balance diet with proteins, fruit, vegetable, whole grains and low 

fat dairy to offer the highest level of vitamin and minerals.  
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                                   Chapter Two 

Literatures Review 

This chapter presents a review of available literatures and 

researches, research studies, as they are relevant to the phenomenon 

underlying the present study. It is presented as the following. 

2.1. Cancer  

Cancer is a broad term for a large group of diseases characterized 

by the growth of abnormal cells beyond their usual boundaries that can 

then invade detached parts of the body and spread to other organs. Other 

common terms used are malignant tumors and neoplasms. Cancer can 

affect almost any part of the body and has many anatomic and molecular 

subtypes that each require specific management approaches (Kamil, 2019).  

2.1.1. Historical Overview  

A Greek physician Hippocrates (460–370 B.C.) was the first who 

described tumors carcinoma as karkinos (carcinos) or cancer for describing 

non-ulcer forming and ulcer-forming tumors the Greek used this word to 

refer to crab probably because the disease looks like a finger extending 

protrusion from a cancer similar the shape of a crab. Another Greek 

physician called Galen (130-200 AD), used the word oncos (swelling) to 

describe tumors. Today, this word is used as a part of the name for cancer 

by specialists and oncologists. After that Celsus who was a Roman 

physician (28-50 BC), transformed the word to cancer, which is the Latin 

word for crab(Al-hussein & Hameed, 2016).  

2.1.2. Theories of Cancer: 

 Before thousands of years' cancer was identified by the remains 

of hominid fossilized that have tumors in their bone. There are many 

theories originated from old to ancient that describe the etiology of cancer 

(David & Zimmerman, 2010). 
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Theory of Tumors: 

Hippocrates supposed that the human body consists of 

combinations of four biological complements, blood, phlegm, black, and 

yellow bile. This substance is in equilibrium state in normal conditions, 

while any defect at any one of these substances can lead to the development 

of the disease, e.g. increase in the black bile at many parts of the body can 

lead to develop cancer. Believing of humors lasts for about (1300 yrs) 

because of the religious details that prohibited the autopsies (Kagan et 

al.2018). 

Theory of Lymph: 

Lymph theory projected that cancer initiates from fluid that 

termed lymph. Natural life contains the essential and continuous motions of 

the body fluid like (blood and lymph). This theory is reinforced at (1700s) 

that the malignant disease frequently initiates from the lymph to other parts 

of the body (Al-hussein & Hameed, 2016).  

Theory of Blastema: 

Johannes Muller considers that cancer disease initiates from cells 

not from fluid at (1838 years). Rudolph Virchow (Johannes Muller student) 

estimates that all cancer cells initiate from other cells(Lakhtakia, 2014) 
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Theory of Chronic Irritation: 

Rudolph Virchow suggested that the causes of cancer were 

related to chronic irritation, he added that the cancer can extent to further 

part of the body by liquid. While Thiersch opposed the belief of (spread by 

fluid), so he mentioned that the cancer can extent to further part of the body 

by the spread of malignant cells(Sudhakar, 2009). 

Theory of Trauma: 

Many of oncologists from the year of (1800 to 1920 s) believed 

that the cancer initiates from the sudden trauma in spite of failure to get 

cancer in animals that injured in study (Dellaire, Berman and Arceci, 

2013).  

Theory of Infections: 

In the years of (1649-1652) two Hollandian physicians (Tulp and 

Lusitani) stated that the cancer spreads by the way of infections and 

contamination. And they suggested that the person with cancer must be 

isolated from the others(Javier &Butel, 2008). 

2.2. Theoretical Framework. 

A concept is defined as a complex mental formation of an object, 

property or event that is derived from individual perception and experience. 

A frame work is the abstract logical structure of meaning that guides the 

development of the study and the body of knowledge, when the frame work 

is a theoretical approach to the study of problems that are scientifically 

based and emphasize the selection, arrangement and classification of its 

concepts. This study is intended to evaluate the Effectiveness of an 

Education Program on Nurses' Knowledge regarding nutritional 

instructions for patients with Cancer. The frame work of the study is based 

on general system theory developed by Ludving von bertalanffy in 1968. 

As per general system theory, the system is cyclic in nature and continues 
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to be so, as long as the input, process, output and feedback keep interacting 

(Collins & Stockton, 2018). 

The energy matter and information are processed through the 

system as inputs and released as outputs. Feedback is the one which 

provides information to the system or environment. Feedback may be 

positive, negative or neutral. In the present study these concepts can be 

explained as follows (Turner & Baker, 2019). 

Input: 

It is the process by which the system receives energy and 

information from environment. It may be man, resources or time. It is the 

energy, information and matter that enter the system through its 

boundaries. 

In this study, nurses refer as the system with inputs from self and 

acquired from the environment. The input consists of age, educational 

status, sources of information. 

Process: 

It refers to the series of action by which the system converts its 

energy input from the environment into its products and the services that 

are needed to accomplish the desired task. The input absorbed by the 

system is processed from the output. The input which enters the system is 

modified within the system in such a way to get the desired output. The 

process is different types of operational procedures or programs. 

In this study process refers to the evaluation of knowledge 

regarding nutritional instructions for patients with Cancer by using 

knowledge questionnaire. Administration of knowledge program on 

nutritional instructions and the post – test was done after 3 days of 

administration and after a month of applying the (Post-test I),of an teaching 

program. 

 



Chapter two: literature review                                                                            

 

18    

Output: 

It is the energy, material or information that is transferred to the 

environment. In this study, knowledge of nurses after administration of 

teaching program is referred as output. Here the output is analyzed by 

comparing the mean of pretest and posttest of knowledge of the 

participants.  

Feedback: 

It is the process that provides information about the systems 

output and its feedback as input. If the scores are more, the teaching is 

more effective. If the knowledge score is less being not changed it indicates 

the need to modify or intensify the awareness program. 

Environment: 

The individual's environment is the fixed constrains that may 

influence the effectiveness of education program on nutritional instructions. 

2.3. Epidemiology of Cancer  

Cancer prevalence, incidence, and death are all on the rise. Many 

cancer types' incidence and death climb with age through maturity and old 

age, with a tendency to level off at the maximum ages, according to 

evidence (Pedersen et al,. 2019). Globally, 14.9 million cancers cases 

reported in 2013. Prostate cancer (4.1 million cases), bronchus, tracheal, 

and lung cancer (1.3 million cases), and colorectal (1.3 million cases) were 

the most common malignancies in males (873,000). Breast cancer (1.8 

million cases), colorectal cancer (700,000 cases), and bronchus, tracheal, 

and lung cancer (535,000 cases) have been the most common malignancies 

in women (Global Burden of Disease Cancer Collaboration, 2015). As per 

statistics, China had 3.586 million new cancer cases in 2012 (Asiedu, 2019) 

In 2013, an estimated 8 million people died from cancer (GBD, 

2018). In poor nations, tracheal, bronchus, and lung cancer had the second 
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highest incidence, whereas in developed countries, it ranked 4th. Western 

Sub-Saharan Africa has the lowest rate of incidence per 100,000 women. In 

Sub-Saharan Africa, there have been 1.8 million incidences of breast 

cancer and 464,000 deaths in 2013. The incidence of cases of cancer 

increased to almost 90.5 million in 2015 (GBD, 2015). In 2016, 17.2 

million cancer cases were reported globally, with 8.9 million deaths. 

Malignancies of the trachea, bronchus, and lung, as well as colorectal 

cancer, were the most common cancers in men, accounting for 40% of all 

cancer (Torre et al., 2016). 
 

Mortality are reported to be on the rise in the developing world, 

owing to increased lifespan and lifestyle change (Ghoncheh et al., 2015). 

Cancer is a main cause of death in all nations, but particularly in 

developing ones (Rawla et al., 2019) Despite many advancements in cancer 

treatment and prevention, cancer remains the leading cause of death 

worldwide (Bray et al.,  8102 ).As of 2008, breast cancer claimed the lives 

of 458,503 women (13.7 %), compared to 6.0 % of males  (Srivastava et 

al.,).  

In 2013, cancer claimed the lives of almost 8 million people 

throughout the globe. This has pushed it up from 36th biggest cause of 

death in 1990 to second most after heart disease (Benjamin et al.,8102). 

In Ghana, the scenario wasn't much different, yearly mortality 

data reported 3,659 fatalities, with a man to woman ratio of 1.2:1 (Wiredu 

and Armah, 2008). Breast cancer (17.24 %), hematopoietic cancer (14.69 

%), liver cancer (10.97 %), and cervical cancer were the leading causes of 

death in women (8.47%) Males died from liver cancer the most (21.15 %), 

followed by prostate (17.35 %), hematopoietic organs (15.57 %), and 

stomach tumors (15.57 %) (7.26 %). Because of aging and living cancer-

prone lifestyles, the global burden of cancer is on the rise. The chance of 

acquiring cancer before the age of 75 is roughly 20%, and the chance of 
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dying from it is approximately 10%. In 2018, there were around 18.1 

million new cancer diagnoses and 9.6 million deaths globally (Ferlay et al., 

2019). 

Lung cancer, which caused approximately 1.76 million fatalities 

in 2018, was followed by colorectal cancer, which caused approximately 

860,000 deaths, stomach cancer, which caused approximately 780,000 

deaths, liver cancer, which caused approximately 780,000 deaths, and 

breast cancer, which caused approximately 620,000 deaths. 

Table.2.1. Top 20 Leading Causes of Mortality in the Eastern 

Mediterranean Region, by Rank Estimated Number, from 2015 to 

2030 (Ministry of Health of Iraqi, 2020) 

 



Chapter two: literature review                                                                            

 

21    

Malignant neoplasms were the second greatest cause of mortality in Iraq  

Table 2.2. Iraq's top ten leading causes of death, 2015. (Ministry of 

Health of Iraqi, 2020) 

 

The trend rose from 2006 to 2015, as seen by the ten-year period. 

According to the American Cancer Society, over 1.3 million women 

worldwide will be diagnosed with breast cancer each year, with 

approximately 465,000 dying from the disease. In 2015, it is expected that 

231,840 new cases of breast cancer cancer will be diagnosed in women, 

with an additional 60,290 cases of in situ breast cancer expected to be 

diagnosed, and 40,290 women will die from breast cancer. About 2,350 

men will be diagnosed with breast cancer, with 440 men dying from the 

disease. Breast cancer is a disease that mostly affects women, but it may 

also affect men (Oeffinger et al.,8102). 

The overall number of new instances of cancer in 2015, as shown 

in Table (2.2), was 25,269, with the largest proportion among those aged 

70 and older, and males outnumbering females. The male-to-female ratio 

was 0.8:1 in this study. 
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Table 2.3. Age Group and Gender Distribution of New Cancer Cases, 

Iraq, 2015 (Ministry of Health of Iraqi, 2020) 

 

In 2015, the incidence and prevalence rate of new cancer cases by 

provinces were stratified by gender. The largest proportion was in Baghdad 

and the lowest in Muthanna, whereas the highest occurrence was in 

Karbala and the lowest in Anbar, as shown in Figure 2.4 (Ministry of 

Health of Iraqi, 2020) 
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Figure.2.3. Iraq, 2015. Rate of Incidence (Per 100,000 Population) of 

New Cancer Cases by Provinces. 

Cancer is one of the leading causes of death after cardiovascular 

disease in America; over 560,000 people died from a malignant process in 

2008 (Vasto et al., 2009). Nearly 12 million of Americans cancer patients 

were alive in 2008, and about 1,638,910 new cancer cases have been 

diagnosed in 2012, which does not include carcinoma in situ (noninvasive 

cancer) of any site except urinary bladder, and does not include basal and 

squamous cell skin cancers, which are not required to be reported to cancer 
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registries. About 577,190 Americans are expected to die of cancer, by the 

end of 2012 (Siegel et al,. 2012). 

In 2020, an estimate 19.3 million new cases of cancer (18.1 

million omitting non - melanoma skin cancer) would be diagnosed 

worldwide, with around 10.0 million cancer - related death (9.9 million 

omitting non - melanoma skin cancer). With an expected 2.3 million new 

cancer cases (11.7 %), female breast cancer has superseded lung cancer as 

the most often detected malignancy, followed by lung (11.4 %), prostate 

(7.3 %), colorectal malignancy (10.0 %), and stomach malignancy (7.3 %). 

Lung malignancy is the main cause of mortality, with an expected 1.8 

million death (18%), following by colon malignancy (9.4%), hepatic 

malignancy (8.3%), gastric malignancy (7.7%), and breast malignancy 

(6.9%). Overall, the prevalence of both sexes was two- to three-fold higher 

in transitioned compared. transitional countries, but death ranged two-fold 

for males and marginally for females. Transitional nations, on the other 

hand, had much higher rates of female breast and cervix cancer death than 

transitioned countries. Due to demographic changes, the global cancer 

burden is expected to reach 28.4 million cases in 2040, up 47% from 2020, 

with a significant rise in transitioning (64%) than transitioned (32%) 

countries, though this may be exacerbated further by rising risk factors 

accompanying with internationalization and economic growth. Efforts to 

build a sustainable construction for the spreading of cancers prevention 

measures as well as the providing of cancer care in transitional countries 

are critical for worldwide cancer control  (Sung et al., 2021). 

2.4. Pathophysiology   

  Cancer is a broad term for a group of disorders manifested by 

abnormal cell proliferation with the potential to infiltrate or spread to other 

regions of the body ( WHO, 2018). It's a tissue-growth disorder. The genes 

that drive cell development and differentiated should be altered in order for 
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a normal cell to become a cancer cell , Cancer cells are a kind of tumor cell 

that has stem cell characteristics and may develop and proliferate, 

Proliferative signal sustenance, targeting growth suppressor, invasions and 

growth activation, immune system evasion, blood vessel development, and 

refusal to die are all characteristics of cancer cells, Almost all malignancies 

have the potential to spread (Al-hussein & Hameed, 2016). 

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

metastasis. Metastatic tumors are cancer cells that have migrated beyond 

their original location, while primary tumors are cancer cells that have not 

spread beyond their original location. The majority of cancer fatalities are 

caused by metastasized cancer(Seyfried & Huysentruyt, 2013). Because 

stem cells share many characteristics with cancer cells, they have been 

proposed as the target cells from which cancer arises. Inborn genetic 

abnormalities are responsible for around 5-10% of malignancies (Anand et 

al., 2008).  

Obesity, poor nutrition, physical inactivity, and excessive alcohol 

use are all disease risk factors; some malignancies have been linked to a 

family history of the disease. Only first-degree relatives or a family history 

of near relatives were used to estimate cancer risk in people (Kushi et al., 

8108). 

Women with a first-degree genetic history of endometrial or 

colon cancer had a higher chance of developing endometrial cancer, 

according to a research done by Win, Reece, and Ryan (2015), According 

to another research, estimations for first-degree family history of breast 

cancers among African American women vary from 1.65 to 1.78. (Bethea 

et al.,8102). Prostate cancer is more likely in those who have a family 

history of the diseases. A high risk factor for stomach cancer is a family 

history of the disease, Even though most stomach cancers are 
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unanticipated, around 10% of them have a family history (Yusefi et 

al.,8102). 

2.5. Etiology and Risk Factors of Cancer. 

The main causes of the malignant disease are unknown. Virus 

and bacteria, occupational exposure, chemical agents, genetic or family 

factor, nutritional factor, and hormonal agents are all examples of agents or 

variables implicated in carcinogenesis (Brunner, et al.,  2010). 

Viruses: 

Many infectious agents are considered to be causes of cancer in 

humans. Viruses can inter in the genetic structures of the cells, which lead 

to change in the future that possibly cause malignant disease. About 4.9% 

for Hepatitis B & C viruses, 5.2% expected of the viruses of (human 

papilloma), about 1% of (Epstein-Barr), for both herpes and HIV 

approximately (0.9%) (Sudhakar, 2009). 

Bacteria: 

The relationship between the cancer and the bacteria is uncertain. 

The ulcer inflammation that continues for long time caused by long activity 

of bacteria which can lead to malignant disease, like in (Helicobacter 

Pylori) that causes gastric ulcer and the connection with cancer is found in 

the patient with gastric cancer (Huether & McCance, 2019). 

Physical Agents 

Many physical factors can be related to a carcinogenesis like, 

inflammation or chronic irritant, cigarette smoking, and frequent exposure 

to the sunlight and radiation(Brunner, 2010). 

1-Cigarette Smoking 

Smoking is a main leading cause for many health problems and 

in developed countries it is the first reason for cancerous diseases (DeVita, 

et al., 2015). Tobacco smoking is the leading cause for many cancers such 

as lung, nasopharynx, adenocarcinoma, kidney carcinoma, sinuses 
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malignancies, myeloid leukemia, liver, cervical, and gastric cancer (Sasco 

et al.,2004). 

2-Radiation  

The prolonged exposure to great amount of ionizing radiations 

with ultraviolet ray including, X-Rays, Ultra violet rays, and the (α, β, γ) 

rays are increasing the possibility of malignant disease. The ionizing 

radiation play a major role in developing of melanoma (skin cancer) and 

leukemia (Richardson , et al., 2015). 

3-Irritants 

The frequent exposure to irritant substances like pipe or smell the 

smoke lead to a local cancer, the moles that irritated by contaminated 

clothes with chemical substances can develop to malignant disease. Also 

Asbestos that present in the high temperature were recognized leading to 

cancer of the lung (Williams & Hopper, 2015). 

Chemical Agents: 

Approximately (75%) of total cancer are expected to be 

associated with environment. The high toxicity of many dangerous 

chemical e.g. products of petroleum and tobacco tar, have a particular 

effect on the DNA structure in the cell which causes genetic changes at 

many parts of the body like the lung, liver and kidney throughout the time 

because of their function in removing of toxic chemical (Stephens et al., 

2009). 

Hormones: 

The disturbances of hormones in the human body can lead to 

develop some kinds of cancer disease. The breast cancer is more commonly 

considered to be affected by the prolonged using of the estrogen hormone 

so the breast and uterine cancer patient are mainly tested for the influence 

of two hormones of (Estrogen & Progesterone). The imbalances in these 

two hormones could be accompanied with the cancer of the ovaries, breast, 
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vagina, and uterine. If there is a doubt that malignancy of the breast is 

diagnosed, it needs to be verified for the positive effects of these two 

hormones. Several epidemiological studies show positive associations of 

insulin growth factor (IGF) levels with risk of prostate cancer(Rowlands et 

al., 2009; Williams & Hopper, 2015). 

Diet: 

Nutrition is considered as a great influence on the leading and 

inhibition of the cancerous disease. The consumption of large amounts food 

that have large quantities of (trans fatty acids, saturated fatty acids, 

sophisticated sugars and flour that found in many fast food or others) can 

be related to the development of the malignant disease. This food involves 

(the red meat is mainly connected with the cancer of colon, also the food 

with deficiency in vitamins such as (A,C,E) may lead to develop of many 

cancerous diseases in such organs (Breast, Lung, Oropharynx, and Cervix) 

(Anand, et al.,2008). 

Genetics 

There is great relationship between developing cancer and other 

factors like genetics, lifestyle factors, environmental. Also explore the roles 

of lifestyle and genetic susceptibility in the occurrence of cancer. Cancer is 

highly affected by the change in the patterns of the chromosomes, genetic 

mutations or chromosomal displacement. The malignant disease may be 

gathered in some families including (father, mother, brothers and sisters). 

The breast cancer in women's who have mother or her sisters complain 

from breast cancer have more possibility to develop with this disease. Also 

the man that his father or brothers complain from prostate cancer may be at 

risk in the progress of the disease (Pastinen et al., 2004). 
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2.6. Clinical manifestations: 

There are no specific manifestations related to malignant disease 

because it depends on the location and type of cancer and related to degree 

of damage that happened. Generally malignant disease leads to weakness, 

anemia, and pain at advanced stage and weight loss (because of blockage, 

anorexia and dysphagia) (Al-hussein & Hameed, 2016). 

2.7. Cancer diagnosis and staging 

Diagnosis of cancer may be investigated through different methods:  

 Laboratory finding for (blood, stool, and urine) to indicate any 

abnormalities that leads to malignancy. 

 Imaging procedures:  

- Magnetic resonance imaging (MRI)  

- Computed tomography (CT) scan  

- Ultrasound (US) 

- X-Rays and  

- Endoscopy investigation  

These investigations are indicated to identify the tumor size and 

site and symptoms detecting (the cancer symptoms are greatly associated 

with the tumor sites by making defects in the area of organs that tumor 

locate such as blockage, loss of organ functions, secreting of active 

enzymes of malignant cells, pressure on the vessels and continues pressure 

on nerves. Individual who are expected to develop malignant disease after 

investigation methods should be undergone general examination, I; to 

detect the presence and stage of tumors, II; to detect the expected tumor 

metastatic and spreading to other parts of the body, III; to assess the 

functional defect in the affected or non-affected organs, IV; to achieve cells 

and tissue specimen to investigate the stage and degree of the malignant 

tumors (WebMD, 2016). 
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  Many investigation approaches are found to categorize the degree of 

the malignant disease. In case of cancer in situ, using a 4-stage system as 

follows: 

 Stage one: the malignant disease remains in the limited organ source,  

 Stage two: the malignant disease is spread locally,  

 Stage three: the malignant disease invades the local structure such as 

lymph node and blood vessels,  

 Stage four: the malignant disease that are invade to distance area, such as 

the cancer of liver spread to lung or prostate cancer spread to the bone 

marrow (Kelly Power et al., 2022). 

The classification system of tumor, node, and metastasis (TNM) which 

is used commonly:  

* Degree of the primary tumor symbolized by (T): 

 -The symbol of (Tx) means that the P.T cannot be evaluated. 

 -The symbol of (T0) includes that there is no indication of P.T 

 -The symbol of (Tis) means carcinoma in situ 

     -The (T1, T2, T3 and T4) means extent of regional and increasing in the 

primary tumor.  

**Absence or existence spread of the regional lymph node are symbolized 

by (N): 

 The symbol of (Nx) means that the regional L.N cannot be evaluated.  

 The symbol of (N0) means that there is no spread of R.L.N. 

 The symbols (N1, N2 and N3) means the more regional lymph node 

included. 

 The symbol of (M) means the existence and absence of spreading: 

 The symbol of (Mx) means the spread distance cannot be evaluated. 

 The symbol of (M0) means there is no distance spread. 
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In addition to that the (TNM) numerical subsets explore the 

progressive extent of the cancer(Edge & Compton, 2010). 

2.8. Cancer Treatment: 

The patients and family must understand without doubt the 

management's selection and objectives. Different methods are for the 

malignant disease treatment, involving radiotherapy, surgical procedure, 

chemotherapeutic agents and targeted management are used for different 

type of cancerous disease (Brunner, 2010). 

The chemotherapy management methods used for malignant 

disease must be depending on the treatment objectives for any cancerous 

disease. The objectives of chemotherapeutic treatment involve cure the 

(complete elimination of the disease), control the (decreasing the growth of 

malignant cells) or palliation (decrease the symptoms related to 

cancer)(Stupp et al., 2012). 

2.8.1. Radiation Therapy 

Radiotherapy was the highly effective method of the treatment of 

malignant tumor beside the surgical procedure particularly in the 1
st
 half of 

the 22
nd

 century. The radiotherapy procedure is used to damage the 

malignant cells by releasing adequate energy to destroy the DNA of the 

cells with decreasing the injury to the normal structure of the cells. 

Treatment with the radiation may be fatal, it means the cells that are treated 

with the radiation; possibly fatal because the great alteration in the cells 

surrounding area will lead these cells to die. In many cases the destroying 

that does not lead to kill the cells completely may recover itself in future. 

Radiotherapy is convenient to be used in the treatment of the local disease 

that is present in specific area of the body that is difficult to reach by 

surgical procedure, for example (brain tumor or pelvic tumor) (Papac, 

2001). 
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2.8.2. Surgery 

The surgical procedure is the best treatment for removing the 

malignant tumors that expected not spread to other parts of the body after 

surgery. Surgery also suggests decreasing symptoms, for instance, those 

caused by tumor mass obstruction. In addition, the surgical treatment 

indicates to prevent the developing of the disease, such as in case of 

mutations breast cancer which has particularly high risk of breast cancer 

and ovarian and usually select the protective mastectomy or removing 

ovaries & fallopian tubes (salpingo-oophorectomy) or both. The key 

principles applied specifically to cancer surgery involve adequate surgical 

resection to avoid the recurrences of the malignant disease(Huether & 

McCance, 2019). 

2.8. Chemotherapy  

The chemotherapeutic agents basically mean the use of the 

cytotoxic substances to destroy malignant cells or to decrease the cell 

growth. It works by destroying rapid cells division. These divisions of 

malignant cells are affected with these medications. Chemo is a term which 

usually means the cytotoxic agents, and these agents are used in the 

treatment of malignant disease (Awad &Mohammed, 2016).  

Chemotherapy is applied to destroy cancer cells that metastasize 

to different parts of the body. Over (100) various types of cytotoxic agents 

are utilized. It may be used with radiotherapy and surgical procedure to 

destroy and remove the malignant cells at specific sites of the 

body. Chemotherapeutics agent goal is to cure the patients with malignant 

disease by decreasing the growth of cancer cells, preventing them from 

spreading, and relieving the presence symptoms (Jassim & Muhebes, 

2021).  
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Whenever a tumor is exposed to a chemotherapy drug, taking 

into consideration the type and dosage of cytotoxic agents around (20% - 

99%) tumor cells is destroyed. The chemotherapeutic agents are required to 

administer recurrently through selected time to attain better damage. The 

complete eradication of the tumor cells is difficult. So the main objective of 

the chemotherapeutic agents are to remove the adequate amount of tumor 

as possible and the residual cancer cells can be damaged via the immune 

system of the body (Salih, 2019).    

To know how the chemotherapy kills the cells, we have to 

understand the cell cycle. the body tissue consists of cells. These cells can 

be developed and duplicated to exchange the damage or by destroying cells 

by processes take place called cell cycle. the duplication of malignant and 

normal cells based on the cell cycle manner. The time that needed for each 

cell to divide in to 2 new cells is called (cell cycle time). The cell cycle 

consists of 4 different phases, every phase has their important function 

(Kamil, 2019) . 

The cell cycle is divided into phases that span the time between 

the middle of mitosis and the end of mitosis in a new cell(Brunner, 2010).. 

 

1. G1 phase: synthesis of protein and RNA, this phase lasts about 8 or 

more hours 

2. S phase: DNA synthesis, this phase lasts about 6 to 8 hours. 

3. G2 phase: It also called pre-mitotic phase in which the synthesis of 

DNA is done. The G2 phase takes two to five hrs. 

4. Mitosis: in this phase division of cell occur. 

Following mitosis and throughout the G1 phase, cells can enter 

the G0 phase, often known as the resting or slumber phase. During G0 

phase, the serious cells which are potential copying and not divided 

actively. Certain chemotherapeutic medicines (as well as several other 
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types of treatment) are timed to coincide with the cell cycle (Brunner, 

2010). 

2.01. Physical Problems Related to Chemotherapeutic Drug: 

2.01.1. Neurological Problems: 

Chemotherapy more commonly causes peripheral neuropathy, 

the defect in the nerve that leads to tingling, pins and needles, burning 

sensations, weakness, and numbness in the upper and lower extremities. 

Often, nerve damage is temporary; it will usually get better, but it can take 

time. In addition to that, the patient may suffer from headache, lack of 

physical activity and the ability to concentrate(Marchettini et al., 8112).  

2.01.2. Musculoskeletal Problems: 

The cytotoxic drugs have effects on the musculoskeletal system 

by the weakness of muscle and bone suppression that lead to joint and back 

pain and in many cases lead to fractures. Patient feels tired in most 

time(Solomon et al., 8101).  

2.01.3. Gastrointestinal Problems: 

Nausea and vomiting is considered as the main annoying 

physical problems related to cytotoxic drugs. Some people experience 

nausea and vomiting within the first few hours of receiving chemotherapy. 

Suffering from nausea and vomiting may remain for many days in some 

cases. The patient also can suffer from lose appetite that result from many 

complications in the oropharynx and change in the taste. The cells that line 

the digestive system may be also affected by chemotherapeutic agent that 

leads to diarrhea. It is also accompanied by pain and cramping. Some 

people become constipated because of chemotherapy drug, decreased in 

their activity, changes in the diet, or related to using some analgesic 

treatment (Jassim & Muhebes, 2021). 
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2.01.4. Respiratory Problems 

Some patients may experience repeated infections of the tonsils, 

pharynx, and recurrent chest infections. Patients may experience coughing 

frequent sputum and respiratory allergic reactions suffering from cough(Al-

hussein & Hameed, 2016). 

2.01.5. Cardiovascular 

Patients undergo chemotherapy in many cases may have 

increased in heart rate and blood pressure, also sometimes lead to chest 

pain which spread to neck, shoulder and arm (Curigliano et al.,8102) 

2.01.6. Hematologic Problems  

Because of the highly toxicity characteristics of the 

chemotherapy drugs, it leads to damage of the blood cells that makes 

patient more commonly suffer from fatigue without effort as a result of 

anemia. Exhausted feeling is the main problems of chemotherapeutic drugs. 

It can vary from the mild to severe feeling of exhausting. Similar to many 

other physical problems related to cytotoxic drugs, it typically disappears 

over the time after stopping taking of chemotherapeutic treatment. In 

addition to that, the patient who suffer from anemia, epistaxis and exposure 

to infection easily because of the damage to WBC which an important part 

of immune defense system(Verma et al., 8102). 

2.01.7. Genitourinary Problems  

The cytotoxicity of chemotherapeutic agent can damage the 

kidney and bladder that lead to temporary or permanent defect, as well as it 

can lead to change in urine color or its odor. Temporary the Chemo can 

affect the sperm cells by decreasing their number, or causing other changes. 

also, cytotoxic drugs can harm ovarian system and decrease the hormones 

that are produced by it. So, it can lead to many defects as, the menstrual 

periods which may become irregular or stop during treatment. Some people 

suffer from decreasing in their sexual interesting as a result of the physical 
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and psychological worries related to disease and therapy (Jassim & fakhria, 

2021). 

2.01.8. Skin Problems 

Hair loss and changing the strength of hair is often one of the 

more embarrassing features of cancer treatment. Some chemotherapy 

medications perhaps make the skin of the cancer patient highly sensitive 

when exposure to sun light. Patient may experience redness and pimples of 

face, acne, and skin infection (Verma et al., 8102). 

2.01.9. Vision 

Vision disturbances occur as a result of highly toxicity of 

chemotherapeutic drug, and may cause damage to eye nerve. Patient may 

experience eye pain and eye socket (Medline Plus, 2016; Skidmore-Roth, 

2015). 

2.01.10. Endocrine 

Patient undergoes chemotherapeutic agent may experience face 

lunar and obesity behind the neck, abdomen and shoulders in some cases. 

In less common cases, it may lead to elevated blood sugar (The American 

Society of Health-System Pharmacists, 2012). 

2.00. Nursing management of major complications for patient with 

cancer undergoing chemotherapy: 

2.00.1.  Neurological complications: 

 Extra careful with sharp objects. Wear gloves for yard work                                              

or when working with tools.    

 If symptoms involve the feet or legs, walk slowly and carefully, put no-

slip mats in the shower or tub. 

 If there is severe numbness in the feet, be sure to inspect them every 

day for cuts, injuries, and infection. 

 Temperature sensitivity can also be a problem. 

 Check the air temperature before going outside in winter. 
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 Apply an ice pack on the hands or feet, but only for less than 10 

minutes at a time with at least 10 minutes of breaktime between each 

repeat application. 

 Don’t wear tight clothes or shoes that interfere with circulation. 

 Avoid alcoholic beverages. Take all the medications as directed. 

 Get plenty of rest while in treatment (Colloca et al., 2017). 

2.00.2.  Respiratory system. 

 Avoid massive crowds to keep away from sick people during the cold 

and flu season. 

 Wash your hands frequently, particularly after shaking hands, touching 

food, using the toilet, or handling animals. 

 Shower every day to keep your body safe. Since showering, keep skin 

hydrated with lotion or oil to avoid drying and cracking. 

 Wash fruit and vegetables thoroughly (Jassim & Muhebes, 2021). 

2.00.3.  Gastrointestinal System problems: 

2.00.3.a.  Nausea and vomiting: 

 Eating smaller meals more often. 

 Drink plenty of water and fluids. 

 Staying away from heavy odors. 

 Avoiding sweet, spicy, oily, or heavily salted foods. 

 Eating comfort meals that have always helped avoid nausea. 

 Taking antinausea medication before eating. 

 Certain individuals benefit from deep breathing and calming methods 

(including listening to music, reading a book, or praying). (NCI, 2020). 

2.00.3.b.  Diarrhea: 

 Consumption of a clear liquid diet (one that includes water, apple juice, 

weak tea, peach or apricots nectar, popsicles, clear broth, and gelatin 
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with no solid added). Tomato juice, orange juices, and carbonated soft 

beverages should be avoided. 

 Eat and drink non-sodium (salt) foods such as soups, crackers, broths, 

sports drinks, and pretzels, as well as foods high  

 in potassium (including bananas, apricots, potatoes, and sport drink). 

 For each loose bowel movement, drink at least 1 cup of fluid. 

 Eating easy-to-digest foods include rice, applesauce, low-fat cottage 

cheese, bananas, yogurt, potato salad, and dry toast in small doses. 

 Avoid milk or milk products if they seem to make diarrhea worse. 

 Pastries, rich desserts, candies, jellies, and sauces can all be avoided. 

 Limit the intake to high-fat foods such as fried and oily foods. 

 Almonds, seeds, whole grain, legume (bean and pea), dried fruit, and 

fresh fruits and vegetable can all be avoided. (ACS, 2020). 

2.00.3.c. Constipation: 

  Bananas, cheese, beef, and eggs are all ingredients that can cause 

constipation. 

  Drink plenty of water to avoid constipation (approximately 8 to 12 

glass per day). 

 Whole-grain bread and cereal, rice, fresh raw vegetables, fresh raw 

fruits or fried fruits with the peel on, dates, apricots, dried fruits, 

prunes, seeds, popcorn, and nuts are also high-fiber foods. 

 Doing exercise, it can stimulate digestive systems(Roila et al., 2010). 

2.00.3.d. Poor appetite: 

 Providing 6 to 8 small snacks and meals per day to the patient. 

 Pair high-protein foods like fish, shrimp, meats, eggs, turkey, cheeses, 

milk, almonds, tofu, peanut butter, cream, peas, and beans with starchy 

foods like pizza, pasta, or potatoes. 
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 Keep cold liquids and juices in easy reach of the patients. If the patient 

is bothered by food smells, eat bland meals cold or at room 

temperature. 

 If the patient refuses to feed, propose milkshakes, fruit smoothies, or 

liquid meals. 

 If the patient is affected by sour or metallic flavors, use plastic knives 

and forks instead of metal ( ACS, 2020).  

2.00.3.e. Genitourinary System: 

 The nurse will collect urine and blood tests to determine how well the 

bladder and kidney are doing. 

 Drink lots of water and avoid caffeinated beverages such as chocolate, 

cola, and black tea. 

 Ask the doctor or nurse if it's safe to have sex while doing 

chemotherapy; it's critical not to become pregnant while undergoing 

chemotherapy.   

 Do not wear tight pants or shorts and wear cotton underwear to avoid 

infection(Jassim & Muhebes, 2021). 

2.00.3.f. Musculoskeletal System 

    Fatigue: 

 The most effective approach was to get some rest. 

 Resting, on the other hand, took several forms: lying at home silently, 

going on holiday, taking more breaks, and sitting down more often. 

 Light activities. 

 lying down and sometimes resting, napping, stretching their usual sleep 

spans by going to bed early and/or waking later, and remaining in bed 

nearly nonstop for the first week following chemotherapy (Spichiger et 

al.,2012). 
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2.00.3.g. Integumentary System complications 

1. Hair: 

 Include hair loss management ideas and techniques, as well as 

sensitively reinforcing regrowth messages. 

 Keep the hair and scalp washed, and use a big comb to carefully comb 

the hair. 

 In the sun, wear sunscreen or cover the head with a cap or scarf (Roe & 

Lennan, 2014) 

2. Skin:  

 The nurse must remind the patient of the importance of using 

sunscreen. 

 Avoiding dry-skin-causing practices and materials (e.g., hot water, 

alcohol-based cosmetics). 

 Increasing the hydration of the skin (bath oils, etc.). 

 Using alcohol-free moisturizer creams on a regular basis. 

 Utilizing tocopherol gel or oil as a supplement. 

 Avoid wearing shoes that are too tight (Pinto et al., 2011). 
 

2.00.3.L. Circulatory System Problems 

1.  Anaemia: 

 If anemia is caused by a lack of nutrients, the doctor can prescribe 

vitamins. Iron, folic acid, and vitamin B12 are examples. 

 Red meat, dried apricots, beans, almonds, enriched bread, broccoli, and 

cereal are all good sources of iron. 

 Asparagus, spinach, broccoli, lima beans, fortified bread and cereal are 

also abundant in folic acid. 

 Take all prescribed medications, such as Epoetin alpha or iron 

supplements, as directed (Al-hussein & Hameed, 2016). 
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2. Bleeding:  

 Use a soft toothbrush to brush your teeth and avoid using dental floss or 

toothpicks. 

 Kindly blow the nose to avoid using sharp things. 

 Do wear sneakers, even within the house or in the hospital, to prevent 

any potential bleeding injuries (Hayder & Mohammed, 2018).  

2.01. Nutrition 

Based on Maslow’s hierarchy of needs, food and nutrition rank 

on the same level as air in the basic necessities of life. Obviously, death 

eventually occurs without food. But unlike air, food does so much more 

than simply sustain life. Food is loaded with personal, social, and cultural 

meanings that defi ne our food values, beliefs, and customs. That food 

nourishes the mind as well as the body broadens nutrition to an art as well 

as a science. Nutrition is not simply a matter of food or no food but rather a 

question of what kind, how much, how often, and why (Nejatinamini, 

2019).  

Merging want with need and pleasure with health are keys to 

feeding the body, mind, and soul. Although the dietitian is the nutrition and 

food expert, nurses play a vital role in nutrition care. Nurses may be 

responsible for screening hospitalized patients to identify patients at 

nutritional risk. They often serve as the liaison between the dietitian and 

physician as well as with other members of the health-care team. Nurses 

have far more contact with the patient and family and are often available as 

a nutrition resource when dietitians are not. Nurses may reinforce nutrition 

counseling provided by the dietitian and may be responsible for basic 

nutrition education in hospitalized clients with low to mild nutritional risk. 

Nurses are intimately involved in all aspects of nutritional care (Dudek, 

2013). 
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Believing these needs are fluid, an individual might be focused 

on multiple levels of needs at any given time but only once a level is met 

can the individual move on to the next level.  The hierarchy of needs 

(Maslow, 1954) was basically a model of psychological health based on the 

idea of fulfilling innate human needs. The more needs a person fulfilled, 

the higher his/her level of life satisfaction. Years later, Maslow (1962) 

wrote his second part of historical work focusing on the psychology of 

being that built upon his prior theory and introduced new ideas from which 

was derived a theory of quality of life, which is still considered a 

conceptual theory of quality of life by modern psychology experts today.  

Weight loss could then increase the morbidity and mortality associated with 

cancer treatment. Thus, proper nutrition counseling must be part of the 

cancer treatment plan(Ge et al., 8100).  

Furthermore, understanding the factors related to the nutritional 

status of gastric cancer patients would provide evidence that guides the 

clinician and nutritionists to provide advice and timely nutritional 

interventions beneficial to the patient. Cancer and its treatments could 

cause side effects that impact diet, which is an important part of cancer 

treatment.  Eating appropriate foods before, during, and after treatment 

would help patients feel better and enhance the life quality for cancer 

patient, especially those with gastric cancer. For these reasons, this study 

was conducted to determine the impact of nutritional status on the quality 

of life of gastric cancer patients (Mulazzani et al., 8180). 
 

2.01.1. Malnutrition 

Malnutrition is a frequent complication in cancer patients that 

negatively affects the outcome of treatments. Consuming a balanced diet of 

adequate daily energy is difficult for cancer patients, especially during 

chemotherapy and/or radiotherapy because of the experience of frequent 
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nutritional impact symptoms such as nausea, vomiting, dysphagia that 

interfere with food intake. Characterizing nutrients that may become 

limited during cancer treatment is important emerging research area with 

few trials performed in humans. Identifying these limited nutrients is of 

importance in various aspects including compromised immune function, 

higher risk of treatment induced-toxicities and decreased survival (Carr A 

et al., 2017).  

Malnutrition a common and serious problem in patients with 

cancer, as between 15% to 80% of all patient experiencing significant loss 

of weight during disease and treatment. The consequences of weight loss 

are muscle loss and impaired functioning, impaired immune system 

inducing infections, as well as psychological consequences, including 

depression, isolation and reduced quality of life (Silander et al., 2013). 

Patients suffering from weight loss have reduced ability to 

complete the prescribed treatment. In radiation therapy and chemotherapy, 

it has been shown that poor nutrition conditions often lead to postponement 

or discontinuation of treatment, thus reducing the strategic effect of 

treatment. Poor nutritional status specifically contributes to poor outcomes. 

From literature, we know that even a smaller weight loss has significant 

consequences for the patient's treatment efficiency, and the larger weight  

loss, especially the loss of muscle mass, the higher risk to survival (Martin 

et al., 2015). 

Nutrition intervention and individual follow up has revealed to 

enhance life quality and clinical outcomes in short and long term. However, 

early intervention, individual patient involvement and thus compliance, 

treatment of nutrition impact factors and interdisciplinary collaboration, 

seem to be crucial in order to achieve success (Granda-Cameron et al., 

2010). 
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It is therefore crucial that an individually adapted nutrition course 

is initiated at a very early stage. Likewise, it is significant that attention to 

the patient's dietary state and the changing alternate need for nutrition 

therapy is continued throughout the entire course of treatment as well as 

followed up during rehabilitation (Bozzetti et al.,2009). 

Equally it is shown that nutrition and exercise are considerably 

coherent factors, and that patients who often cease to be physically inactive 

in order to save their strength, have greater muscle loss, and thus also 

harder to exploit the nutrition consumed efficiently. By counseling patients 

to eat the adequate and proper diet and inverting medical nutrition therapy 

in due time, as well as maintaining strength and activity, one may 

contribute to reduce, the number and severity of complications, as well as 

shorten the disease and rehabilitation process. However, studies have 

shown that practices regarding nutritional advice and therapy during the 

course of cancer are insufficient (Nourissat et al.,2008). 

People suffering from cancer and disease-related malnutrition 

may need to change their perception of food and their food culture in order 

to be able to eat sufficiently during a disease that affects the desire and 

ability to eat. For example, patients with cancer and disease-related 

malnutrition may normally aim to live a healthy life in order to prevent 

type 2 diabetes or cardiovascular problems, just as other people ought to do 

when healthy. Patients may therefore have to override the food and health 

perception and experience of proper healthy eating habits they have 

acquired, in order to fulfill nutritional requirements, when the ability to eat 

is lacking factors that may be involved in the etiology of illness-related 

malnutrition (Parker et al., 2017). 
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Figure 2.4variables that may have a role in the genesis of malnutrition 

caused by illness (Fitch & Keim, 2012). 

2.02. Nutrition and Nursing Process 

Component of nutrition process may be the ―assessment data, 

diagnosis, plan, implementation, and evaluation  (Dudek, 2013). 

2.02.1. Assessment. 

Malnutrition is well acknowledged as a significant cause of 

sickness, death, poor life quality, and longer hospital admissions (White et al., 

2012).  

Unfortunately, there is no one, globally accepted approach for 

assessing or diagnosing malnutrition at the moment. Strategies differ greatly 

and may lack specificity (the ability to diagnose just those who are 

malnutrition) (misdiagnosing a well-nourished person). Pre-albumin and 

Albumin, for example, that utilized as malnutrition diagnostic indicators. 

These proteins are currently classified as negative acute phase protein, 

meaning that their level drop in response to pathogens and metabolic stress. 

Because these levels are not specific for nutritional status, their failure to rise 

with nutrition repletion does not imply that nutrition treatment is unsuccessful 

(Tucker et al .,8112). 

These protein can assist diagnose individuals at high risk for 

mortality, morbidity, and malnourished, despite their poor use in diagnosing 

malnutrition (Dwivedi et al .,  8112 ). 
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2.02.2. Diagnosis  

A nursing diagnosis is defined by NANDA International (2013) 

as a clinical judgment concerning a human response to health 

conditions/life processes, or vulnerability for that response, by an 

individual, family, group, or community, a diagnosis is determined. In 

hospitals and long-term care institutions, nursing diagnoses offer written 

evidence of the condition of client and serve as a foundation for the follows 

care plan. When the problem is a redacted to nutrition and metabolism 

pattern, the diagnoses are directly related to nutrition. Other nursing 

diagnoses, although not specifically related to nutrition, can include 

nutrition's as part of the treatment strategy, like educating the patients how 

to rise fiber intake to alleviate constipation  (Astuti etal., 8102) . 

1. Weight Change 

Unintentional weight loss has been shown to be a reliable sign of 

malnourished, after calculating the %age of normal body weight loss in a 

specific length of time, the significance of weight change is assessed (Table 

2.4). Weight fluctuations are usually the result of long-term, rather than 

short-term, changes in dietary status. Due to hydration state, the patient's 

weight may be inaccurate or invalid. Weight gain may be caused by 

anasarca, edema, heart failure, fluid resuscitation, and chronic renal or liver 

disease (White et al., 2012). 

Table 2.4 %Age of weight change calculation and evaluation. 
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Body mass index is a measurement of a weight of person in 

proportion to their height that is utilized to determine the relative risk of 

weight-related health issues. Actual measurements, not guesses, should be 

used wherever feasible to guarantee accuracy and dependability since 

measuring height and weight is generally fast and straightforward and takes 

little expertise. Only utilize a patient's reported weight and height if there 

are no alternative possibilities. 

Table 2.5. Body Mass index Interpreting 

 

Body mass index ranges from 18.5 to 24.9, which is considered 

healthy or normal. Increased health hazards are linked with values above 

and below this range. One disadvantage of BMI is an individual can have a 

high BMI but be malnutrition in some components if their intake is 

unbalanced or if their nutritional needs are high and their consumption is 

inadequate(Dudek, 2013). 

2.Dietary Intake 

When compared to the patient's typical consumption, a reduction 

in intake may suggest nutritional danger. Validity and dependability, like 

with other data, may be a concern. Is it possible that the kind or quantity of 

food you consume has lately changed only drinking liquid and excessively 

restricting the kind or quantity of food consumed are both dangers? Many 

individuals associate diet with weight reduction, and they may overlook the 

fact that they utilize nutritional therapy to avoid salt, reduce fat, or count 

carbs. A better inquiry would be: Do you have any dietary intolerances? or 
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do you keep any kind of food diary? Even the word food conjures up a 

stereotyped mental image(Kohut, 2014). 

3. Physical Findings 

Subcutaneous adipose losses in the triceps and chest, muscular 

wasting in the quadriceps and deltoids, ankle edema, sacral edema, and 

ascites are all signs of malnutrition. On a scale of one to 10, these aberrant 

results are categorized as mild, moderate, or severe. Other physical signs of 

malnutrition are listed in Table 2.5. Most physical symptoms are not 

diagnostic because determining what is normal vs. abnormal is subjective, 

and malnutrition symptoms can be nonspecific(Fessler, 2008). 

For example, dry hair, dull, could be caused by a severe proteins 

deficit, excessive sun exposure, or the use of hair colorants. Furthermore, 

due to genetic and environmental differences, the severity of physical signs 

and symptoms of malnutrition varies among population groups. Finally, 

physical findings are only seen in cases of overt malnutrition, not in cases 

of subclinical malnutrition. 

Furthermore, due to genetic and environmental differences, the 

severity of physical signs and symptoms of malnourishment varies among 

population groups. Finally, physical findings are only seen in cases of overt 

malnutrition, not in cases of sub - clinical malnutrition(Banh, 2006). 
 

2.02.3. Planning: Client Outcome. 

Client-centered outcome, or objectives, must be quantifiable, 

achievable, and focused on the clients. How do you evaluate your progress 

toward a broad objective of gaining weight by eating better? Is it preferable 

to boost calories by adding butter to meals or to substitute 1 % milk for full 

milk since it is healthy heart? Is a one-pound growth in a month okay, or is 

a one-pound gain every week preferable? Is it possible to lose one pound 
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per week if the customer has an increased metabolism and catabolism as a 

result of third-degree burns (Guenter et al ., 2022). 

Client-centered outcomes concentrate on the clients rather than 

the healthcare practitioner, and they describe the client's destination. Allow 

the client to actively engage in goal-setting whenever feasible, even if the 

client's assessment of needs varies from yours. When it comes to situations 

that aren't life or death, it's better to start with the client's worries. The 

biggest concern may be the patient's severe weight loss over the final six 

months of chemotherapy. while weariness may be the patient's primary 

issue. Although the two challenges are inextricably linked, will be more 

successful as a changing agent tackle the problems from the client's 

viewpoint. When the customer owns the objective, he or she is far more 

committed to attaining it. Keep in mind that the goal for all clients is to 

consume adequate calorie, proteins, and nutrition while eating meals that 

they enjoy. Other short-term objectives can be defined if necessary to 

relieve side effect or symptom of illness or therapies, as well as to avoid 

complications or recurrences. Following the achievement of short-term 

objectives, focus may shift to encouraging healthy eating in order to lower 

the risk of chronic disorders related to diet such ―obesity, diabetes, 

hypertension, and atherosclerosis (Karen Lacey, 2006). 

2.02.5.D. Nursing Interventions 

What would you or others are doing to assist the customer reach 

his or her objectives more effectively and efficiently? Nutritional treatment 

and client education may be used as interventions(Fessler, 2008). 

2.13. Nutrition therapy 

Because specific nutritional needs are established on an 

individual basis, nutrition therapy suggestions are typically broad 

suggestions to limit or avoid, increase or decrease, reduce or encourage, 

and modify or maintain portions of the nutrition. Consider these as a first 
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point and observe the client's reaction if more exact nutrition levels are 

specified (Dudek, 2013).  

The ideal diet may be impracticable in the clinical or home 

context due to factor like the client's prognosis, degree of intellect and 

drive, outside support networks, desire to cooperate, emotional health, 

religious or cultural heritage, financial situation, and other medical issues. 

At any one moment, generalizations may not apply to all people. Comfort 

food are also beneficial for emotional reasons, even if they are not 

nutritive. Whenever feasible, honor customers' requests for specific 

comfort meals. In Table 2.11, the nurse is given suggestions on how to 

encourage appropriate intake (Mulazzani et al.,2021).  

2.13.1. Client Teaching 

Patients in a therapeutic situation may be more responsive to 

dietary guidance than healthy individuals, particularly if they feel better or 

are afraid of recurrence or repercussions. However, hospitalized patients 

are more likely to be perplexed by dietary advice. Pain, drugs, anxiety, or a 

distracting environment may impair the patient's capacity to absorb new 

information. The time spent learning about a diet with a dietitian or diet 

technologist may be brief or disrupted, as well as the patients may still not 

understand what question were asked until the nutritionist has departed. 

Nurses may help clients and families learn in a variety of ways, as shown in 

Table 2.12.(Zhu et al., 2018). 
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2.13.2. Monitoring and Evaluation 

Even though they are distinct in reality, monitoring and 

assessment are grouped together. In actuality, monitoring comes before 

assessment as a technique to keep track of the client's progress or problems. 

Table 1.10 contains recommendations for general monitoring. After the 

nursing care plan has had time to function, evaluation analyzes if the client 

outcomes were reached. Given the inherent constraints of an abstract 

nursing care plan, in an ideal world, the client's objectives are met on time, 

and assessment statement are client's objectives transformed from the 

client's will to the client's is. In fact, results may be just partly realized or 

not fulfilled at all; in these cases, it's critical to figure out why the outcome 

was less than ideal. Were the results for this specific customer realistic? 

Were the treatments effective and executed consistently?(Karen Lacey, 

2006).  

The plan is evaluated to see whether it should be kept, changed, 

or eliminated. Consider the case of a man who has been brought to the 

hospital with persistent diarrhea. The client had lost a lot of weight in the 

three weeks leading up to admission owing to malabsorption caused by 

diarrhea. Your aim is for the client to stay at the same weight as when he 

was admitted. Small portions of low-residue foods should be served as 

requested, lactose should be avoided due to the risk of intolerance, and 

protein and calories should be increased as needed(Fessler, 2008). 
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2.14. Vitamins and Minerals that Necessary and 

Recommended for Cancer Patients. 

2.14.1. Vitamins 

Vitamins are organic compounds made of carbon, hydrogen, 

oxygen, and sometimes, nitrogen or other elements. They differ in their 

chemistry, biochemistry, function, and availability in foods. Vitamins 

facilitate biochemical reactions within cells to help regulate body processes 

such as growth and metabolism. They are essential to life. 

Vitamins and their applications are discussed in this chapter. 

There are certain generalizations concerning fat- and water-soluble 

vitamins. Individual characteristics of each vitamin are examined, as well 

as factors for choosing a vitamin supplement. 

Vitamin Classifications Based on Solubility 

The solubility of vitamins is used to classify them. Fat-soluble 

vitamins include A, D, E, and K. Water soluble vitamins include vitamin C, 

riboflavin, folate, biotin, niacin, B6, B12, and pantothenic acid. Vitamin 

absorption, transport, storage, and excretion are all determined by solubility 

(Taguchi et al ., 8102). 

2.14.2. Vitamin D3  

Vitamin D is a fundamentally important nutrient that the human 

body requires for proper function.  Decrease vitamin D level in the body 

may be harmful for health, including a reduction in immune system 

capability(Mendes et al.,8102 ). 

Vitamin D is unusual in that if solar exposure is ideal and liver 

and kidney functions are normal, the body has the ability to produce all of 

the vitamin D it requires. The process begins in the liver, where cholesterol 

is converted to 7-dehydrocholesterol, a vitamin D precursor. The skin 

transforms 7-dehydrocholesterol to cholecalciferol, better known as 
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vitamin D3, a prohormone, when exposed to sunlight. Cholecalciferol is 

transformed to the active form of vitamin D (1,25-dihydroxyvitaminD3) by 

a sequence of events involving the liver and kidneys, whether it is 

generated in the skin or obtained from diet. Vitamin D is not an essential 

nutrient since it may be generated endogenously. Vitamin D is also unique 

in that it is generated in one region of the body (the skin) and promotes 

functional activity in other parts of the body (e.g., the GI tract, bones, and 

kidneys) through vitamin D receptors. Vitamin D's major purpose is to 

keep calcium and phosphorus levels in the blood at normal levels by: 

 Calcium and phosphorus absorption from the Gastrointestinal system 

is stimulated. 

 Calcium and phosphorus are mobilized from the bone as required to 

keep serum levels normal. 

 The kidneys are stimulated to retain calcium and phosphorus. 

(Al-Musawi & Baiee, 2020). 
 

Normal Level of Vitamin D: 

The US National Academy of Medicine considers a serum 25-

hydroxyvitamin D (25(OH)D) level of at least 50 nmol/L as the adequate 

exposure to vitamin D to maintain bone health. Individuals with levels less 

than 30 nmol/L are considered as severe deficient. Vitamin D status is 

determined by the quantity of 25(OH)D serum in the body. A concentration 

of 25(OH)D of at least 40 ng/mL is considered the norm. The severity of 

vitamin D insufficiency varies from mild (27 to 39 ng/mL) to moderate (14 

to 26 ng/mL) to severe (Matthews et al., 2012). 
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Table 2.6. Vitamin D DRIs Recommended Dietary Allowance ( Ross et 

al., 2011). 

Vitamin D (VD) deficiency is very prevalent, about one billion of 

the population are affected About 50% of public in developing countries 

are VD deficient, less sunlight exposure, dark skin, the elderly, wearing 

clothing that covers the majority of the body, female gender, and obesity 

are all factors that contribute to VD deficiency (Liefaard M.C., 2015). 

 

2.14.3. Cancer and Vitamin D Deficiency. 

The low vitamin D level and having breast cancer among 32 Iraqi 

females attending Merjan Teaching Hospital (Babylon Province) 

(Alwan&nada 2016). 

 Later, in 1980 and 1992, the first epidemiological studies linking 

low sunlight exposure and high risk of colon and prostate cancers were 

reported, respectively, which suggested that vitamin D as a surrogate for 

sunlight exposure may protect against colon and prostate cancer risk ,Since 

then, many epidemiological studies have supported and extended the 

UVB–vitamin D–cancer hypothesis in 18 different types of cancers (Grant 

& Mohr, 2009).  

The relationship between vitamin D and cancer, summarizing 

several mechanisms proposed to explain the potential protective effect of 

vitamin D against the development and progression of cancer. Vitamin D 

Age Upper-Level Intake 

0-6 years 400 1,000 

6-12 years 400 1,500 

1-3 years 600 2,500 

4-8 years 600 3,000 

9-18 years 600 4,000 

19- 70 years 600 4,000 

> 70 years                    600 4,000 
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acts like a transcription factor that influences central mechanisms of 

tumorigenesis: growth, cell differentiation, and apoptosis. In addition to 

cellular and molecular studies, epidemiological surveys have shown that 

sunlight exposure and consequent increased circulating levels of vitamin D 

are associated with reduced occurrence and a reduced mortality in different 

histological types of cancer (Colao et al., 2015). 

2.14.4. Role of Community Health and Family Nurses in Prevention of 

VDD in Elders. 

Healthy food choices are vital to preventing illness, particularly 

chronic illnesses such as diabetes, hypertension and other non-

communicable diseases. Nurses work in a variety of healthcare settings, not 

just hospitals. Proper nutrition is not only important for preventing disease, 

it is also essential to the recovery process (Salmond & Echevarria, 2017).  

Nurses should have the expertise and responsibility to confirm that 

clients' nutritional need are met. Providing nutrition screening and 

appropriate nutrition advice and health education   are essential to improve 

healthy eating and subsequent health outcomes ( Xu et al., 2017). 

Knowledge about vitamin D was limited. Clearer messages are 

needed about risks and benefits of sun exposure. Testing and 

supplementation by health professionals, while potentially useful in some 

high-risk groups, have contributed to a medicalized view of vitamin D. 

Health policy should address the public's need for clear information on 

sources and effects of vitamin D, including risks and benefits of sun 

exposure, and take account of divergent views on fortification. Professional 

guidance is needed on testing and supplementation to counter inappropriate 

medicalization (Kotta et al,.2015). 
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2.15. Carbohydrates 

When most people think of carbohydrates, they think of sugar and 

starch, but carbohydrates are much more than that. Carbohydrate-rich foods 

might be empty calories, nutritious powerhouses, or anything in the middle. 

Carbohydrates account for the bulk of calories in practically all human diet 

worldwide. This part explains what carbs are, how they are used in the body, 

and where they may be found in the diet. Recommendation for carbohydrate 

consumption and its significance in health are provided (Dudek, 2013). 

Carbohydrate Classifications. 

Carbohydrates (CHO) are simple sugar molecules made up of the 

elements carbon, hydrogen, and oxygen. They are divided into two 

categories: simple sugar and complex carbs (Figure 2.5).  

 

Simple Sugars 

Simple sugars are made up of only (monosaccharides or 

disaccharides and come in a variety of sweetness and sources (Table 2.1). 

Disaccharides like maltose, sucrose, and lactose should be broken down into 

monosaccharides before being absorbed; monosaccharides like glucose, 

fructose, and galactose can be absorbed without it being digesting. Glucose, 

commonly known as dextrose, is the most well-known simple sugar since it 

circulates in the blood to produce power to cells, is a constituent of all 

disaccharides and nearly the sole ingredient of complex carbs, and is the 

glucose whereby the body transforms all other digested carbs (Amod, 2013). 

Complex Carbohydrate 

 Polysaccharides, or complex carbohydrate, are made up of 

hundreds to thousands of glucose molecules joined together. Polysaccharides 

do not taste sweet despite being formed of sugar as their molecule are 

excessively big to fit on the taste bud receptor that detect sweetness on the 

tongue. Polysaccharides include starch, glycogen, and fiber. Starch. Plants 
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produce glucose, which they utilize for energy, via the process of 

photosynthesis. In seeds, roots, and stems, glucose that is not needed for 

immediate energy is stored as starch. Wheat, rice, maize, barley, millet, 

sorghum, oats, and rye are the world's most important food crops and the 

basis of all cuisines. Potatoes, lentils, and other starchy vegetables are also 

good sources of starch (Slavin, 2008). 

 

Figure 2.5. Carbohydrate Classifications 

2.16. Protein  

Protein means "first position" in Greek, because life would not be 

possible without it. Protein is found in all living cells, including plants, 

animals, and microorganisms. Protein accounts for 20% of total body 

weight in adults. Dietary protein seems to be immune to the debate about 

optimum consumption that has engulfed carbs and fat. The structure of 

proteins, its activities, and how it will be managed in the body are all 

covered in this chapter. The significance of protein in health promotion is 

discussed, as well as sources and dietary reference intake(Bopp et al., 

2008). 
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Amino Acids 

All proteins are made up of amino acids, which are also the end 

products of protein breakdown. A carbon atom core with four bonding sites 

exists in all amino acids: one retains a hydrogen atom, one an amino group 

(NH2), and one an acid group (COOH). A side group (R group) is attached 

to the fourth bonding site and includes the atoms that give each amino acid 

its unique identity. Some of the side groups include sulfur, while others are 

acidic or basic. The variances in shape,  size, and electrical charge among 

amino acids are due to differences in these side groups (Rock et al., 2012). 

There are Twenty abundant amino acids, nine of which have 

been considered as essential or necessary since they cannot be produced by 

the body and must be obtained from food. Because cells can synthesize 

them as required via the process of transamination, the other 11 amino 

acids are classified as non-essential or dispensable. When metabolic 

demand is high and endogenous synthesis is inadequate, certain 

dispensable amino acids may become obligatory. The designations 

essential and nonessential apply to whether or not they must be obtained 

from food, not to their relative importance: the body must have access to all 

20 different amino acids in order to produce proteins(Grover & Ee, 2009). 

2.17. Lipids  

It's long been a dietary mantra to eat less fat. However, decades 

of research have shown that the link between obesity and chronic illness is 

significantly more complicated than that straightforward suggestion 

suggests. Weight reduction is not guaranteed by eating less fat without 

respect to overall calorie intake. Furthermore, although obesity raises the 

risk of some malignancies, the danger may be due to an excess of calories 

rather than dietary fat. The kind of fat may be more significant than the 

quantity of fat when it comes to heart disease and stroke. While all fats are 

calorically rich, some are excellent (unsaturated) and should be consumed 



Chapter two: literature review                                                                            

 

59    

in moderation, while others are detrimental (saturated fat and trans fats) 

and should be avoided. Triglycerides (fats and oils), which account for 98 

% of the fat in food; phospholipids (e.g., lecithin); and sterols are three 

types of lipids that are referred to as fat throughout the remainder of this 

chapter and book (e.g., cholesterol). Lipids, their dietary source, and how 

they are processed in the body are all discussed in this chapter. The 

function of fat are discussed, as well as dietary suggestions(Bantle et al., 

2008). 

Functions of Fat in the Body. 

Fat's principal job is to provide energy to the body. At rest, fat 

supplies roughly 60% of the body's calorie requirements. All fats, ether cis 

or trans, saturated or unsaturated, has 9 calories per gram, which is more 

than twice as much as an equal quantity of carbohydrate or protein. 

Although fat is an essential energy source, it cannot supply all of the body's 

energy requirements since some cells, such as brain cells and CNS cells, 

depend only on glucose for energy. Fat serves a variety of additional roles 

in the body. Internal organs are protected from mechanical harm by fat 

deposits that insulate and cushion them. By acting as a layer of insulation 

against the cold, fat under the skin aids in the regulation of body 

temperature. When fat-soluble vitamins A, D, E, and K are eaten at the 

same time, dietary fat aids absorption. Different forms of fatty acids serve 

different purposes in the body. As an example, 

1. Saturated fatty acids provide cell membranes shape and help proteins 

operate normally. 

2. Monounsaturated fatty acids are found in lipid membranes, particularly 

myelin in nerve tissue. 

3. Both necessary fatty acids aid in the maintenance of good skin and the 

promotion of appropriate child development. 
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4. Omega-6 polyunsaturated fatty acids are involved in fatty acid 

production, are found in cell membranes, and are implicated in cell 

signaling pathways. 

5. Eicosanoids (e.g., prostaglandins, thromTableane's, and leukotrienes) 

are a category of hormone-like compounds that assist control blood 

pressure, blood clotting, and other biological processes. Arachidonic 

acid and EPA are precursors to eicosanoids (e.g., prostaglandins, throm 

tableane's, and leukotrienes). EPA eicosanoids having greater health 

advantages than arachidonic acid eicosanoids; they help decrease 

blood pressure, prevent blood clots, protect against arrhythmia, and 

reduce inflammation (Rolfes, Pinna, and Whitney, 2009). The 

inflammatory response is mediated by prostaglandins generated from 

arachidonic acid (IFICF, 2011). 

6. Because of their anti-inflammatory, antiarrhythmic, and anticlotting 

properties, EPA and DHA may help prevent and cure heart disease 

(IFICF, 2009). They are required for appropriate development and 

growth. DHA is prevalent in the structural lipids of the brain and 

retinal membranes in particular (Rolfes et al., 2014). 

2.18. Water and Minerals. 

Water is necessary for life to exist and considered the single most 

important component of the human cells, accounting for around 60% of 

total body weight. It is the medium through which all metabolic processes 

occur. Despite the fact that most individuals can live for 6 weeks or more 

without food, without water, death happens in a couple of days. Water fills 

almost every area inside and between body cells, and it plays a role in 

almost every bodily function. Water 

1. Gives cells their form and structure. Cells contain around two-thirds of 

the body's water (intracellular fluid). Muscle cells have a greater water 

content (70–75%) than fat cells, which contain only approximately 
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25%age water. Men have a larger proportion of body water than 

women since they have more muscular mass(Bailey et al., 2011). 

2. Controls the body's temperature. The vast volume of water in the body 

helps to maintain body temperature homeostasis despite changes in 

ambient temperatures since water absorbs heat slowly. The body is 

cooled via the evaporation of water (sweat) from the skin. 

3. Assists in nutrient digestion and absorption. The gastrointestinal 

system secretes between 7 to 9 liters of water every day to promote 

digestion and absorption. All of the water contained in gastrointestinal 

secretions (pancreatic secretions, gastric secretions, saliva, bile, and 

intestinal mucosal secretions) is reabsorbed in the ileum and colon, 

with the exception of around 100 mL expelled via the feces. 

4. Conveys nutrients and oxygen to the cells. Water helps oxygen to 

dissolve and migrate into blood for distribution throughout the body by 

moistening the air sacs in the lungs. Water makes up around 92 % of 

blood plasma. 

5. Assists with the absorption of vitamins, minerals, carbohydrates, and 

amino acids by acting as a solvent. Water's solvating ability is critical 

for health and life. 

6. Takes part in metabolic processes. Water is utilized in the production 

of hormones and enzymes, for example. 

7. It gets rid of waste items. Water aids in the excretion of wastes from 

the body via urine, feces, and expirations. 

8. It's found in a lot of mucus and other lubricating fluids. Water lowers 

friction between ligaments, bones, and tendons in joints, as well as 

between internal organs that glide over one another (Valtin, 2002). 
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Water Balance 

The dynamic condition of water outflow and intake is known as 

water balance. In typical circumstances, output and intake are about equal 

(Fig.2.6). 

 

Figure 2.6. Water Balance Approximations (Soediono, 2013). 

 

Water Output: 

Adults lose from 1750 to 3000 mL of water each day on average. 

Extreme ambient temperatures (very hot or cold), high altitude, low 

humidity, and hard activity all increase insensible water losses from the 

skin and respiration. Evaporation of water Prolonged exposure to hot or 

recirculated air, such as during lengthy aircraft journeys, increases the 

amount of sweat produced by the skin. The remaining water loss is made 

up of sensible water losses from urine and feces. Because the body must 

expel a minimum of 500 mL of urine each day to clear itself of metabolic 

wastes, the daily total fluid output must be about 1500 mmL. In order to 

maintain water balance, intake should equal out flow (Intakes, 2014). 

Water Intake: 

The typical daily water consumption is about 212 liters, with 

roughly 80% of it coming from fluids and 20% from solid meals (Institute 

of Medicine [IOM], 2005). Various forms of bottled water are described in 

Almost all foods, with the exception of oils, include water, with fruits and 
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vegetables supplying the most (Fig 6.2). Normal metabolism also creates a 

tiny quantity of water: as carbs, protein, and fat are catabolized for energy, 

carbon and hydrogen atoms are released, which mix with oxygen to form 

water and carbon dioxide. Depending on total calorie consumption, 250 to 

350 mL of metabolic water is generated daily on average (Astuti et al 

.,8102). 

 Figure 2.7. Percentage Age of Water Content of Various Foods 

(Dudek, 2013). 

 

General Functions 

Minerals help to form human tissues and govern processes 

including fluid balance, acid–base balance, nerve cell communication, 

muscular contraction, and vitamin, enzyme, and hormone activity (Bailey 

et al., 2011). 

Minerals 

Minerals are present in all physiological fluids and tissues, while 

accounting for just around 4% of the body's overall weight. Potassium and 

chloride are two major minerals that may be present in excess of 5 g in the 
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body (the equivalent of 1 tsp). Trace minerals include "iron, iodine, zinc, 

selenium, copper, manganese, fluoride, chromium, and molybdenum". 

They are categorized as trace minerals since they are present in the body in 

amounts less than 5 g. Both are necessary for survival. Lead, gold, and 

mercury are just a few of the potentially dangerous elements found in the 

human body. Their existence seems to be linked to pollution in the 

environment (Roth, 2013). 

Chemistry in General 

Minerals, unlike energy nutrients and vitamins, are inorganic 

components derived from the earth's crust rather than plants or animals. 

Minerals are not digested, nor are they broken down or rearranged as part 

of the metabolic process. They maintain their chemical identities even 

when they mix with other elements to produce salts (e.g., sodium chloride) 

or organic molecules (e.g., iron in hemoglobin). Minerals, unlike vitamins, 

are not destroyed during food preparation by light, air, heat, or acids. In 

truth, minerals are the ash that remains after food has been entirely burnt. 

Only when meals are soaked in water do minerals go (Bhatla & Lal, 2018). 

Major Minerals 

Calcium, magnesium, phosphorus, and sulfur are the remaining 

significant minerals. Table 2.16 summarizes them; the next section contains 

further pertinent information see (Table 2.16). 
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Calcium 

Calcium is the most plentiful mineral in the body, making up 

about half of the body’s total mineral content. Almost all of the body’s 

calcium (99%) is found in bones and teeth, where it combines with 

phosphorus, magnesium, and other minerals to provide rigidity and 

structure. Bones serve as a large, dynamic reservoir of calcium that readily 

releases calcium when serum levels drop; this helps to maintain blood 

calcium levels within normal limits when calcium intake is inadequate. The 

remaining 1% of calcium in the body Is found in plasma and other body 

fluids, where it has important roles in blood clotting, nerve transmission, 

muscle contraction and relaxation, cell membrane permeability, and the 

activation of certain enzymes. Calcium balance—or, more accurately, 

calcium balance in the blood—is achieved through the action of vitamin D 

and hormones (Iris, 2010).  

When blood calcium levels fall, the parathyroid gland secretes 

parathormone (PTH), which promotes calcium reabsorption in the kidneys 

and stimulates the release of calcium from bones. Vitamin D has the same 

effects on the kidneys and bones and additionally increases the absorption 

of calcium from the gastrointestinal tract. Together, the actions of PTH and 

vitamin D restore low blood calcium levels to normal, even though bone 

calcium content may fall (Bolland et al., 2011). 

A chronically low calcium intake compromises bone integrity 

without affecting blood calcium levels. When blood calcium levels are too 

high, the thyroid gland secretes calcitonin, which promotes the formation 

of new bone by taking excess calcium from the blood. A high calcium 

intake does not lead to hypercalcemia but rather maximizes bone density. 

Abnormal blood concentrations of calcium occur from alterations in the 

secretion of PTH. 
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An adequate calcium intake throughout the first three decades of 

life is needed to attain peak bone mass as determined by genetics. A dense 

bone mass offers protection against the inevitable net bone loss that occurs 

in all people after the age of about 35 years. In the United States, an 

estimated 72% of calcium intake comes from milk, cheese, yogurt, and 

foods containing dairy products. People who avoid dairy products are 

challenged to consume adequate calcium because although calcium is well 

absorbed from some plants, the total amount of calcium provided is much 

lower than in dairy foods. Fortified ready-to-eat breakfast cereals and 

calcium-fortified orange juice are excellent sources of calcium(Bush et al., 

2010). 

An adequate calcium intake throughout the first three decades of 

life is needed to attain peak bone mass as determined by genetics. A dense 

bone mass offers protection against the inevitable net bone loss that occurs 

in all people after the age of about 35 years. In the United States, an 

estimated 72% of calcium intake comes from milk, cheese, yogurt, and 

foods containing dairy products, such as pizza (IOM, 2011).  

People who avoid dairy products are challenged to consume 

adequate calcium because although calcium is well absorbed from some 

plants, the total amount of calcium provided is much lower than in dairy 

foods. Fortified ready-to-eat breakfast cereals and calcium-fortified orange 

juice are excellent sources of calcium(Li et al.,2012). 

Phosphorus 

After calcium, the most abundant mineral in the body is 

phosphorus. Approximately 85% of the body’s phosphorus is combined 

with calcium in bones and teeth. The rest is distributed in every body cell, 

where it performs various functions, such as regulating acid–base balance 

(phosphoric acid and its salts), metabolizing energy (adenosine 

triphosphate), and providing structure to cell membranes (phospholipids). 
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Phosphorus is an important component of RNA and DNA and is 

responsible for activating many enzymes and the B vitamins. Normally 

about 60% of natural phosphorus from food sources is absorbed, but 

absorption of phosphorus from food preservatives (e.g., phosphoric acid) is 

almost 100% (Bell, Draper, Tzeng, Shin, and Schmidt, 1977). As with 

calcium, phosphorus absorption is enhanced by vitamin D and regulated by 

PTH. The major route of phosphorus excretion is in the urine. Because 

phosphorus is pervasive in the food supply, dietary deficiencies of 

phosphorus do not occur. Animal proteins, dairy products, and legumes are 

rich natural sources of phosphorus; soft drinks contain phosphoric acid. 

Phosphate additives—which are often added to commercially prepared 

foods to extend shelf life, improve taste, improve texture, or retain 

moisture—can be significant sources of phosphorus. Mean intake in 

Americans age 20 years and older is 1550 mg/day among men and 1123 

mg in women, which are amounts significantly higher than the RDA of 700 

mg (USDA, ARS, 2010).  

Because most food databases do not count phosphorus derived 

from food additives, the total amount of phosphorus consumed by the 

average person in the United States is unknown. 

Magnesium 

Magnesium is the fourth most abundant mineral in the body; 

approximately 50% of the body’s magnesium content is deposited in bone 

with calcium and phosphorus. The remaining magnesium is distributed in 

various soft tissues, muscles, and body fluids. Magnesium is a cofactor for 

more than 300 enzymes in the body, including those involved in energy 

metabolism, Protein synthesis, and cell membrane transport. There is 

increasing interest in the role magnesium may play in preventing 

hypertension and managing cardiovascular disease and diabetes (Office of 

Dietary Supplements, National Institutes of Health, 2009). 
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Mean magnesium intake among American adults is 

approximately 80% of the RDA. A low magnesium intake is related to the 

intake of refined grains over whole-grain breads and cereals because 

magnesium that is lost in the refining process is not added back through 

routine enrichment. However, food consumption data do not include the 

magnesium content of water, which is significant in water classified as 

―hard.‖ Despite chronically low intakes, deficiency symptoms are rare and 

appear only in conjunction with certain disorders, such as alcohol abuse, 

protein malnutrition, renal impairments, endocrine disorders, and 

prolonged vomiting or diarrhea. 

Trace Minerals 

Although the presence of minerals in the body is small, their 

impact on health is significant. Each trace mineral has its own range over 

which the body can maintain homeostasis. People who consume an 

adequate diet derive no further benefit from supplementing their intake 

with minerals and may induce a deficiency by upsetting the delicate 

balance that exists between minerals. Even though too little of a trace 

mineral can be just as deadly as too much, routine supplementation is not 

recommended. Factors that complicate the study of trace minerals are as 

follows: 

1. The high variability of trace mineral content of foods. The mineral 

content of the soil from which a food originates largely influences 

trace mineral content. For instance, grains, vegetables, and meat raised 

in South Dakota, Wyoming, New Mexico, and Utah are high in 

selenium, whereas foods grown in the southern states and from both 

coasts of the United States have much less selenium. Other factors that 

influence a food’s trace mineral content are the quality of the water 

supply and food processing. Because of these factors, the trace mineral 
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content listed in food composition tables may not represent the actual 

amount in a given sample. 

2. Food composition data are not available for all trace minerals. Food 

composition tables generally include data on the content of iron, zinc, 

manganese, selenium, and copper, but data on other trace minerals, 

such as iodine, chromium, and molybdenum, are not readily available. 

3. Bioavailability varies within the context of the total diet. Even when 

trace element intake can be estimated, the amount available to the body 

may be significantly less because the absorption and metabolism of 

individual trace elements is strongly influenced by mineral interactions 

and other dietary factors. An excess of one trace mineral may induce a 

deficiency of another. For instance, a high intake of zinc impairs 

copper absorption. Conversely, a deficiency of one trace mineral may 

potentiate toxic effects of another, as when iron deficiency increases 

vulnerability to lead poisoning. 

4. Reliable and valid indicators of trace element status (e.g., measured 

serum levels, results of balance studies, enzyme activity 

determinations) are not available for all trace minerals, so assessment 

of trace element status is not always possible. 

2.11. Previous Studies  

First Study: 

Bjerrum, et al., 2012. Nurses' self-reported dietary knowledge 

and attitudes before and after a training session. The dietary understanding 

of the nurses improved as a result of the training program. It enhanced their 

understanding of nurse-specific therapy and their duty for nutrition 

evaluation, as well as making them feel more safe and strengthening their 

capacity to take on additional nutrition management responsibilities. We 

also discovered that nurses still struggle to explain their nutrition 

knowledge using academic terminology, preferring instead to utilize 
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generic language. Conclusion: The findings imply that a brief training 

program improves nurses' knowledge of nutrition care, but it is insufficient 

to ensure that nurses fully comprehend their role in nutrition care. 

Second Study: 

(Malone, 2015) In Hematologic Cancer, Improving Nutritional 

Status Improving Nutritional Status in Patients with Hematologic 

Oncology. The majority of hematologic cancer patients eat well. However, 

as their therapies progress, side effects similar to those seen in solid tumors 

might have a negative impact on nutrition. Total intravenous or enteral 

feeding therapy are started only when mouth consumption has been 

hampered for 2-3 days. 

The goal of this study is to see how beneficial an earlier 

nutritional intervention is on hematologic oncology patients' nutritional 

state and understanding. 

Conclusions and Practice Implications: In this group, a nutrition 

educational intervention is viable, and patient knowledge has increased 

significantly. Nutritional therapy should begin as soon as possible and 

continue after the patient leaves the hospital. 

Third Study: 

(Van Veen and colleagues, 2017) Improving Oncology Nurses' 

Nutrition and Physical Activity Knowledge for Cancer Patients. Findings: 

43% of oncology nurses said they lacked the expertise to offer nutrition 

advice, while 46% believed they lacked the knowledge to provide PA 

guidance. Being younger, having less education, and only offering nutrition 

advice during treatment were all linked to perceptions of poor nutrition 

understanding. Those nurses were less likely to offer advice on hydration 

consumption and were more likely to recommend taking oral nutritional 

supplements or seeing a nutritionist.  
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Fourth Study: 

(Sharour, 2019) A quasi-experimental design to improve 

oncology nurses' knowledge, self-confidence, and self-efficacy in 

nutritional evaluation and counselling for cancer patients. 

Results: There was a significant difference in knowledge after the 

interventional sessions between the experimental (mean [M]= 26.00, SD = 

8.00) and control (M= 10.00, SD= 3.75) groups (t =16.00, P = 0.001). 

Moreover, the findings revealed a significant difference (t =24.00, P = 

0.001) in self-confidence in handling cancer patients between the 

experimental group (M= 60.50, SD= 13.10) and the control group (M= 

36.50, SD= 7.60).  

Finally, when it came to self-efficacy, there was a significant 

difference between the experimental group (M= 33.50, SD= 3.10) and the 

control group (M= 23.25, SD= 2.75) (t = 10.25, P = 0.001). Conclusions: 

The instructional program enhanced cancer nurses' nutritional assessment 

and counselling knowledge, self-confidence, and effectiveness. Nurse 

competency enhancement will increase the quality of care offered to 

patients as well as patient health outcomes. 
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Chapter Three 

Methodology 

Scientific research methodology is a set of specific scientific 

standards, criterion and controls that are followed during the work of 

scientific research. Therefore, scientific research methodology is one of the 

important matters on which it builds and organizes good scientific research. 

One of the most important controls of scientific research is that it should be 

organized and accurate, so that everyone who reads it and looks at its line's 

benefits from it, and therefore we should address the various scientific 

research methods that the researcher can use during the work of a well-

structured scientific research. In this chapter, the study design and all other 

scientific steps that were followed by the researcher from the beginning of 

the study until its completion will be covered. 

3.1. Study Design 

The current study used a quasi-experimental study design 

consists of three assessments (Pre-program test, and two tests after program 

application which) for study and control group. which conducted for the 

period from 15
th

 March 2021 to 10th June 2022. 

A quasi-experimental study design is an experimental 

intervention research study that does not employ random assignment to 

determine the causal effect of an interventions (educational programmers) 

on the target population (nurses). Although quasi-experimental research 

resembles classic experimental design or randomized controlled trials, it 

lacks the aspect of random treatment. Instead, a quasi-experimental design 

allows the researcher to regulate the treatment conditions assignment using 

a different criterion than randomly assigning. 
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3.2. Administrative Arrangements 

The official permissions were obtained from relevant authorities 

before collecting the study data as follow: 

1. Protocol of research approved by Community Health Nursing 

Branch, and official permission taken from University of Babylon, 

College of nursing to conduct the study.  

2. The title, constructed educational program and questionnaire were 

presented to the Ethics Committee formed within the College of 

Nursing, which reviewed the study tools (program and 

questionnaire), and therefore agreed to conduct the study. Official 

letter provided in 15
th
 March 2021 to conduct the study. 

3. An official approval was to obtained from Health Directorate of Al-

Diwaniyah / Al-Diwaniyah Specialized Oncology Center.  

4. In the last step of the administrative arrangements, an official letter 

by the (Preparation and Training Department) Health Directorate of 

Al-Diwaniyah was issued to Diwaniyah Specialized Oncology 

Center, for facilitating cooperation with the researcher in completing 

his research work. (Appendix A). 

5. In addition, the consent of the nurse to participate in the study was 

taken, 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). 

(Appendix A+B). 

3.3. Setting of the Study  

The educational program was implemented at Al- Diwaniyah / 

Health Directorate of Al-Diwaniyah / Al-Diwaniyah Specialized Oncology 

Center. It is a specialized center established in 2014 and its administrative 

affairs are directly related to the Diwaniyah Health Directorate. It contains 
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44 beds and 19 wards (1 or 2 beds in each one).  distributed between 

females and males. It also contains 80 nurses to provide nursing care to 

patients with cancer. The departments of the center are the administrative 

section, the statistics unit, the laboratory, internal pharmacy, clinical 

pharmacy for the solution of chemotherapy. The most frequent cases are 

breast, lung, lymph node and colon cancer. The center provides different 

medical and health services, including chemotherapy and medical treatment 

for deteriorating cases. 

3.4. Sampling 

A non-probability "convinces" sample had been consisted of (60) 

oncologic nurses who have been chosen to obtain the represent and 

accurate data. The sample size is (60) nurses, split into two groups, one of 

which includes (30) nurses as the study group and the other consists of (30) 

nurses as the control group. The study group is exposed to the educational 

program deals with nutrition of oncologic patients and essential nutritional 

supplement of cancer patients, the control group, on the other hand, has not 

been subjected to the educational program. These individuals were chosen 

based on the following criteria: 

3.5. Steps of the Study 

The present study was conducted at the following steps: 

3.5.1. Preliminary Assessment of Nurse's Knowledge about Nutrition 

of Oncologic Patients and Vitamin D3, Calcium. 

The goal of this assessment was to see how much information 

nurses have regarding interventional of nutrition for oncologic patients. 

The researcher employed an open questionnaire style to complete this 

section of the investigation. The format's material was adopted from on a 

survey of relevant literature as well as the knowledge are personal 

experiences. A test was performed on a group of ten nurses from the AL-
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Diwaniyah Specialized Oncology Center. A questionnaire is required for 

the assess of nurse's knowledge. 

3.5.2. Construction of the Educational Program  

The training programmer was created in response to the demands 

of nurses, as well as information gleaned through a study of relevant 

scientific literature, past studies, and the researcher's own experience. 

Experts in several fields appraised the program's substance (Appendix C). 

Based on the views and suggestions of these specialists, the contents of the 

program form were revised. They have agreed that the program was 

designed efficiently to improve oncology nurses’ knowledge toward 

nutrition of oncologic patients and Vitamin D3, calcium ca++ of cancer 

patients (Appendix B). 

3.6. Group Assignment  

3.6.1. Control Group:  

Nurses in the control group were only subjected to routine tasks 

and information relevant to their job. In this study, only two tests were 

taken (pre-posttests) 

3.6.2. Study Group:  

The study group received the same information as the control 

group, as well as an educational program targeted at enhancing their 

understanding of oncologic patients' nutrition and Vitamin D3, calcium 

ca++ of cancer patients.  

Implementation of the Program:  

A. Assessment Phase:  in order to assess knowledge of study and 

control groups toward nutritional instructions needed for patients 

with cancer an initial pre-test was performed.   

B. Implementation Phase: Only the study research group's nurses were 

given exposed to the teaching program. Which was applied 
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throughout five sessions. The time for each session was 40 minutes 

every week two sessions on Sunday and Wednesday. The program as 

whole conducted in period from 22/8/2021 to 5/9/2021. Sessions’ 

presentation details are as following. 

First Session: 22/8/2021, Sunday 11:00 O'clock am 

1. Brief introduction to program.  

2. Concepts of nutritional instructions for patients with Cancer.  

Second Session: 25/8/2021, Wednesday 11:00 O’clock Am 

1. General information about nutrition during cancer treatment. 

2. General Nutrition Guidelines. 

3. Get calories and protein Supplements 

Third Session:  29/8/2021, Sunday 11:00 O’clock Am 

1. Food supplement. 

2. Control side effects by feeding. 

Fourth Session: 1/9/2021, Wednesday 11:00 O’clock Am 

1. Chemotherapy and side effects on nutrition. 

2. Signs and Symptoms of anaemia. 

Fifth Session: 5/9/2021 Sunday 11:00 O’clock Am 

1. Benefits of vitamins and supplements during cancer treatment. 

2. Role of vitamin d3 and among cancer patients. 

3. Role of calcium and among cancer patients 

C.  Evaluation Phase: immediately after two days of finishing the training 

program the study group were subjects exposed to (Post-test I) 

Wednesday, 8st September 2021. After a month of applying the (Post-

test I), the nurse of the study group was also exposed to the (the 2ndPost-

test on 10nd October) to evaluate the effectiveness of the program in 

improving nurse' knowledge toward nutritional instructions needed for 

patients with cancer. 
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3.7. Questionnaire of Study: 

In order to achieve the present study objectives, a questionnaire 

has been constructed and developed as an instrument for data collection. 

Previous studies, guidelines and books were used in development and 

construction of the questionnaire. 

To obtain data from study participants, the questionnaire includes 

the following part related to: 

The first are socio-demographic characteristics like (age, 

residents, gender, education level, years of experience in oncology unit). 

The second one is part related to the knowledge of the nurses, it 

was constructed by the researcher through review of literature, which 

includes: 

a) Nurses' knowledge related to nutrition of oncologic patients: Which 

composed of (36) items measured on 3-point such as (I know, 

uncertain, I don’t know). 

b) Nurses' knowledge related to Vitamin D3, calcium ca++ of cancer 

patients: Which composed of (20) items measured on 3-point such as 

(agree, uncertain, disagree). 

3.8. The Questionnaire's and Program's Validity: 

The validity of the questionnaire entails ensuring that it will 

measure what it was designed to measure, as defined by honesty (the 

questionnaire’s inclusion of all the elements that must be included in the 

analysis on the one hand, and the clarity of its paragraphs and vocabulary 

on the other, so that it is understandable to everyone who uses it). 

To improve the validity of the questionnaire, the tool of data 

collection it was submitted to 19 experts from various domains. Experts 

were asked for their opinions and comments on each of the research 

questionnaire's questions in terms of linguistic appropriateness, relationship 
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with the dimension of study variables to which it was allocated, and 

suitability for the study population. 

Minor adjustments to several things were suggested by the 

experts, and they were finalized according to their recommendations, then 

the final draft was completed to be ready for conducting the study. 

The expert panel were:   

[3] Expert from Nursing Faculty / Babylon University. 

[5] Expert from Nursing Faculty / Baghdad University. 

[2] Expert from Nursing Faculty / Kufa University. 

[1] Expert from Nursing Faculty / University of Warith Alanbiyaa.  

[1] Expert from medicine Faculty / Kufa University. 

[4] Expert from Nutrition Research Institute in Baghdad. 

[4] Expert from Al-Diwaniyah Specialized Oncology Center. 

 

3.9. Pilot Study 

This preliminarily study was conducted to determine the stability 

and credibility of the study tool, clarity and its efficiency which confirmed, 

and the standard time required to collect data for each subject which can be 

estimated during the interview procedures and the difficulties identification 

that may encounter. 

The purpose of the pilot study:  

1- Determine if study participants understood the questions.  

2. Estimate time for each question.  

3. Assess questionnaire reliability. 

Reliability of the Questionnaire: 

The dependability of research instruments refers to the assurance 

that the response will be almost the same if it is given to the same persons 

at various periods.  
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By using coefficients test the reliability of the study instrument 

was specified, in addition, this test was performed separately for both 

knowledge questions (Table 3.1). The result of test showed acceptable 

reliability depending on the value of the coefficients test which was (0.780) 

for Knowledge about nutrition. 

Table 3-1: Reliability of the Studied Questionnaire 

Scale 
Number of 

Questions 

Coefficients 

Value 

Accepted 

Value 
Assessment 

Knowledge about 

nutrition 
36 0.780 0.70 pass 

 

3.10. Ethical Considerations 

Ethical obligations are one of the most important things that the 

researcher must follow and abide it when doing the study. Before the 

starting data collection from the target population that has been identified 

for the study, the researcher should clarify the main purpose and desired 

goal of conducting this study for the sample to be including in the study, as 

well as adhere to 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 beginning to collect data from the sample of nurses who 

are going to participate in the research, the researcher provided a brief 

explanation of the scientific background of the research, the purpose of 

conducting it, and the role of the nurses who are going to participate in this 

study, in order to provide them with a clear and complete picture of the 

study to be conducted.  

On the other hand, the researcher emphasized that all nurses who 

are participating in the study had the right to not complete their 

participation and withdraw from this study in the event that they felt 

uncomfortable or annoyed with some of the items in the questionnaire that 
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was prepared as a research tool or the researcher’s method of collecting 

data or anything else. 

3.11. Methods of Data Collection 

The implementation was carried out in the AL-Diwaniyah 

Specialized Oncology Center throughout the period from (22/8/2021to 

10/10/202). 

The following were included in the program's implementation, 

which was presented to the study group: 

3.11.1. Each nurse in the study and control groups completed a 

demographic data form. 

3.11.2.  All of the nurses in the research were given a pre-test to measure 

their knowledge, which lasted 15-20 minutes. 

3.11.3. They were both called to the same classroom lectures to participate 

in a training program. 

3.11.4. On the nursing knowledge exam, there were 56 questions. Various 

options were presented to both the research study and control 

groups. The purpose of the test was to assess the nurses' knowledge 

of oncology nutrition and important nutritional supplements for 

cancer patients. 

3.11.5. Each Class Will Take 40 Minutes to Complete. 

3.11.6. In this study, all nurses in the study and control groups were given a 

post-test right at the end of the program.  

3.11.7. The control group had the same procedures as the study group, with 

the exception of the educational program.  

3.11.8. These sessions included the following teaching materials: 

(classroom, lectures, white board, computer, data show, book late 

demonstrate, not). 
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3.12. Rating Scores 

In order to statistically analyze the score rating the following: are 

included   

For Nutrition of Oncology Patient’s Domain 

1 × For disagree responses 

2 × For uncertain responses  

3 × For agree responses 

For Vitamin D3 and Calcium of Cancer Patient's Domain 

1 × For disagree responses 

2 × For uncertain responses  

3 × For agree responses. 

3.13. Statistical Analysis Approach 

The researcher employed the SPSS version (20) and Microsoft 

Excel (2010) programmers to statistically analyses the data acquired from 

the study sample in order to examine the association between different 

variables and to achieve the research's ultimate conclusions based on a 

series of analytical techniques statistical test. 

3.13.1. Descriptive statistic includes the following methods:  
a- Percentages and frequencies. 

b- Tables and figures (Charts and Bar). 

c- Mean score and standard deviation. 

3.13.1.Inferential approach: 

A. Pearson correlation coefficient (r): The test is used to determine the 

instrument's test-retest reliability. 

B. ANOVA: Repeated measures of ANOVA were used to evaluate 

current educational program effectiveness concerning levels of the 

knowledge directions. 

C. Chi-square. The chi-square analysis used to test the independency. 
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D. Independent t-test: Pre-test mean differences with post-test mean 

differences for study & control are determined through the 

application of the independent sample t-test. 
 

1. t-test 

A. Paired Sample t-test 

To assess the significance of difference between pre-test and 

post-test in one group, such as pre-post test result of the study group and 

pre-post control group. 

B.  Independent Sample t-test 

To assess the significance difference between two groups of 

measurement, such as pre-test of study group and pre-test of control group; 

post-test of study group and post-test of control group. 

The Independent samples t-test compares the means of two 

independent groups to discover whether there is statistical proof that the 

populations mean differ significantly or not. 
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2. Analysis of Variance. 

Analysis of variance (ANOVA) for equality of means (testing for 

coincidence when the mean's parameter is different).  

 

P-value (≤0.05) 
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Chapter Four 

Results of the Study 

Under the objectives of current study findings, the descriptive 

and inferential statistic approach organized in tables and figures that 

includes the followings: 

Table 4-1: Frequency of Demographic Variables of the Study and 

Control Groups 

Demographic 

Variables 
Rating and Interval  

Study Group Control Group 

Freq. % Freq. % 

Age /years 

20-29 years old 25 83.3 19 63.3 

30-39 years old 3 10.0 5 16.7 

40-49 years old 1 3.3 6 20.0 

50 and older 1 3.3 0 0.0 

Total 30 100 30 100 

M± SD 25 ± 7.694 28 ± 7.672 

Gender 

Male 10 33.3 18 60.0 

Female 20 66.7 12 40.0 

Total 30 100.0 30 100.0 

Residents 

Rural 7 23.3 12 40.0 

Urban 23 76.7 18 60.0 

Total 30 100.0 30 100.0 

Level of 

Education 

Nursing graduate 0 0.0 1 3.33 

Nursing High School 8 26.7 9 30.0 

Diploma Degree 13 43.3 10 33.33 

College of Nursing 9 30.0 10 33.33 

Total 30 100.0 30 100.0 

Years of 

Experience 

1-5 years 25 83.3 18 60.0 

6-10 years 3 10.0 5 16.7 

>11 years 2 6.7 7 23.3 

Total 30 100.0 30 100.0 

Experience in 

Oncology 

1-5 years 29 96.7 21 70.0 

6-10 years 1 3.3 8 26.7 

>11 years 0 0.0 1 3.3 

Total 30 100.0 30 100.0 

Training 

session 

No 19 63.3 17 56.7 

One session 8 26.7 8 26.7 

More than once 3 10.0 5 16.6 

Total 30 100.0 30 100.0 
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Table 4-1 The mean age of the nurses in the research group is 

25, with the ages of 20–29-year-old accounting for the biggest number of 

nurses in the study group (n=25; 83.3 percent). While the mean age of the 

nurses in the control group is 28, the age groups 20-29 years old had the 

largest proportion of nurses (n=19; 63.3 percent). In both groups, there 

were no significantly different in age group for nurses (p=0.130). 

In relation to gender, female nurses heavily and significantly 

dominated in the study group (n=20; 66 percent), whereas male nurses 

prevailed in the control group (n=18; 60 percent). Nurses in both groups 

had significantly gender disparities (p=0.039). 

In this table the result shows the urban resident were 

predominated among nurses in each group study and control group; 

(n=23; 76.7%) and (n=18; 60%) respectively.  

In regard with educational level, most of nurses were diploma 

graduated in study group (n=13; 43.3%). While, most of nurses in control 

group were distributed a diploma and college of nursing graduated (n=10; 

33.3%) for both.  

Concerning years of experience, nurses in study and control 

groups expressed a less than 5 years of experience (n=25; 83.3%) and 

(n=18; 60%). 

Years of experience in oncology unit, nurses expressed < 5 year 

of experience in oncology department in study group (n=29; 96.7%) and 

(n=21; 70%) in control group respectively.  

Nurses in study and control groups expressed no attended 

training sessions in oncology center (n=19; 63.3%) and (n=17; 56.7%).  
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Table 4-2: Nurses’ Knowledge about Nutrition of Oncology 

Patients (Study and Control Groups) 

Table 4-2-1: Explain of Nurses Response at Pretest Knowledge About 

Nutrition of Cancer Patients.  

Knowledge items  M.s. ± SD Evaluate 

1 Eating sugar worsens cancer. 2.16±0.833 Moderate 

2 All oncology patients consume a diet rich in energy. 1.63±0.718 Poor 

3 
The patient should drink a lot of soft drinks before and during meals so as not to 

lose his appetite 
1.46±0.681 Poor 

4 Oncology patient should eat a diet rich in vegetables, fruits and whole grains 1.43±0.727 Poor 

5 
Side effects of chemotherapy include nausea, fatigue, hair loss, and changes in the 

urinary tract 
1.43±0.727 Poor 

6 

Nutritional assessment should begin as soon after diagnosis as possible and should 

take into account the goals of treatment (curative, control or alleviation) with a 

focus on both the current nutritional status and expected symptoms related to 

nutrition. 

1.43±0.678 Poor 

7 All oncology patients consume small portions of food during the day 1.53±0.776 Poor 

8 To avoid diarrhea, the patient should eat a lot of fried or fatty foods 1.53±0.730 Poor 

9 All oncology patients consume a diet rich in protein. 1.56±0.773 Poor 

10 All oncology patients need to take oral nutritional supplements. 1.43±0.727 Poor 

11 All cancer patients need to drink more fluids. 1.33±0.660 Poor 

12 All oncology patients should achieve and maintain a healthy weight. 1.46±0.776 Poor 

13 
If the patient is overweight or obese, he should limit the intake of high-calorie 

foods and drinks and increase physical activity to promote weight loss 
1.36±0.614 Poor 

14 
To avoid problems with the urinary tract, kidneys and bladder, the patient should 

avoid caffeinated drinks. 
1.73±0.827 Moderate 

15 
Symptoms such as loss of appetite, early satiety, changes in taste and smell, and 

bowel disorders are common side effects of cancer. 
1.53±0.819 Poor 

16 

Excessive weight loss and poor nutritional status can occur early in the course of 

some cancers, although the prevalence of malnutrition and weight loss varies 

widely across cancer types and stage of diagnosis. 

1.70±0.794 Moderate 

17 

Consuming enough calories to prevent additional weight loss is vital for sufferers 

who are at risk of losing weight due to anti-cancer therapies that affect the 

digestive system. 

1.63±0.808 Poor 

18 Additional weight gain is a frequent complication of treatment 1.56±0.858 Poor 

19 

Cancer can cause profound metabolic and physiological changes that can affect 

nutritional requirements for macronutrients (carbohydrates, proteins and 

microelements (vitamins and minerals). 

1.56±0.858 Poor 

20 
All major cancer treatment methods, including surgery, radiation and 

chemotherapy, can greatly affect nutritional needs. 
1.63±0.808 Poor 

21 
The overall goals of nutritional care for patients should be to prevent or reduce 

nutrient deficiencies, and to achieve or maintain a healthy weight 
2.06±0.944 Moderate 

22 To relieve the feeling of nausea and vomiting, the patient should eat fast food 1.83±0.833 Moderate 

23 

Patients who are unable to eat adequate amounts of food and are at risk of 

malnutrition may require other means of nutritional support, such as drug therapy 

using appetite stimulants, enteral feeding via tube feeding, or parenteral nutrition. 

1.43±0.678 Poor 

24 

A subset of dietary supplements, antioxidants, can prevent cellular oxidative 

damage to cancer cells needed for treatments, such as radiotherapy and 

chemotherapy, to be effective. 

1.63±0.850 Poor 

25 Symptoms of anemia include pallor or yellowing of the face. 1.53±0.819 Poor 

26 
One of the nursing interventions for a patient suffering from a lack of body fluids is 

the monitoring of fluids input and output. 
1.43±0.727 Poor 

27 

One of the complications of malnutrition is general weakness and a feeling of 

fatigue associated with the patient, which in turn negatively affects his psyche 

(sadness, anxiety, lack of self-confidence…). 

1.73±0.907 Moderate 
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28 

To maintain adequate amounts of fluids during cancer treatment, adequate amounts 

of water should be taken in addition to fluids other than water (beef broth, fish 

broth, and broth). 

1.66±0.958 Poor 

29 

Malnutrition and rapid weight loss during the treatment of cancerous diseases can 

cause complications that can disrupt the proper functioning of the treatment 

protocol. 

1.46±0.819 Poor 

30 
One of the bad habits of cancer patients is to eat every few hours without feeling 

hungry. 
1.46±0.819 Poor 

31 Encouraging more low-calorie drinks (such as water, coffee, tea, and diet drinks). 1.33±0.711 Poor 

32 Using bone broth with soup is a tip for adding more protein to your diet 1.66±0.958 Poor 

33 100 calories and 9 grams of protein can be obtained from a cup of Insure Milk. 1.56±0.897 Poor 

34 Whole milk is a useful meal for cancer patients. 1.76±0.935 Moderate 

35 
One of the useful meals for cancer patients who suffer from a change in food taste 

is the use of onions or garlic to give a pleasant flavor to vegetables or meat. 
1.73±0.944 Moderate 

36 
In patients with anorexia or early satiety and at risk of being underweight, eating 

smaller, more frequent meals can help fill in the patient's nutritional intake. 
1.56±0.858 Poor 

 "Level of Assessment (Poor=1-1.66, Moderate=1.67-2.33, Good=≥2.34" 

 Table 4.2.1 revealed the responses of sample of the study at the 

pretest with regard knowledge towards nutrition of oncologic patients. 

The result demonstrates that the nurses in the study groups pored at all of 

the questions on the pretest (M.s.=1-1.66) except, the items number (1, 

14, 16, 27, 34 and 25) the responses were Moderate (M.s.=1.67-2.33). 

Table 4-2-2. Overall Nurses Knowledge about Nutrition of Oncology 

Patients at Pretest for Study Group 

Weighted F % Mean ± SD 

Poor Knowledge (M=36-60) 21 70.0 

57.06 ± 14.500 
Moderate Knowledge (M=61-84) 7 23.3 

Good Knowledge (M=85-108) 2 6.7 

Total 30 100.0 

This table showed that the nurses had a low knowledge level 

during the pre-test period (mean ± SD=57.06±14.500) with regard 

nutrition of oncologic patients (n=21; 70%). 
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Table 4-2-3: Distribution of Nurses Responses at Posttest Regarding 

to Knowledge of Cancer Patients Among Study Group. 

Knowledge Items  M.s. ± SD 
Assess

ment  

1 Eating sugar worsens cancer. 2.06±0.980 
Modera

te 

2 All oncology patients consume a diet rich in energy. 2.33±0.884 
Modera

te 

3 
The patient should drink a lot of soft drinks before and during meals so as not to lose 

his appetite 
2.36±0.889 Good 

4 Oncology patient should eat a diet rich in vegetables, fruits and whole grains 2.33±0.922 
Modera

te 

5 
Side effects of chemotherapy include nausea, fatigue, hair loss, and changes in the 

urinary tract 
2.23±0.935 

Modera

te 

6 

Nutritional assessment should begin as soon after diagnosis as possible and should 

take into account the goals of treatment (curative, control or alleviation) with a focus 

on both the current nutritional status and expected symptoms related to nutrition. 

2.33±0.884 
Modera

te 

7 All oncology patients consume small portions of food during the day 2.43±0.858 Good 

8 To avoid diarrhea, the patient should eat a lot of fried or fatty foods 2.36±0.889 Good 

9 All oncology patients consume a diet rich in protein. 2.26±0.907 
Modera

te 

10 All oncology patients need to take oral nutritional supplements. 2.43±0.773 Good 

11 All cancer patients need to drink more fluids. 2.36±0.927 Good 

12 All oncology patients should achieve and maintain a healthy weight. 2.46±0.819 Good 

13 
If the patient is overweight or obese, he should limit the intake of high-calorie foods 

and drinks and increase physical activity to promote weight loss 
2.53±0.776 Good 

14 
To avoid problems with the urinary tract, kidneys and bladder, the patient should 

avoid caffeinated drinks. 
2.36±0.927 Good 

15 
Symptoms such as loss of appetite, early satiety, changes in taste and smell, and 

bowel disorders are common side effects of cancer. 
2.26±0.907 

Modera

te 

16 

Excessive weight loss and poor nutritional status can occur early in the course of 

some cancers, although the prevalence of malnutrition and weight loss varies widely 

across cancer types and stage of diagnosis. 

2.53±0.776 Good 

17 

Consuming enough calories to prevent additional weight loss is vital for sufferers 

who are at risk of losing weight due to anti-cancer therapies that affect the digestive 

system. 

2.43±0.858 Good 

18 
Additional weight gain is a frequent complication of treatment 

2.03±0.850 
Modera

te 

19 

Cancer can cause profound metabolic and physiological changes that can affect 

nutritional requirements for macronutrients (carbohydrates, proteins and 

microelements (vitamins and minerals). 

1.96±0.964 
Modera

te 

20 
All major cancer treatment methods, including surgery, radiation and chemotherapy, 

can greatly affect nutritional needs. 
2.60±0.985 Good 

21 
The overall goals of nutritional care for patients should be to prevent or reduce 

nutrient deficiencies, and to achieve or maintain a healthy weight 
2.46±0.860 Good 

22 To relieve the feeling of nausea and vomiting, the patient should eat fast food 2.36±0.907 Good 

23 

Patients who are unable to eat adequate amounts of food and are at risk of 

malnutrition may require other means of nutritional support, such as drug therapy 

using appetite stimulants, enteral feeding via tube feeding, or parenteral nutrition. 

2.66±0.711 Good 

24 

A subset of dietary supplements, antioxidants, can prevent cellular oxidative damage 

to cancer cells needed for treatments, such as radiotherapy and chemotherapy, to be 

effective. 

2.46±0.819 Good 

25 Symptoms of anemia include pallor or yellowing of the face. 2.56±0.727 Good 

26 
One of the nursing interventions for a patient suffering from a lack of body fluids is 

the monitoring of fluids input and output. 
2.23±0.935 

Modera

te 

27 

One of the complications of malnutrition is general weakness and a feeling of fatigue 

associated with the patient, which in turn negatively affects his psyche (sadness, 

anxiety, lack of self-confidence…). 

2.36±0.889 Good 
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28 

To maintain adequate amounts of fluids during cancer treatment, adequate amounts 

of water should be taken in addition to fluids other than water (beef broth, fish broth, 

and broth). 

2.36±0.889 Good 

29 
Malnutrition and rapid weight loss during the treatment of cancerous diseases can 

cause complications that can disrupt the proper functioning of the treatment protocol. 
2.43±0.858 Good 

30 
One of the bad habits of cancer patients is to eat every few hours without feeling 

hungry. 
2.43±0.773 Good 

31 Encouraging more low-calorie drinks (such as water, coffee, tea, and diet drinks). 2.43±0.897 Good 

32 Using bone broth with soup is a tip for adding more protein to your diet 2.36±0.889 Good 

33 100 calories and 9 grams of protein can be obtained from a cup of Insure Milk. 2.43±0.858 Good 

34 Whole milk is a useful meal for cancer patients. 2.33±0.922 
Modera

te 

35 
One of the useful meals for cancer patients who suffer from a change in food taste is 

the use of onions or garlic to give a pleasant flavor to vegetables or meat. 
2.66±0.660 Good 

36 
In patients with anorexia or early satiety and at risk of being underweight, eating 

smaller, more frequent meals can help fill in the patient's nutritional intake. 
2.46±0.860 Good 

"Level of Assessment (Poor=1-1.66, Moderate=1.67-2.33, Good≥2.34)"  

Results reveals the responses of the sample of study group at 

the post-test with regard knowledge towards nutrition of oncologic 

patients. The results demonstrate that the nurses good all of the study 

group's post-test questions (M.s.≥2.34) except, the items number (1, 2, 4, 

5,6, 15, 18, 19, 26, and 34) the responses were Moderate (M.s.=1.67-

2.33). 

Table 4-2-4. Overall, Nurses Knowledge about Nutrition of Oncology 

Patients at Post-test. 

Weighted Freq. % Mean ± SD 

Poor Knowledge (M=36-60) 4 13.3 

85.33 ± 16.261 
Moderate Knowledge (M=61-84) 6 20.0 

Good Knowledge (M=85-108) 20 66.7 

Total 30 100.0 

 Table 4-2-4. shows that the nurses had a high degree of 

knowledge in the Post-test (mean ± SD=85.33±16.261) with regard 

nutrition of oncologic patients (n=20; 66.7%) responses for education 

programs. 
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Table 4-2-5: Explaining of Study Samples Response at Post-test II 

Regarding their Knowledge About Patients Nutrition. 

Knowledge items  M.s. ± SD Assessment  

1 Eating sugar worsens cancer. 2.00±0.982 Moderate 

2 All oncology patients consume a diet rich in energy. 2.33±0.884 Moderate 

3 
The patient should drink a lot of soft drinks before and during meals so as not 

to lose his appetite 
2.30±0.915 Moderate 

4 Oncology patient should eat a diet rich in vegetables, fruits and whole grains 2.26±0.944 Moderate 

5 
Side effects of chemotherapy include nausea, fatigue, hair loss, and changes in 

the urinary tract 
2.16±0.949 Moderate 

6 

Nutritional assessment should begin as soon after diagnosis as possible and 

should take into account the goals of treatment (curative, control or 

alleviation) with a focus on both the current nutritional status and expected 

symptoms related to nutrition. 

2.26±0.907 Moderate 

7 All oncology patients consume small portions of food during the day 2.36±0.889 Good 

8 To avoid diarrhea, the patient should eat a lot of fried or fatty foods 2.30±0.915 Moderate 

9 All oncology patients consume a diet rich in protein. 2.26±0.907 Moderate 

10 All oncology patients need to take oral nutritional supplements. 2.36±0.808 Good 

11 All cancer patients need to drink more fluids. 2.30±0.952 Moderate 

12 All oncology patients should achieve and maintain a healthy weight. 2.40±0.855 Good 

13 
If the patient is overweight or obese, he should limit the intake of high-calorie 

foods and drinks and increase physical activity to promote weight loss 
2.46±0.819 Good 

14 
To avoid problems with the urinary tract, kidneys and bladder, the patient 

should avoid caffeinated drinks. 
2.36±0.927 Good 

15 
Symptoms such as loss of appetite, early satiety, changes in taste and smell, 

and bowel disorders are common side effects of cancer. 
2.26±0.907 Moderate 

16 

Excessive weight loss and poor nutritional status can occur early in the course 

of some cancers, although the prevalence of malnutrition and weight loss 

varies widely across cancer types and stage of diagnosis. 

2.46±0.819 Good 

17 

Consuming enough calories to prevent additional weight loss is vital for 

sufferers who are at risk of losing weight due to anti-cancer therapies that 

affect the digestive system. 

2.43±0.858 Good 

18 Additional weight gain is a frequent complication of treatment 2.03±0.850 Moderate 

19 

Cancer can cause profound metabolic and physiological changes that can 

affect nutritional requirements for macronutrients (carbohydrates, proteins and 

microelements (vitamins and minerals). 

1.96±0.964 Moderate 

20 
All major cancer treatment methods, including surgery, radiation and 

chemotherapy, can greatly affect nutritional needs. 
2.16±0.985 Moderate 

21 
The overall goals of nutritional care for patients should be to prevent or 

reduce nutrient deficiencies, and to achieve or maintain a healthy weight 
2.43±0.858 Good 

22 To relieve the feeling of nausea and vomiting, the patient should eat fast food 2.36±0.889 Good 

23 

Patients who are unable to eat adequate amounts of food and are at risk of 

malnutrition may require other means of nutritional support, such as drug 

therapy using appetite stimulants, enteral feeding via tube feeding, or 

parenteral nutrition. 

2.63±0.718 Good 

24 

A subset of dietary supplements, antioxidants, can prevent cellular oxidative 

damage to cancer cells needed for treatments, such as radiotherapy and 

chemotherapy, to be effective. 

2.43±0.817 Good 

25 Symptoms of anemia include pallor or yellowing of the face. 2.53±0.730 Good 

26 
One of the nursing interventions for a patient suffering from a lack of body 

fluids is the monitoring of fluids input and output. 
2.16±0.949 Moderate 

27 

One of the complications of malnutrition is general weakness and a feeling of 

fatigue associated with the patient, which in turn negatively affects his psyche 

(sadness, anxiety, lack of self-confidence…). 

2.33±0.884 

Moderate 

28 
To maintain adequate amounts of fluids during cancer treatment, adequate 

amounts of water should be taken in addition to fluids other than water (beef 
2.33±0.884 

Moderate 
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broth, fish broth, and broth). 

29 

Malnutrition and rapid weight loss during the treatment of cancerous diseases 

can cause complications that can disrupt the proper functioning of the 

treatment protocol. 

2.40±0.855 Good 

30 
One of the bad habits of cancer patients is to eat every few hours without 

feeling hungry. 
2.40±0.770 Good 

31 
Encouraging more low-calorie drinks (such as water, coffee, tea, and diet 

drinks). 
2.40±0.894 Good 

32 Using bone broth with soup is a tip for adding more protein to your diet 2.33±0.884 Good 

33 
100 calories and 9 grams of protein can be obtained from a cup of Insure 

Milk. 
2.40±0.855 Good 

34 Whole milk is a useful meal for cancer patients. 2.33±0.922 Moderate 

35 

One of the useful meals for cancer patients who suffer from a change in food 

taste is the use of onions or garlic to give a pleasant flavor to vegetables or 

meat. 

2.63±0.668 Good 

36 

In patients with anorexia or early satiety and at risk of being underweight, 

eating smaller, more frequent meals can help fill in the patient's nutritional 

intake. 

2.40±0.894 Good 

 Results reveal the responses of the study group at the post-test 

two with regard knowledge towards nutrition of oncologic patients. These 

results show that the nurses in the studied group are good at all studied 

questions (M.s.≥2.34) except, the items number (1, 2, 4, 5,6, 15, 18, 19, 

26, and 34) the responses were Moderate (M.s.=1.67-2.33). 

 

Table 4-2-6. Distribution of Overall Nurses Knowledge About 

Nutrition of Oncology Patients at Post-test II for Study 

Group 

Weighted Freq. % Mean ± SD 

Poor Knowledge (M=36-60) 5 16.7 

84.03 ± 17.082 
Moderate Knowledge (M=61-84) 6 20.0 

Good Knowledge (M=85-108) 19 63.3 

Total 30 100.0 

Table4-2-6 The results of this table show that the nurses had a 

high knowledge level at the Post-test two periods (mean ± sd=84.03 ± 

17.082) with regard nutrition of oncologic patients (n=19; 63.3%).  
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Table 4-2-7: Statistical Differences in Pre-Post Test I and II in 

Overall study group Response to their level of knowledge. 

Main domain Peroids M.s SD T df p-value Sig 

Knowledge 

Pretest 1.58 0.402 

6.710 29 0.001 HS Post-test I 2.37 0.451 

Post-test II 2.33 0.474 

 

Results showed a high-significant differences in knowledge scores 

between pretest and posttest one (p=0.001). The outcomes of study show 

an enhancement in the knowledge of nurses at the Post-test 1 (mean ± sd= 

2.37±0.451) comparing to pretest level (mean ± sd=1.58±0.402). 

While, there were no significant difference in knowledge scores 

between Post-test one (Mean ±SD=2.37±0.451) and posttest two (Mean 

±SD =2.33±0.474) at (p=0.326).  

Table 4-2-8: Response of nurses at Pre-test Concerning to Knowledge 

About Nutrition of Oncology Patients (Control Group) 

items M.s. ± SD Ass. 

1 Eating sugar worsens cancer. 2.03±0.889 
Modera

te 

2 All oncology patients consume a diet rich in energy. 1.56±0.773 Poor 

3 
The patient should drink a lot of soft drinks before and during meals so as not to 

lose his appetite 
1.53±0.730 Poor 

4 Oncology patient should eat a diet rich in vegetables, fruits and whole grains 1.33±0.606 Poor 

5 
Side effects of chemotherapy include nausea, fatigue, hair loss, and changes in the 

urinary tract 
1.40±0.770 Poor 

6 

Nutritional assessment should begin as soon after diagnosis as possible and should 

take into account the goals of treatment (curative, control or alleviation) with a 

focus on both the current nutritional status and expected symptoms related to 

nutrition. 

1.33±0.660 Poor 

7 All oncology patients consume small portions of food during the day 1.33±0.606 Poor 

8 To avoid diarrhea, the patient should eat a lot of fried or fatty foods 1.43±0.678 Poor 

9 All oncology patients consume a diet rich in protein. 1.43±0.678 Poor 

10 All oncology patients need to take oral nutritional supplements. 1.20±0.484 Poor 

11 All cancer patients need to drink more fluids. 1.53±0.819 Poor 

12 All oncology patients should achieve and maintain a healthy weight. 1.40±0.723 Poor 

13 
If the patient is overweight or obese, he should limit the intake of high-calorie 

foods and drinks and increase physical activity to promote weight loss 
1.46±0.776 Poor 

14 
To avoid problems with the urinary tract, kidneys and bladder, the patient should 

avoid caffeinated drinks. 
1.56±0.773 Poor 

15 
Symptoms such as loss of appetite, early satiety, changes in taste and smell, and 

bowel disorders are common side effects of cancer. 
1.36±0.668 Poor 

16 Excessive weight loss and poor nutritional status can occur early in the course of 1.33±0.660 Poor 
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some cancers, although the prevalence of malnutrition and weight loss varies 

widely across cancer types and stage of diagnosis. 

17 

Consuming enough calories to prevent additional weight loss is vital for sufferers 

who are at risk of losing weight due to anti-cancer therapies that affect the 

digestive system. 

1.46±0.730 Poor 

18 Additional weight gain is a frequent complication of treatment 1.26±0.583 Poor 

19 

Cancer can cause profound metabolic and physiological changes that can affect 

nutritional requirements for macronutrients (carbohydrates, proteins and 

microelements (vitamins and minerals). 

1.26±0.583 Poor 

20 
All major cancer treatment methods, including surgery, radiation and 

chemotherapy, can greatly affect nutritional needs. 
1.16±0.461 Poor 

21 
The overall goals of nutritional care for patients should be to prevent or reduce 

nutrient deficiencies, and to achieve or maintain a healthy weight 
1.76±0.817 

moderat

e 

22 To relieve the feeling of nausea and vomiting, the patient should eat fast food 1.56±0.773 Poor 

23 

Patients who are unable to eat adequate amounts of food and are at risk of 

malnutrition may require other means of nutritional support, such as drug therapy 

using appetite stimulants, enteral feeding via tube feeding, or parenteral nutrition. 

1.53±0.730 Poor 

24 

A subset of dietary supplements, antioxidants, can prevent cellular oxidative 

damage to cancer cells needed for treatments, such as radiotherapy and 

chemotherapy, to be effective. 

1.33±0.660 Poor 

25 Symptoms of anemia include pallor or yellowing of the face. 1.43±0.678 Poor 

26 
One of the nursing interventions for a patient suffering from a lack of body fluids is 

the monitoring of fluids input and output. 
1.33±0.606 Poor 

27 

 One of the complications of malnutrition is general weakness and a feeling of 

fatigue associated with the patient, which in turn negatively affects his psyche 

(sadness, anxiety, lack of self-confidence…). 

 

1.36±0.668 Poor 

28 

To maintain adequate amounts of fluids during cancer treatment, adequate amounts 

of water should be taken in addition to fluids other than water (beef broth, fish 

broth, and broth). 

1.53±0.681 Poor 

29 

 Malnutrition and rapid weight loss during the treatment of cancerous diseases can 

cause complications that can disrupt the proper functioning of the treatment 

protocol. 

 

1.53±0.776 Poor 

30 
One of the bad habits of cancer patients is to eat every few hours without feeling 

hungry. 
1.33±0.546 Poor 

31 Encouraging more low-calorie drinks (such as water, coffee, tea, and diet drinks). 1.43±0.678 Poor 

32 Using bone broth with soup is a tip for adding more protein to your diet 1.46±0.681 Poor 

33 100 calories and 9 grams of protein can be obtained from a cup of Insure Milk. 1.46±0.730 Poor 

34 Whole milk is a useful meal for cancer patients. 1.26±0.449 Poor 

35 
One of the useful meals for cancer patients who suffer from a change in food taste 

is the use of onions or garlic to give a pleasant flavor to vegetables or meat. 
1.53±0.730 Poor 

36 

In patients with anorexia or early satiety and at risk of being underweight, eating 

smaller, more frequent meals can help fill in the patient's nutritional intake. 

 

1.33±0.546 Poor 

Results revealed the responses of the sample of study at the 

pretest with regard knowledge towards nutrition of oncologic patients. 

The findings indicate that the nurses in the control group poored in all the 

items investigated (M.s.=1-1.66), with the exception of item #1, where 

the response was moderate (M.s.=1.67-2.33). 
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Table 4-2-9. Distribution the Overall Nurses Knowledge about 

Nutrition of Cancer Patients at Pretest for Control 

Group 

Weighted Freq. % Mean ± SD 

Poor Knowledge (M=36-60) 24 80.0 

51.66 ± 13.399 
Moderate Knowledge (M=61-84) 5 16.7 

Good Knowledge (M=85-108) 1 3.3 

Total 30 100.0 

 Table 4-2-9 results show that the participants had a low 

knowledge level throughout the pre-test period (mean ± 

sd=51.66±13.399) with regard nutrition of oncologic patients (n=24; 

80%). 

Table 4-2-10: Distribution of Control Group at Post-test Concerning 

to Nutrition Knowledge of Cancer Patients. 

items M.s. ± SD Ass. 

1 Eating sugar worsens cancer. 2.36±0.764 Good 

2 All oncology patients consume a diet rich in energy. 1.46±0.681 Poor 

3 
The patient should drink a lot of soft drinks before and during meals so as not to 

lose his appetite 
1.46±0.681 Poor 

4 Oncology patient should eat a diet rich in vegetables, fruits and whole grains 1.43±0.678 Poor 

5 
Side effects of chemotherapy include nausea, fatigue, hair loss, and changes in the 

urinary tract 
1.43±0.773 Poor 

6 

Nutritional assessment should begin as soon after diagnosis as possible and should 

take into account the goals of treatment (curative, control or alleviation) with a 

focus on both the current nutritional status and expected symptoms related to 

nutrition. 

1.50±0.776 Poor 

7 All oncology patients consume small portions of food during the day 1.50±0.731 Poor 

8 To avoid diarrhea, the patient should eat a lot of fried or fatty foods 1.53±0.819 Poor 

9 All oncology patients consume a diet rich in protein. 1.46±0.730 Poor 

10 All oncology patients need to take oral nutritional supplements. 1.43±0.727 Poor 

11 All cancer patients need to drink more fluids. 1.36±0.668 Poor 

12 All oncology patients should achieve and maintain a healthy weight. 1.36±0.668 Poor 

13 
If the patient is overweight or obese, he should limit the intake of high-calorie 

foods and drinks and increase physical activity to promote weight loss 
1.43±0.727 Poor 

14 
To avoid problems with the urinary tract, kidneys and bladder, the patient should 

avoid caffeinated drinks. 
1.56±0.727 Poor 

15 
Symptoms such as loss of appetite, early satiety, changes in taste and smell, and 

bowel disorders are common side effects of cancer. 
1.67±0.844 Poor 

16 

Excessive weight loss and poor nutritional status can occur early in the course of 

some cancers, although the prevalence of malnutrition and weight loss varies 

widely across cancer types and stage of diagnosis. 

1.63±0.850 Poor 

17 

Consuming enough calories to prevent additional weight loss is vital for sufferers 

who are at risk of losing weight due to anti-cancer therapies that affect the 

digestive system. 

1.68±0.808 Poor 

18 Additional weight gain is a frequent complication of treatment 1.34±0.660 Poor 

19 Cancer can cause profound metabolic and physiological changes that can affect 1.36±0.668 Poor 
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nutritional requirements for macronutrients (carbohydrates, proteins and 

microelements (vitamins and minerals). 

20 
All major cancer treatment methods, including surgery, radiation and 

chemotherapy, can greatly affect nutritional needs. 
1.23±0.568 Poor 

21 
The overall goals of nutritional care for patients should be to prevent or reduce 

nutrient deficiencies, and to achieve or maintain a healthy weight 
1.96±0.850 

Modera

te 

22 To relieve the feeling of nausea and vomiting, the patient should eat fast food 1.63±0.808 Poor 

23 

Patients who are unable to eat adequate amounts of food and are at risk of 

malnutrition may require other means of nutritional support, such as drug therapy 

using appetite stimulants, enteral feeding via tube feeding, or parenteral nutrition. 

1.67±0.844 
Modera

te 

24 

A subset of dietary supplements, antioxidants, can prevent cellular oxidative 

damage to cancer cells needed for treatments, such as radiotherapy and 

chemotherapy, to be effective. 

1.46±0.776 Poor 

25 Symptoms of anemia include pallor or yellowing of the face. 1.56±0.817 Poor 

26 
One of the nursing interventions for a patient suffering from a lack of body fluids is 

the monitoring of fluids input and output. 
1.53±0.776 Poor 

27 

One of the complications of malnutrition is general weakness and a feeling of 

fatigue associated with the patient, which in turn negatively affects his psyche 

(sadness, anxiety, lack of self-confidence…). 

 

1.36±0.668 Poor 

28 

To maintain adequate amounts of fluids during cancer treatment, adequate amounts 

of water should be taken in addition to fluids other than water (beef broth, fish 

broth, and broth). 

1.63±0.808 Poor 

29 

Malnutrition and rapid weight loss during the treatment of cancerous diseases can 

cause complications that can disrupt the proper functioning of the treatment 

protocol. 

1.63±0.808 Poor 

30 
One of the bad habits of cancer patients is to eat every few hours without feeling 

hungry. 
1.56±0.773 Poor 

31 Encouraging more low-calorie drinks (such as water, coffee, tea, and diet drinks). 1.66±0.844 Poor 

32 Using bone broth with soup is a tip for adding more protein to your diet 1.46±0.730 Poor 

33 100 calories and 9 grams of protein can be obtained from a cup of Insure Milk. 1.67±0.802 
Modera

te 

34 Whole milk is a useful meal for cancer patients. 1.46±0.628 Poor  

35 
One of the useful meals for cancer patients who suffer from a change in food taste 

is the use of onions or garlic to give a pleasant flavor to vegetables or meat. 
1.56±0.817 Poor 

36 
In patients with anorexia or early satiety and at risk of being underweight, eating 

smaller, more frequent meals can help fill in the patient's nutritional intake. 
1.46±0.730 Poor 

 Results revealed the responses of the sample of study at the 

Post-test with regard knowledge towards nutrition of oncologic patients. 

The results demonstrate that the nurses poored all of the analysed items 

on the post-test for the control group (M.s.=1-1.66), with the exception of 

the item numbers (21, 23 and 33), where the response was moderate 

(M.s.=1.67-2.33); and items number (1) nurses expressed good 

knowledge (M.s.≥2.34). 
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Table 4-2-11. Distribution of the Overall Nurses Knowledge about 

Nutrition of Oncology Patients at Post-test for Control 

Group 

Weighted Freq. % Mean ± SD 

Poor Knowledge (M=36-60) 22 73.3 

55.53 ± 15.368 
Moderate Knowledge (M=61-84) 6 20.0 

Good Knowledge (M=85-108) 2 6.7 

Total 30 100.0 

  

The results revealed that the nurses had a knowledge deficit 

during the post-test period (mean ± sd=55.53±15.368) with regard 

nutrition of oncologic patients (n=22; 73.3%). 

Table 4-2-12: Comparison of Pre- and Post-test Total Answers to 

Level of knowledge for the Control Group  

Control Group 

Knowledge 

Weighted M.s SD t df p-value Sig 

Pretest 1.43 0.372 

1.382 29 0.178 NS 

Post-test 1.54 0.426 

Table 4-2-12 Results reveal that there was non-significant 

change in knowledge score between 2 times of measures (pretest and 

Post-test) (p=0.178), also there was no difference in nurses' knowledge at 

the Post-test (M SD=1.540.426) comparing to pretest (M SD=1.430.372). 
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Table 4-2-13: Comparison between the responses of Study Sample 

(Study and Control Groups) at two period of 

measurement (pre and posttest) about level of 

Knowledge in relation to Nutrition of Oncology Patients 

Pretest 

Weighted M.s SD t df p-value Sig 

Study 1.58 0.402 
1.498 58 0.140 NS 

Control 1.43 0.372 

Post-test 
Study 2.37 0.451 

7.295 58 0.001 HS 
Control 1.54 0.426 

Displays a no statistically significant changes between 

knowledge of study group (mean ± sd= 1.58±0.402) and control group 

(mean ± sd = 1.43±0.372) in the pretest time of measurements (p=0.140). 

Whereas there is a highly statistically significantly changes between the 

mean score of study (mean ± sd= 2.37±0.451) and control (m ± s.d= 

1.54±0.426) groups at the post-test time of measurements (p=0.001).  

4.3. Differences in Two Test Knowledge of Nurses towards 

Nutrition of Oncology Patients with Regards Their 

Socio-Demographic Characteristics for Study Group 

Table 4-3-1: Differences Between knowledge and Nurses Age (n=30) 

Age Source of 

variance 

Sum of 

Square 

DF M
2
 F p-value 

Pretest 

knowledge 

Between Group 1.334 3 .445 3.430 .032 

Ass. Within Group 3.371 26 .130 

Total 4.705 29  

Post-test 

knowledge 

Between Groups .709 3 .236 1.180 .337 

No-Ass. Within Groups 5.208 26 .200 

Total 5.917 29  

 Findings illustrated there are a significant difference in nurse's 

knowledge about nutrition of oncology patients with regard age at pretest 

(p=0.032); and there were no-significant differences in knowledge about 
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nutrition of oncology patients with regard nurses age at Post-test 

(p=0.337) after education programs. 

Table 4-3-2: Differences Between Nurses’ Knowledge and Gender 

(n=30) 

Pretest 

knowledge 

Gender M SD t  DF p-value Sig 

Male 1.75 .40813 1.659 28 0.108 No-

Ass. Female 1.50 .38283 

Post-test 

knowledge 

Male 2.18 .38539 1.651 28 0.110 No-Ass. 

Female 2.46 .46202 

Findings illustrated there were no-significant differences in 

knowledge of nurses about nutrition of oncology patients at two period of 

measurements pretest (p=0.108) and posttests (p=0.110) after educational 

programs with regard male and female nurses. 

Table 4-3-3: Differences between nurses’ knowledge and nurses place 

of residence (n=30) 

Pretest 

knowledge 

Residents M S.D t DF p≤ 0.05 Sig 

Rural 1.44 .155 
1.089 28 0.285 

No-

Ass. Urban 1.62 .445 

Post-test 

knowledge 

Rural 2.20 .508 
1.129 28 0.268 No-Ass. 

Urban 2.42 .432 

 Findings illustrated there were no-significant differences in 

nurse's knowledge about nutrition of oncology patients at two period of 

measurements pretest (p=0.285) and posttests (p=0.268) after educational 

programs with regard rural and urban residents. 

Table 4-3-4: Differences between nurses’ knowledge and level of their 

education (n=30) 

Education 

Level 

Sources of 

variance 

Sum of 

Square 
DF M

2
 F p≤ 0.05 

Pretest 

knowledge 

Between Group .262 2 .131 

.796 
.046 

Ass. 
Within Groups 4.443 27 .165 

Total 4.705 29  

Post-test 

knowledge 

Between Groups .222 2 .111 

.526 
.597 

No-Ass. 
Within Groups 5.695 27 .211 

Total 5.917 29  
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Finding illustrated there are statistically significant difference 

in nurse's knowledge about nutrition of oncology patients with regard 

education level at pretest (p=0.046); and there were no-significant 

differences in knowledge about nutrition of oncology patients with regard 

nurse's education level at Post-test (p=0.597) after education programs. 

Table 4-3-5: Distribution the nurses' knowledge and years of 

experience (n=30) 

Years of 

experience 

Sources of 

variance 

Sum of 

Squares 
DF M

2
 F p≤ 0.05 

Pretest 

knowledge 

Between Group 1.392 2 .696 

5.674 
.009 

Ass. 
Within Groups 3.313 27 .123 

Total 4.705 29  

Post-test 

knowledge 

Between Groups .588 2 .294 

1.488 
.244 

No-Ass. 
Within Groups 5.330 27 .197 

Total 5.917 29  

 Finding illustrated there were a significant difference in 

knowledge of nurse about nutrition of oncology patients with regard years 

of experience at pretest (p=0.009); and there were no-significant 

differences in knowledge about nutrition of oncology patients with regard 

nurse's years of experience at Post-test (p=0.244) after education 

programs. 

Table 4-3-6: Differences in Nurses Knowledge and Years of 

Experience in Oncology Unit (n=30) 

Experience 

in oncology 

Sources of 

variance 

Sum of 

Square 
DF M

2
 F p-value 

Pretest 

knowledge 

Between Group .764 1 .764 

5.426 
.027 

Ass. 
Within Groups 3.941 28 .141 

Total 4.705 29  

Post-test 

knowledge 

Between Groups .060 1 .060 

.287 
.597 

No-Ass. 
Within Groups 5.857 28 .209 

Total 5.917 29  

Finding in table 4-4-6 illustrated there are a significant difference 

in knowledge of nurses about nutrition of oncology patients with regard 

years of experience in oncology unit at pretest (p=0.027); and there were 
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no-significant differences in knowledge about nutrition of oncology 

patients with regard nurse's years of experience in oncology unit at Post-

test (p=0.597) after education programs. 

Table 4-3-7: Differences in nurses' knowledge and training sessions 

(n=30) 

Training 

sessions 

Sources of 

variance 

Sum of 

Squares 
DF M

2
 F p-value 

Pretest 

knowledge 

Between Group .531 2 .265 

1.717 
.199 

No.Ass. 
Within Groups 4.174 27 .155 

Total 4.705 29  

Post-test 

knowledge 

Between Groups .011 2 .005 

.024 
.976 

No-Ass. 
Within Groups 5.907 27 .219 

Total 5.917 29  

Finding illustrated there were a significant difference in 

knowledge of nurses about nutrition of oncology patients with regard 

training sessions at pretest (p=0.199); and Post-test (p=0.976) after 

educational program. 
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                              Chapter Five 

                           Discussion of the Study Results 

This chapter deals with the interpretation of the results through 

the; data have been analyzed and interpreted according to the study 

objectives. The educational programs are designed to provide nurses 

knowledge towards nutrition of oncologic patient's center in Al-Diwaniyah 

Specialized Oncology Center. 

5.1. Socio-Demographic Characteristics 

Nurses Age  

Table 4.1 result shows participants' ages; the means of age of 

nurses in the study groups is (M± SD25 ± 7.694), with ages 20-29 years old 

accounting for the biggest proportion (n=25; 83.3 percent). While the 

means of age of the nurses in the control groups is (Mean and SD= 28 ± 

7.672), the age group 20-29 years old has the largest proportion of nurses 

(n=19; 63.3 percent). In both groups, there were no significantly different 

in age categories for nurses (p=0.130). the absence of a significant 

difference means that the sample is homogeneous between the two groups, 

because most of them are diplomas holders so they are from the youth 

group. These findings come with a study conducted in Jordin by Sharour,  

(2019), the mean age for participants   is 29.5 and the ages group of 20-30 

years old represent the majority. this findings is  supported by a study 

conducted in Iraq, which found that nurses are with age group of (20-29) 

years (Salih, 2019). But, this finding is not consisted by study conducted 

for improving the quality of nursing care for patients with leukemia which 

found that the study sample mean age was above than 30years(Shafik & 

Abd Allah, 2015), also these findings are not consisted with a study 

conducted in Iraq, which found that the nurses working in oncology units 

had age more than 30 years, (Ali & Jaddoue, 2016). 

Nurses Gender 
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In relation to gender, female nurses largely dominated mainly in 

the study group (n=20; 66 percent). The absence of a high significant 

difference means a strong point that serves the educational programs for the 

purpose of comparison. These findings  are come consisting with Al 

Kalaldeh & Shahein, (2014) who found in their participants the female 

nurse were more than male. also these findings consisted with a study 

conducted in Iraq, which found that females are  more than males (Ali & 

Jaddoue, 2016). But, these findings unsupported by another study 

conducted in Iraq, which found that males and females are equal number 

(male= 50% and female= 50%) (Salih, 2019). 

Nurses' places of Residents  

The urban resident was predominated among nurses in each 

group study-control (n=23; 76.7%) and (n=18; 60%) respectively. There is 

no-significantly difference in residents for nurses both (p<0.171). These 

findings comes consisting with (Ismael & Baiee, 2020) in their 2018 

Revision of World Urbanization Prospects, they discovered that 55 percent 

of the world's population lives in cities, with that percentage predicted to 

rise to 68 percent by 2050. According to projections, urbanization, or the 

gradual shift in human population from rural to urban areas, combined with 

global population growth could add more 2.5 billion people to urban areas 

by 2050, with Africa and Asia accounting for nearly 90percent of this 

increase, as per a new United Nations data set released.  

Nurses Education Levels 

In regard with education levels, about half of nurses were 

diploma graduated in study group (n=13; 43.3%). While, most of nurses in 

control group were distributed a diploma and college of nursing graduated 

(n=10; 33.3%) for both. There no-significant difference in educational 

levels for both group (p<0.757). Due to more schools that award such 

degrees, the diploma degree was thought to be the largest proportion 

among nurses in health organizations (table 4-1-4). These finding agree 
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with Theilla et.al ( (6102  who did Assessment, Knowledge and Perceived 

Quality of Nutrition Care they showed that a diploma degree was (50%) in 

their nursing qualification and 29% had a nursing collage. Also these 

findings supported by a study conducted for improving the quality of 

nursing care for patients with leukemia which found that most of the nurses 

at oncology units had nursing institute graduated (Shafik & Abd Allah, 

2015).also, These findings was also supported by a study conducted for 

assessment nurses knowledge and practice regarding educational needs for 

Patients with Leukemia which found that most of nurses had diploma 

degree in nursing (Taha  et al 6102,. ).But the findings are unsupported by a 

study conducted in Iraq which found that (45%) of them were graduated 

from nursing high school which is the highest percentage among 

educational level  (Salih, R. 2019). 

Nurses Experience 

Concerning years of experience, nurses in the control study 

expressed that < 5 year of experience (n=25; 83.3%) and (n=18; 60%) 

correspondingly the study and control groups. Nurses' years of experience 

did not differ significantly between the two groups (p0.360). Years of 

experience in oncology unit, for a less than 5 years of experience in 

oncology unit (n=29; 96.7%) and (n=21; 70%) correspondingly in both 

group. Nurses' years of experience did not differ significantly between the 

two groups (p0.061). (table 4-1), this may due to nurses were young and 

institute graduated, so we find them with fewer experience years. These  

finding come consisting with a study conducted in Iraq by (Ahmed & suad, 

2018). The result of the study were (66.7%) in study group, (63.3%) in 

control group have (5) years and less of working in oncology wards, this 

may interprete that most of oncology nursing staff are new and   younger 

employees with low experiences.these findings supported by a study of 

(Salih, 2019) conducted for improve Nurses' Knowledge and Practice 

toward Nursing Management for Patient with leukemia's undergoing 
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Chemotherapy in Baghdad Teaching Hospital  findings demonstrated that 

more than half of nurses reporting (1-5) years of experience for working in 

nursing field (52.5%), more of their working years were in hematology 

ward that refer to (1-5) years with percentage of (72.5%). Also these 

findings come in line with a study condacted in jordin by Sharour, (2019). 

The study group had a mean experience of 2.9 years (SD = 0.79) whereas 

the control group had a mean experience of 3.2 years (SD = 0.81). 

Nurses Training Courses 

Unfortunately, Nurses in study and control groups expressed that 

they had good chance for attending training sessions in oncology unit 

(n=19; 63.3%) and (n=17; 56.7%). There no-significant differences in 

exposure training sessions of nurses of both groups (p<0.480). (Table 4-1-

7), this result reveals the need the enhancement of continuous nursing 

education regarding nursing nutritional instructions for patients with 

Cancer. Thes finding comes with Al Kalaldeh & Shahein (2014), the 

majority (82.3%) of nurses were not attending any training session because 

hospital policy does not care about this activity. 

Also This finding agrees with Theilla et.al ( (6102  who 

Assessment, Knowledge and Perceived Quality of Nutrition Care amongst 

findings showed More than half (54%) had advanced nurse training while 

16% had received specific training in nutrition care in the five years prior 

to the study. these findings supported a study by (ahmed&suad,2018) 

Concerning participation in training courses in the field of chemotherapy 

treatment, (63.3%) in the study and control group had no participation in 

training courses, this, may indicate the low level of the role of continuing 

education units in hospitals. 

This result agrees with (Mohammed & Aburaghif, 2018) point of 

view who presented that (62.9%) of nurses had no participation in training 

courses. While it disagrees with (Ulas et al., 2015) who revealed that the 

highest percent (60%) of study sample have training courses.  
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This, may indicate the lacking of the effective role of continuing 

education units in hospitals under the study, by the other hand attending 

continuous nursing education courses and training programs have the 

benefits of maintenance nurses up-to-date and refining their knowledge in 

oncology nutrition and encourage the use of evidence base practice which 

is highly requested approach for high quality cancer patient care. 

5.2. Nurses’ Knowledge About Nutrition of Cancer Patients 

(Study and Control Groups) 

5.2.1. Nurses Knowledge Towards Nutrition of Oncology 

Patients at Pretest for Each Group (Study and Control).  

A total of 36 items have been used to assess respondents' 

knowledge of nutrition for oncologic patient, with an average score of 85-

108 indicating a high level of knowledge, 61-84 indicating a moderate level 

of knowledge, and 36-60 indicating a poor level of knowledge. At the 

pretest phase of assessment for both research groups, nurses acknowledged 

a low knowledge level about diet of oncologic patient, according to the 

present study results (MEAN ± SD=57.06 ± 14.500) (table 4-2-2) and 

control group (Mean ± SD=51.66 ± 13.399) (table 4-2-9). This is a 

worrying finding for dealing with nutritional status for cancerous patients. 

The is no-statistically significant differences between study 

(Mean ± SD = 1.58±0.402) and control (Mean ± SD = 1.43±0.372) group 

in the pretest time of measurements (t=1.498; p=0.140) with regard nurses' 

knowledge towards nutrition of oncologic patients (table 4-2-13). The 

research results demonstrate that the nurses in the study group have same 

degree of poor knowledge as that of the nurses in the control group.  

The nurses' lack of knowledge about proper nutrition of oncology 

patients could be due to several factors: they do not continuously develop 

and update their knowledge; most nurses working headily in health 

institutions and have no time to read, so they do not use evidence base 
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practice; as a result, of that they have are unable to recall high quality 

information, related to nutritional status of cancer patient. 

The foregoing present study findings are in agreement with 

previous studies, which reported similarly low levels of nurses‟ knowledge 

about nutrition of oncologic patients. Thus, merel et.al (2017), 

demonstrated in their findings a generally nurses expressed a deficient 

knowledge, with less than two-fifth of the nurses having satisfactory 

knowledge about nutrition of oncologic patients. 

Nurses in both the study (mean [M]= 8.00, SD= 1.65) and control 

groups (M= 6.00, SD= 1.65), according to research by Jordin, Sharour, 

(2019), lacked nutritional evaluation and guidance expertise prior to the 

intervention by education programmer.  

Our results go the same line, In a study in Rwanda 

Kanyamuhunga et.al(6160) 160 nurses participated in the study 56% of 

responders had poor overall knowledge towards nutrition cancer patient  in 

a mean of score 5.76 (SD± 2.08). Similar finding was report by Morsy et.al 

(6102)  who studies Nurses’ knowledge and practices about Palliative Care 

among Cancer Patient in a University Hospital, the studied nurses had 

unsatisfactory knowledge level, with mean scores of 57.7% of 26.53 + SD= 

613.28. 

In a study in Sweden Persenius,(2008) assessments of the 

patients’ nutritional condition seems to be a weak link in the nutritional 

nursing care. Nutritionally compromised patients may hereby remain 

unidentified and thus not properly cared for. Furthermore, the results of the 

screening and assessment must be a base for the patient’s care plan. 

Oncology nurses see people with cancer regularly from the 

moment of diagnosis through treatment completion, and they have more 

time with survivor than oncologist as well as other healthcare professionals. 

As a result, they have plenty of opportunity to give proper nutritional care 

to people with cancer, as well as to address issues that may arise before and 
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after treatment, such as fluid consumption, food supplement, or seeing a 

nutritionist  (Ewing, 2015). 

There are evidences that proper nutrition  of cancer patients is 

considered  as vital role for diminishing morbidity & mortality in patients 

undergoing chemotherapy( William NF et al ., 2018). 

This poor knowledge of nursing staff about nutritional care of 

Iraqi oncology patients as compared to the findings of other researchers 

outside Iraq might be related to other factors such as missed of this 

teaching materials from the syllabus of Iraqi nursing academic institutions , 

according to the researcher point of view,  most of nursing colleges syllabi 

have a very limited training materials about oncology nursing and about the 

nutritional status of cancerous patients, attention should be paid to this 

weakness point, because good  and high quality educating materials during  

the undergraduate is essential to improve the competencies of future 

graduated nurses in the field of nutrition  knowledge for patients with 

chronic serious chronic diseases such as cancer patients, this can make 

positive  attitudes and efficient  practices in this career, sufficient  and 

efficient continuous education for nurses  in hospitals and oncology units  ( 

on job training) is strongly requested to overcome this serious insufficient  

knowledge of health care providers of oncology patients in our country. 

This shortcoming may also be related to extreme shortage of qualified   

experts in the field of nutrition both preventive and therapeutic 

nutritionists. Poor research activities (both in undergraduates and post 

graduates nursing studies in this field may be considered as an important 

factor related to this nursing health problem. 

5.2.2. Nurses Knowledge Towards Nutrition of Oncology Patients at 

Post- Test for Each Group (Study and Control)  

At the posttest phase of assessment, nurses in the present 

research indicated a high degree of knowledge about nutrition for cancer 

patient (MEAN ± SD=85.33 ± 16.261) after application of education 
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programs (table 4-2-4). At the posttest time of assessment, nurses in the 

control group had a low knowledge level (M SD=55.53± 15.368). (table 4-

2-11). This data indicates that the teaching programs was successful, since 

nurses in the research group indicated satisfaction. 

There is a statistically significant change concerning the study 

(M ± S. D= 2.37±0.451) and control (M ± S. D= 1.54±0.426) group at the 

posttest time of measurements (t-test= 7.295; df=58; p=0.000) with regards 

knowledge towards nutrition of oncology patients (table 4-2-13). The 

results of the research demonstrate that after executing the education 

programsme, the study group (30 nurses) increased their knowledge score 

as when compare to the control group (30 nurses). 

There is a widely known theory that says (There are a significant 

difference in nurses' knowledge between study control and group group). 

Nurses in the research group benefited significantly from a nutrition 

education programs for cancer patients. According to this regard, the rate of 

nurses who were willing to give nutrition support to cancerous patients was 

66.7% (table 4-2-4) and their knowledge was not influenced by the time 

that has been passed (p=0.326) (table 4-2-7). It has been established that a 

significant number of nurses will participate and benefit from training 

program tailored just for them. However, research is needed to determine 

the rate of success of these programs and their impact on oncology center 

knowledge.  

These findings back up those of ( Bjerrum et al.  6102 )who found 

that training program improve nurses' performance, knowledge about 

nutrition, which illustrated there were significant differences between 

nurses who participated in the intervention and control groups in terms of 

knowledge (P =0.001), in the direction of nutrition The nurses were more 

conscious of their specialized function following the training programs , 

which they defined as promoting the acceleration of nutrition care. They 

now felt and behaved responsibility toward their coworkers, and they 
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remarked that they had received more respect in order to fulfil the function: 

'I now have a role that I didn't have before.' They know I know what I'm 

talking about and that I'm capable of doing so.' They made an effort to be 

present on the ward and available for guidance. "If my colleagues ask 

advice, I don't tell them that I don't have time and that they would have to 

handle it themselves," they said. After the programs, I wouldn't dream of it, 

therefore I feel really accountable( Bjerrum et al.  6102 ). 

Attending standard training programs on nursing knowledge 

about nutrition had a positive effect. This finding is comparable with the 

finding of the studies conducted in USA (Malone, 2015), Jordin and Egypt 

(Al Kalaldeh & Shahein, 2014) (Morsy et al.  6102 ). 

This might be due to the fact that training may increase their 

familiarity with standards of knowledge about nutrition, and may enhance 

their knowledge toward nutrition, and may also add their value of 

knowledge about nutrition. So, training will be helpful to improve 

knowledge about nutrition. 

 

 

 

 

5.2.3. Statistical Differences in Two Test Knowledge of Nurses 

Towards Nutrition of Oncology Patients with Regards their 

Socio-demographic Characteristics for Study Group 

5.2.3.1. Nurses Knowledge and Age group 

Findings of this study illustrate there is significant differences in 

nurses' knowledge about nutrition of oncology patients with regard age at 

pretest (p=0.032); and there were no-significant differences in knowledge 

about nutrition of oncology patients with regard nurses age at posttest 

(p=0.337) after education programs for vit d3 and ca++ knowledge.  



Chapter Five: Discussion of the Study Results                                                             

 

113 

This finding means that the nurses knowledge towards nutrition 

of oncology influenced by the different age groups, Young oncologist 

nurse, nurses with less education, and nurses that counselled cancer 

survivor throughout treatment all reported having inadequate nutritional 

expertise. (Van Veen et al.,6102) 

5.2.3.2. Nurses Knowledge and Gender 

Findings illustrated there are no-significant differences in nurses' 

knowledge about nutrition of oncology patients at two period of 

measurements pretest (p=0.108) and posttests (p=0.110) after educational 

programs with regard male and female nurses (table 4-3-2).  

The mean knowledge scores for male nurses in pre-posttest 

(1.75and 2.18) respectively, which were about the same knowledge scores 

for female nurses in pre-posttest (1.50and 2.46). this means that, there is no 

difference in poor knowledge (pretest) with regards male and female 

nurses; and good knowledge (posttest) after educational programs. In other 

words, nurses' knowledge about nutrition of oncology patients does not 

depend on gender, but rather on the educational programs. also, El-Aqoul 

et al. (6161), depicted in their findings that the gender of nurses did  not 

influence their knowledge towards importance of nursing nutrition of 

oncology patients. 

5.2.3.3. Nurses Knowledge and Residents. 

Findings illustrated there were no-significant differences in 

nurses' knowledge about nutrition of oncology patients at two period of 

measurements pretest (p=0.285) and posttests (p=0.268) after education 

programs with regard rural and urban residents. This finding agree  with the 

finding of (Ke et.al.,6112). 

 

5.2.3.4. Nurses Knowledge and Education Level. 

Findings illustrated there are significant differences in nurses' 

knowledge about nutrition of oncology patients with regard education level 
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at pretest (p=0.046); and there were no-significant differences in 

knowledge about nutrition of oncology patients with regard nurse's 

education level at posttest (p=0.597) after educational programs (table 4-3-

4). 

These results confirm that nurse's knowledge about nutrition of 

oncology patients is highly dependent on the educational level. High degree 

of education had been significantly increased knowledge scores. This 

finding is supported by Theilla et al,. (6102) . Findings showed that the 

educational level of nurses had significant association with knowledge 

about nutrition. 

5.2.3.4. Nurses Knowledge and Years of Experience  

Findings illustrated there are significant differences in nurses' 

knowledge about nutrition of oncology patients with regard years of 

experience at pretest (p=0.009); and there were no-significant differences 

in knowledge about nutrition of oncology patients with regard nurses' years 

of experience at posttest (p=0.244) after application the education 

programs. (Table 4-3-5).  

This finding supports Al Kalaldeh & Shahein's (2014) results in 

Jordin. Nurses scored higher in applying physical examination and 

anthropometric assessment because they were consistent in their 

knowledge, responsibility, and documentation of nutritional assessment. 

Biochemical tests were utilized more frequently by nurses, whereas 

biophysical measures were used less commonly. Biophysical assessment 

was adhered to better by nursing professionals with more clinical 

experience than new nurses. 

This findings disagrees  with   Sharour, (2019) who stated there 

were no significant association between knowledge of nurses and their 

experience year. These results confirm that the knowledge of nurses does 

not differ with more or less years of experience, but rather it varies 

according to another factor (educational programs) that may increase or 
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decrease. There is no difference whether the years of experience have 

increased or decreased in relation to conducting the educational programs 

in increasing the knowledge related to knowledge about nutrition of 

oncology patients. 

5.2.3.5. Nurses Knowledge and Years of Experience in Oncology Unit 

Findings illustrated there were significant differences in nurses' 

knowledge about nutrition of oncology patients with regard years of 

experience in oncology unit at pretest (p=0.027); and there were no-

significant differences in knowledge about nutrition of oncology patients 

with regard nurses' years of experience in oncology unit at posttest 

(p=0.597) after education programs (Table 4-3-6).  

These findings come in line with (Prince, 2013) Findings who 

showed that the years of experience in oncology unit of nurses had 

significant association with knowledge about nutrition. 

5.2.3.6. Nurses Knowledge and Training Courses 

Findings illustrated there were no-significant differences in 

nurses’ knowledge about nutrition of oncology patients with regard training 

sessions at pretest (p=0.199); and posttest (p=0.976) after educational 

programs (Table 4-4-7). these finding agree with (Bachrach-Lindström et 

al. (2007)  who stated that the training sessions were insignificantly 

associated with nurses knowledge towards nutrition. Training courses are 

not considered as factors affecting nurses' knowledge about of oncology 

patients, because training courses affect practices. Through our results, 

most of the nurses did not attend training courses (63.3%) (table 4-1-7), so 

they have in the pretest (poor knowledge), while when attending the 

educational programs their knowledge did not differ only in its increase. 

That is, educational programs increase their knowledge, whether they have 

training courses or not. 
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Chapter Six 

Conclusion and Recommendations 

6.1. Conclusion:  

In light of the results discussion and their interpretations, our 

study concludes that: 

 

6.1.1. The majority of study sample were within the age group (20-29 years), are 

holding graduated a Diploma most of them they had experience (<5) years 

in the nursing field of oncology, Majority of the participants are females 

and most of them live in urban area, more than half of don’t participant in 

training. 

6.1.2. There were no variations the level of knowledge between the study group 

and control group in the pretest. 

6.1.3. Study group knowledge of oncology nurses about healthy diet and 

micronutrient supplement (Vit D and Ca) improved following exposure to 

the education programs on nursing nutrition of oncologic patients. The 

control group showed no improvement knowledge throughout the pre- and 

posttest. 

6.1.4. No-Statistical significant associations between level of knowledge and 

followings independent variable (age groups, gender, educational levels, 

number of years of service and number of years of work in oncology 

wards) p value > 0.05. 
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6.2. Recommendations: 

The present study could recommend, based on the above stated 

conclusion, that: 

6.2.1. There is a strong need to establish nutritional academic nursing specialty 

in our country such as one year post graduate diploma for our academic 

nurses in the field of therapeutic and preventive nutrition.  

6.2.2. Nurses' knowledge, in nutrition of oncologic patients should be paid high 

attention, restudied and mounter and evaluated periodically by health 

authority. 

6.2.3.  Training nurses especially juniors through continuing nursing education 

curses (on job training) in collaboration with the training and development 

departments in Iraqi health directors. 

6.2.4. Proper reporting and continues collection of data regarding nutrition of 

patients with NCDs in colluding cancer at district, provincial, and national 

levels in order to monitor the Micronutrients and Macronutrients 

malnutrition's. This can be done by the epidemiologic surveillance teams 

in the public health department in AL-Diwaniyah governorate in order to 

improve health information system. 

6.2.5. Establishing nutrition units (therapeutic and preventive nutrition) in 

primary health care centers and general hospitals to convincing the policy 

health makers through seminars, meetings and conferences to increase 

their level of nutritional awareness of health care provider. 

6.2.6. Further large-scale community based analytic studies (cohort studies) and 

randomized control trials are requested to identify the causal relationship 

between dietary factors and prognosis of different malignant diseases. 

6.2.7. Large scale nationwide intervention study should be planned, funded and 

implemented to confirm the importance of new educational nutritional 

programs for promoting oncology nurses Knowledge Attitudes and 

Practices in this field of nursing care.  
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 وسارة التعلين العالي والبحث العلوي 

    جاهعت بابل / كليت التوزيض    

 

 

لوزضى  الووزضيي هعارف في الغذائي التعليوي البزًاهج فاعليت

 السزطاى في هزكش الاورام في هحافظت الديواًيت

 اعداد الطالب 

 وليد علي ارهيح

 

 اشزاف 

 حسي علواى بيعي ا.د 

 

 

 

 

 

 

 

 

 



البرنامج التعلٌمً الغذائً فً معارف الممرضٌن لمرضى السرطان فً مركز الاورام فاعلٌة )

 (فً محافظة الدٌوانٌة

 المحاضرة الاولى

 المحاضرة  :   عنوان

    مكان المحاضرة:

 دلٌمة(  45ولت المحاضرة:  )

   الوسائل التعليمية:

 . محاضرة على ورق 1

 . عرض شرائح توضٌحٌة 2

 . بوسترات  3

 منالشة جماعٌة . 4

 

 حمائك رئيسية

 

فً  0202% بحلول عام 48تولّعت منظمة الصحة العالمٌة ازدٌاد حالات السرطان بنسبة 

  % .22البلدان المنخفضة والمتوسطة الدخل، فٌما ستبلغ هذه النسبة على مستوى العالم 

فً جمٌع أنحاء  ملٌون حالة سرطان جدٌدة 8488، سجلت منظمة الصحة العالمٌة 0284وفً العام 

 .0202ملٌون حالة بحلول عام  73و 05العالم. وتتولع المنظمة أن ٌصل الرلم إلى ما بٌن 

وأشارت المنظمة إلى أن السبب الأساسً فً ذلن هو أنّ هذه البلدان لم تخصص سوى موارد صحٌة 

الصحٌة فً هذه محدودة لمكافحة الأمراض المعدٌة وتحسٌن صحة الأمهات والأطفال، ولأن الخدمات 

 .البلدان غٌر مجهزة للولاٌة من السرطانات وتشخٌصها وعلاجها

% تمرٌباً من الوفٌات الناجمة عن السرطان فً البلدان المنخفضة الدخل 32تمع نسبة  .8

 .والمتوسطة الدخل

كتلة الجسم، نسبه  تعُزى حوالً ثلث الوفٌات الناجمة عن السرطان إلى تعاطً التبغ، وارتفاع  .0

ً الكحول، وانخفاض مدخول الجسم من الفواكه والخضروات، وللّة ممارسة النشاط وتعاط

 .البدنً

حالات العدوى المسببة للسرطان، مثل عدوى التهاب الكبد وفٌروس الورم الحلٌمً البشري،  .7

% من حالات السرطان فً البلدان المنخفضة الدخل والمنتمٌة إلى الشرٌحة 72مسؤولة عن 

 . المتوسطالدنٌا من الدخل 



من الشائع ظهور أعراض السرطان فً مرحلة متأخرة وعدم إتاحة خدمات تشخٌصه  .0

وعلاجه، وخصوصاً فً البلدان المنخفضة الدخل والمتوسطة الدخل. وتفٌد التمارٌر بأن العلاج 

% من البلدان المرتفعة الدخل، ولكنه غٌر متاح إلا فً نسبة تمل 52الشامل متاح فً أكثر من 

  .من البلدان المنخفضة الدخل% 81عن 

بلدان عن بٌانات عالٌة الجودة عن معدلات  7إلا بلد واحد من كل  0285لم ٌبلغ فً عام  .1

 . الإصابة بالسرطان

 

 تعرٌف السرطان:

السرطان مصطلح عام ٌشمل مجموعة كبٌرة من الأمراض التً ٌمكن أن تصٌب أي جزء 

من الجسم، وهنان مصطلحات أخرى مستخدمة هً الأورام الخبٌثة والتنشُّؤات. ومن 

السمات الممٌزة للسرطان التولدّ السرٌع لخلاٌا شاذة تنمو خارج نطاق حدودها المعتادة 

ءً مجاورة من الجسم وتنتشر فً أعضاء أخرى منه؛ وتطُلك وبإمكانها أن تغزو بعد ذلن أجزا

 . على العملٌة الأخٌرة تسمٌة النمٌلة، وتمثل النمائل أهم أسباب الوفاة من جراء السرطان

 المشكلة المطروحة

ملاٌٌن شخص  82السرطان سبب رئٌسً للوفاة فً جمٌع أنحاء العالم، ولد أزهك أرواح 

)من حٌث حالات  0202أكثر أنواعه شٌوعاً فً عام .  وفٌما ٌلً 0202فً عام 

 السرطان الجدٌدة(:

 ملٌون حالة(؛ 0802سرطان الثدي ) .8

 ملٌون حالة(؛ 0808وسرطان الرئة ) .0

 ملٌون حالة(؛ 8857وسرطان المولون والمستمٌم ) .7

 ملٌون حالة(؛ 8808وسرطان البروستات ) .0

 ملٌون حالة(؛ 8802وسرطان الجلد )غٌر المٌلانوما( ) .1

 .  ملٌون حالة( 8825سرطان المعدة )و .2

 :0202وفٌما ٌلً الأسباب الأكثر شٌوعاً للوفاة من جراء السرطان فً عام 

 ملٌون وفاة(؛ 8842الرئة ) .8

 وفاة(؛ 571 222والمولون والمستمٌم ) .0

 وفاة(؛ 472 222والكبد ) .7

 وفاة(؛ 325 222والمعدة ) .0

 . وفاة( 241 222والثدي ) .1
 انتشار السرطان في العراق 

 



 

 8102انتشار السرطان حول العالم



 

  ما أسباب السرطان؟

ٌنشأ السرطان عن تحول خلاٌا عادٌة إلى أخرى ورمٌة فً عملٌة متعددة المراحل تتطور عموماً من آفة سابمة 

إلى ورم خبٌث. وهذه التغٌرات ناجمة عن التفاعل بٌن العوامل الوراثٌة للشخص وثلاث فئات من  للتسرطن

 العوامل الخارجٌة، منها ما ٌلً:

 العوامل المادٌة المسرطنة، مثل الأشعة فوق البنفسجٌة والأشعة المؤٌنّة؛

لاتوكسٌن )أحد الملوّثات الغذائٌة( والعوامل الكٌمٌائٌة المسرطنة، مثل الأسبستوس ومكوّنات دخان التبغ والأف

 والزرنٌخ )أحد ملوّثات مٌاه الشرب(؛

   .والعوامل البٌولوجٌة المسرطنة، مثل الالتهابات الناجمة عن بعض الفٌروسات أو البكتٌرٌا أو الطفٌلٌات

 

صابة ٌرتفع بشدة معدل الإصابة بالسرطان مع التمدم فً السن، وذلن على الأرجح بسبب تراكم مخاطر الإ

بأنواع محددة منه، والتً تزداد مع التمدم فً السن. وٌمترن تراكم مخاطر الإصابة بالسرطان بمٌل فعالٌة آلٌات 

 إصلاح الخلاٌا إلى الاضمحلال كلّما تمدم الشخص فً السن.

 عوامل خطر الإصابة بالسرطان بأنواعه 



ط البدنً وتلوث الهواء من عوامل الخطر تعاطً التبغ والكحول واتباع نظام غذائً غٌر صحً وللّة النشا

   الرئٌسٌة للإصابة بالسرطان )وغٌره من الأمراض غٌر السارٌة(.

وهنان بعض الالتهابات المزمنة التً تمثل عوامل خطر للإصابة بالسرطان؛ وهً مشكلة بارزة تحدٌداً فً 

صت فً 13البلدان المنخفضة الدخل والمتوسطة الدخل. ولد نجمت نسبة  % تمرٌباً من أنواع السرطان التً شُخِّّ

الملوٌة البوابٌة وفٌروس الورم على نطاق العالم عن الإصابة بعدوى مسرطنة، ومنها جرثومة  2018عام 

   (.3بار )–وفٌروس إبشتاٌن Cو Bالحلٌمً البشري وفٌروسا التهاب الكبد 

وبعض أنماط فٌروس الورم الحلٌمً البشري من خطورة الإصابة بسرطان  Cو Bوٌزٌد فٌروسا التهاب الكبد 

المناعً البشري عن زٌادة كبٌرة فً الكبد وعنك الرحم على التوالً، فٌما تسفر الإصابة بعدوى فٌروس العوز 

 خطورة الإصابة بأنواع أخرى من السرطان، مثل سرطان عنك الرحم.

 الحد من عبء السرطان 

% من حالات السرطان عن طرٌك تلافً عوامل خطر 50% و30ٌمكن الولاٌة حالٌاً من نسبة تتراوح بٌن 

بالبٌنّات للولاٌة منه. وٌمكن أٌضاً الحد من عبء الإصابة بالمرض وتنفٌذ الاستراتٌجٌات المائمة المسندة 

السرطان من خلال كشف المرض مبكّراً وتزوٌد المرضى المصابٌن به بمدر كاف من العلاج والرعاٌة، علماً 

   أن فرص الشفاء من أنواع كثٌرة من السرطان تزٌد إذا شُخّصت مبكّراً وعُولِّجت كما ٌنبغً.

 الولاية من السرطان

 ل خطر الإصابة بالسرطان عن طرٌك ما ٌلً:ٌمكن تملٌ

 الإللاع عن تعاطً التبغ؛ .1

 الحفاظ على وزن صحً للجسم؛ .2

 اتباع نظام غذائً صحً ٌشمل تناول الفواكه والخضروات؛ .3

 ممارسة النشاط البدنً بانتظام؛ .4

 تجنّب تعاطً الكحول على نحو ضار؛ .5

إذا كنت منتمٌاً إلى فئة  B اب الكبدالحصول على التطعٌم ضد فٌروس الورم الحلٌمً البشري والته .6

 ٌوُصى بتطعٌمها؛

ولأجهزة  تجنب التعرض للأشعة فوق البنفسجٌة )الناتجة فً الممام الأول عن التعرض لأشعة الشمس  .7

 التسمٌر الاصطناعٌة(؛

 ضمان استخدام الإشعاع فً الرعاٌة الصحٌة على نحو مأمون وملائم )لأغراض التشخٌص والعلاج(؛ .8

 إلى الحد الأدنى من التعرض المهنً للإشعاع المؤٌن؛التملٌل  .9

لحد من التعرض لتلوث الهواء داخل المبانً وخارجها، بما فً ذلن غاز الرادون )وهو غاز مشع ا .10

المنازل والمدارس وأمكان -ٌنتج عن الاضمحلال الطبٌعً للٌورانٌوم، الذي ٌمكن أن ٌتراكم فً المبانً

  .العمل(

 



 الكشف المبكّر 

ن الحد من وفٌات السرطان إذا كُشفت حالاته وعُولجت مبكّراً. وفٌما ٌلً عنصرا الكشف عن حالاته ٌمك

   مبكّراً:

 التشخٌص المبكّر

من المُرجّح عند الإبكار فً تشخٌص السرطان أن ٌستجٌب المُصاب به للعلاج، وٌمكن أن ٌزٌد احتمال بمائه 

تكالٌف علاجه الباهظ الثمن. وٌمكن إدخال تحسٌنات كبٌرة على  على لٌد الحٌاة وٌملل معدلات المراضة، وكذلن

   حٌاة مرضى السرطان عن طرٌك الكشف عن المرض مبكّراً وتجنب تأخٌر الرعاٌة.

 وفٌما ٌلً المكونات الثلاثة للتشخٌص المبكّر:

 أن تكون على بٌنة من أعراض أشكاله، ومن أهمٌة التماس المشورة الطبٌة إذا ساورن الملك؛ .1

 إتاحة خدمات التمٌٌم والتشخٌص السرٌرٌٌن؛ .2

   .إحالة المرٌض فً الولت المناسب للحصول على خدمات العلاج .3

وٌكتسً التشخٌص المبكّر لأنواع السرطان المصحوبة بأعراض أهمٌة فً جمٌع المواضع وفٌما ٌخص معظم 

ٌر فً التشخٌص والعلاج أنواعه. وٌنبغً تصمٌم برامج مكافحة السرطان بطرٌمة تحد من حالات التأخ

   والرعاٌة وتتخطى الحواجز التً تعترضها.

 الفرز

ٌهدف الفرز إلى تحدٌد الأفراد الذٌن تشٌر نتائج فحصهم إلى إصابتهم بنوع معٌن من السرطان أو المرحلة 

ذلن السابمة لإصابتهم به لبل ظهور أعراضه علٌهم. وفً حال تحدٌد تشوهات أثناء الفرز، ٌنبغً أن ٌتُبع 

بإجراء مزٌد من الاختبارات لإثبات التشخٌص )أو نفٌه(، كما ٌنبغً إحالة المرٌض للحصول على العلاج، عند 

اللزوم. وبرامج الفرز فعالة بالنسبة لبعض أنواع السرطان ولكن لٌس كلها، وهً عموماً أكثر تعمٌداً واستنزافاً 

   وكادر متخصص من الموظفٌن.للموارد من التشخٌص المبكّر لأنها تتطلب معدات خاصة 

ٌستند اختٌار المرضى المشمولٌن ببرامج الفرز إلى السن وعوامل الخطر لتجنب الدراسات المفرطة فً نتائجها 

الإٌجابٌة الزائفة. ومن أمثلة طرق الفرز ما ٌلً: اختبار فٌروس الورم الحلٌمً البشري لكشف سرطان عنك 

 الرحم؛

 سرطان عنك الرحم؛عن لكشف واصها واختبار أخذ عٌنة نسٌجٌة وفح

 لكشف سرطان عنك الرحم؛ (VIA) والفحص البصري بحمض الخلٌن

 ً    .وتصوٌر الثدي بالأشعة لفرز حالات سرطان الثدي فً الأماكن التً تمتلن نظماً صحٌة متٌنة أو متٌنة نسبٌا

  وٌلزم ضمان جودة برامج الفرز والتشخٌص المبكّر على حد سواء.



 العلاج

غنى عن التشخٌص الصحٌح للسرطان لعلاجه كما ٌنبغً وبفعالٌة لأن كل نوع من أنواعه ٌتطلب ممرراً لا 

علاجٌاً محدَّداً، وٌشمل علاجه فً العادة العلاج الإشعاعً و/ أو العلاج الكٌمٌائً و/ أو الجراحة. وتحدٌد 

من ذلن عموماً هو علاج السرطان  الأهداف المنشودة من العلاج من أولى الخطوات الهامة، والهدف الأساسً

أو إطالة عمر المصاب به إلى حد كبٌر. كما أن تحسٌن نوعٌة حٌاة المرٌض هدف هام ٌمكن تحمٌمه عن طرٌك 

تزوٌد المرٌض بالدعم اللازم لصون عافٌته البدنٌة والنفسٌة الاجتماعٌة والمعنوٌة وتزوٌده بالرعاٌة الملطفة فً 

   ه بالسرطان.المراحل النهائٌة من إصابت

وترتفع معدلات الشفاء من بعض أكثر أنواع السرطان شٌوعاً، كسرطان الثدي وسرطان عنك الرحم وسرطان 

   الفم وسرطان المولون والمستمٌم، عندما تكُشف مبكّراً وتعُالج وفماً لأفضل الممارسات.

منوٌة الخصوٌة وشتى أنواع سرطان كما ترتفع معدلات الشفاء من بعض أنواع السرطان، مثل أورام المنوات ال

الدم وأورام الغدد اللمفاوٌة التً تصٌب الأطفال، إذا زُوّد مرضاها بالعلاج المناسب، حتى فً حال انتشار 

  الخلاٌا المسرطنة فً أجزاء أخرى من الجسم.

 

 الرعاية الملطفة  

فة علاج ٌخففّ الأعراض الناجمة عن السرطان، ولا  ٌشفٌها، وٌحسّن نوعٌة حٌاة المرضى وحٌاة الرعاٌة الملطِّّ

فة الناس على العٌش بمزٌد من الارتٌاح، وهً رعاٌة تمسّ الحاجة إلٌها  أسرهم. وٌمكن أن تساعد الرعاٌة الملطِّّ

فً الأماكن التً ترتفع فٌها نسبة المرضى المصابٌن بالسرطان فً مراحل متأخرة من المرض تملّ فٌها 

   فرصهم فً الشفاء منه.

فة تخفٌف المعاناة الجسدٌة والنفسٌة الاجتماعٌة والمعنوٌة لدى نسبة تزٌد على  وٌمكن بفضل الرعاٌة الملطِّّ

   % من المرضى المصابٌن بالسرطان فً مراحل متمدمة.90

ولا غنى عن استراتٌجٌات الصحة العامة الفعالة والشاملة للرعاٌة المجتمعٌة والمنزلٌة من أجل تزوٌد المرضى 

فة.وأس    رهم بخدمات تخفٌف الآلام والرعاٌة الملطِّّ

وٌوُصى بموة بتحسٌن إتاحة المورفٌن المأخوذ عن طرٌك الفم لعلاج آلام السرطان التً تتراوح بٌن المعتدلة 

  % من المصابٌبن بالسرطان فً مرحلته النهائٌة.80والوخٌمة، التً تعانً منها نسبة تزٌد على 
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ان الهدف الاساسي من التغذية بصفة عامة هو إمداد الجسم بالعناصر الغذائية اللازمة و تزويده بالطالة للميام بالأنشطة اليومية. 
ستساعدن هذه المعلومات في الحصول على العناصر الغذائية المطلوبة في أثناء علاج السرطان. وهي تشرح توجيهات سلامة 
الأغذية المهمة والطرق التي من شأنها إضافة السعرات الحرارية والبروتين إلى نظامن الغذائي. كما أنها توضح تأثير علاجات 

 .السرطان المختلفة على تناولن للطعام وما يمكنن فعله للمساعدة في السيطرة على آثارها الجانبية

ِْؼٍِٛاخ ػٓ اٌرغز٠ح أشٕاء ػلاض اٌغشؽا  

تاٌغشؽاْ. ٕٚ٘ان تؼغ اٌرغ١١شاخ اٌرٟ ٠ّىٕه ذؼرثش اٌرغز٠ح اٌغ١ٍّح ِّٙح ٌٍغا٠ح تإٌغثح ٌٍّظات١ٓ 

إظشاؤ٘ا ا٢ْ ٚاٌرٟ ذغاػذن أشٕاء فرشج اٌؼلاض. اتذأ تاذثاع ٔظاَ غزائٟ طؽٟ. فغٛف ٠ّٕؽه رٌه 
اٌشؼٛس تاٌمٛج ٚاٌؼاف١ح، ٠ٚعؼٍه ذؽافع ػٍٝ ٚصْ طؽٟ، وّا ٠غاػذن ػٍٝ ِىافؽح اٌؼذٜٚ. ٚلذ 

ٌٍؼلاض أٚ اٌغ١طشج ػ١ٍٙا٠غاػذن ؼرٝ فٟ ِٕغ ظٙٛس تؼغ ا٢شاس اٌعأث١ح  . 

غزائٟ اٌّؼراد. لذ ذىْٛ تؽاظح إٌٝ ِٛاصٔح اٌعذ طؼٛتح فٟ اذثاع ٔظاَ ٔثذأ اٌؼلاض، لذ ٔتّعشد أْ 

ٕظاَ اٌغزائٟ )إػافح أٔٛاع ِخرٍفح ِٓ الأؽؼّح ٚاٌّششٚتاخ( ٌٍؽظٛي ػٍٝ اٌرغز٠ح اٌرٟ ذؽراظٙا. اٌ
ٔظّح اٌغزائ١ح اٌّم١ذج )اٌرٟ ذرعٕة أٔٛاػًا ِؼ١ٕح ِٚغ رٌه لا ذٛظذ تؽٛز واف١ح ٌّؼشفح ِا إرا وأد الأ

 .ِٓ الأؽؼّح أٚ اٌؼٕاطش اٌغزائ١ح( إِٓحً ٌلأشخاص اٌّظات١ٓ تاٌغشؽاْ

 والشيء الأكثز أهميت هو التأكد من الحصول على السعزاث الحزاريت وكميت البزوتين المطلوبت

جسد أثناء العلاجالللمحافظت على قوة وعافيت     

ِخرٍفحً ٌٍغا٠ح ػٓ ذٛظ١ٙاخ  اٌّؽاػشجرؼّٕٙا ٘زا ذ ٌٚٙزا اٌغثة، لذ ذثذٚ تؼغ اٌّؼٍِٛاخ اٌرٟ 

فٟ اٌغاٌةاٌّظاب ررثؼٗ ٠ إٌظاَ اٌغزائٟ اٌزٞ  

أشٕاء ػلاض الاِشاع اٌغشؽا١ٔح ٠ّىٓ أْ ٠رغثة فٟ  اٌغش٠غ فٟ اٌٛصْ ٚاٌٙثٛؽإْ عٛء اٌرغز٠ح 

 ِؼاػفاخ عٍث١ح ٠ّىٓ أْ ذؼطً ؼغٓ ع١ش اٌثشٚذٛوٛي اٌؼلاظٟ. ِٓ ٘زٖ اٌّؼاػفاخ ٔزوش:

  إػؼاف لذسج اٌعغُ ػٍٝ ذؽًّ اٌؼلاظاخ اٌّٛظٙح ٌّشع اٌغشؽاْ.



تأِشاع ظشش١ِٛح.ػؼف إٌّاػح ِٚا ٠ّىٓ اْ ٠رشذة ػ١ٍٗ ِٓ إِىا١ٔح الإطاتح   

،لٍك،  تذٚسٖ ٠ٕؼىظ عٍثا ػٍٝ ٔفغ١رٗ )ؼضْ ٚاٌزٞتاٌرؼة اٌّلاصَ ٌٍّش٠غ  ٚشؼٛسػؼف ػاَ 
…(.ػذَ اٌصمح فٟ إٌفظ  

ٌزٌه ٔؼرثش ذغط١ح اٌؽاظ١اخ اٌغزائ١ح ٌٍعغُ فٟ أشٕاء ػلاض ِشع اٌغشؽاْ أ٠ٌٛٚح 

 لظٜٛ



 



 

 

فٟ شىً ِاء اٚ لٙٛج اٚ شاٞ اٚ  ٚرٌهٌرش ١ِٛ٠ا  2إٌٝ  5.5اششب و١ّح واف١ح ِٓ اٌغٛائً ِٓ 

…(.اٌٍٛص اٌٛسد،ششاب تٕىٙح )  

 اٌّٛاد اٌغىش٠ح ١ٌغد ِّٕٛػح فٟٙ ِظذس ُِٙ ٌٍطالح ٌىٓ ذغرٍٙه تظفح ِؼمٌٛح ١ِٛ٠ا.

. ٕٔظػ تاعرٙلاوٙا ٚاٌضتذجاٌّٛاد اٌذ١ٕ٘ح ِّٙح فٟٙ أ٠ؼا ِظذس ُِٙ ٌٍطالح وض٠د اٌض٠رْٛ 

ِؼرذٌح.تظفح   

اٌٙؼُ ٠ّٚىٓ ذٕاٌٚٗ فٟ اٌصلاز  ٚعًٙظ١ذ …( ٠ا غٛسخ، ٌثٓ)ظثٕح، صتادٞ،  ِٚشرماذٗاٌؽ١ٍة 

 اٌّغٍٟ. لا ذرٕاٚي إلا اٌؽ١ٍة اٌّثغرش أٚ ٚاٌثشٚذ١ٕاخٚظثاخ الأعاع١ح فٙٛ ِظذس ُِٙ ٌٍىاٌغ١َٛ 

 )أٚ ِشرماذٗ( ٌرعٕة وً ِغثثاخ الأِشاع اٌّّىٕح.

ّه أٚ ت١غ فإٔٙا أغز٠ح ذؽرٛٞ ذٕاٚي ١ِٛ٠ا ٚظثح ذؽرٛٞ ػٍٝ ٌؽُ أت١غ أٚ ٌؽُ أؼّش أٚ ع

 ػٍٝ تشٚذ١ٕاخ لاصِح ٌٍعغُ.

ذٕاٌٚٙا  ٠ّٚىٓ ٚاٌف١را١ِٕاخِظادس ِّٙح ٌٍغؼشاخ اٌؽشاس٠ح  ٚاٌغلاي ٚاٌخؼش ٚاٌثمٛياٌؽثٛب 

(.ِٚغائ١حطثاؼ١ح  ٚظثاخأوصش فٟ أشٕاء ا١ٌَٛ ) ٚؼرٝفٟ اٌصلاز ٚظثاخ أعاع١ح   

 
 

 

 

 

 



 ذٛظ١ٙاخ اٌرغز٠ح اٌؼاِح

الغذائيتالمكملاث   

 .ذشًّ اٌّىّلاخ اٌغزائ١ح اٌف١را١ِٕاخ ٚالأِلاغ اٌّؼذ١ٔح ٚاٌّىّلاخ اٌؼشث١ح

٠ّٚىٕه اٌؽظٛي ػٍٝ اٌؼٕاطش اٌغزائ١ح اٌّطٍٛتح ػثش اذثاع ٔظاَ غزائٟ ِرٛاصْ. غ١ش أْ ذٕاٚي ظشػح ِٕخفؼح 

اػذاً إرا وٕد ذٛاظٗ ِشىلاخ فٟ ِٓ اٌّىّلاخ اٌغزائ١ح ٌٍف١را١ِٕاخ اٌّرؼذدج ٚالأِلاغ اٌّؼذ١ٔح لذ ٠ىْٛ ػاِلاً ِغ

ىًّ ِٕخفغ اٌعشػح ٘ٛ رٌه اٌزٞ لا ٠رؼّٓ أوصش ِٓ  ُّ % ِٓ اٌؽذ ا١ٌِٟٛ 011اذثاع ٔظاَ غزائٟ ِرٛاصْ. اٌ

 .اٌّغّٛغ تٗ لأٞ ف١را١ِٕاخ أٚ أِلاغ ِؼذ١ٔح

أٚ  غ١ش أٔٗ ١ٌغد ٕ٘ان تؽٛز واف١ح ذر١ػ ِؼشفح أْ ذٕاٚي و١ّاخ وث١شج ِٓ ِؼاداخ الأوغذج أٚ الأػشاب

اٌف١را١ِٕاخ ٚالأِلاغ اٌّؼذ١ٔح الإػاف١ح ٠غاػذ فٟ ػلاض اٌغشؽاْ أٚ اٌشفاء ِٕٗ. ٚؼغة ػلاض اٌغشؽاْ اٌّؽذد 

  اٌزٞ ذرٍماٖ، فإْ ذٕاٚي وُ وث١ش ٌٍغا٠ح ِٓ اٌّىّلاخ اٌغزائ١ح لذ ٠غثة ٌه اٌؼشس أٚ ٠غ١ُ ِّش

 

 

 سلامت الغذاء

اٌؼذٜٚ. ٠ٚىْٛ الأِش الأوصش أ١ّ٘ح ٘ٛ اٌرأوذ ِٓ علاِح  أشٕاء ذٍمٟ ػلاض اٌغشؽاْ، ٠ظؼة ػٍٝ اٌعغذ ِىافؽح

.الأغز٠ح اٌرٟ ذرٕاٌٚٙا. ؼ١س ع١مًٍ ٘زا ِخاؽش إطاتره تالأِشاع إٌّمٌٛح تاٌغزاء ٚأٔٛاع اٌؼذٜٚ الأخشٜ  



 

 

 البقاء رطبًا

ْ. ٠ّىٕه عغذ )ذٕاٚي و١ّاخ واف١ح ِٓ اٌغٛائً( أشٕاء ػلاض اٌغشؽاآٌِ اٌُّٙ ٌٍغا٠ح اٌّؽافظح ػٍٝ ذشؽ١ة 

.ذشؽ١ة ظغذن ترٕاٚي عٛائً أخشٜ غ١ش اٌّاء. ٠ٚؼُ اٌعذٚي اٌراٌٟ تؼغ الأِصٍح  

 ٔٛع اٌغائً  الاِصٍح

 ِشلح ٌؽُ اٌثمش

 ؼغاء اٌغّه

 ِشق

 اٌؽغاء

 ِاء

اس( َّٛ  اٌّاء اٌّىشتٓ )اٌف

 ػظائش اٌفٛاوٗ ٚاٌخؼشٚاخ

 ٔىراس اٌفٛاوٗ

ِصًاٌّششٚتاخ اٌش٠اػ١ح  ) 

 اٌشاٞ

اٌؽ١ٍةاٌؽ١ٍة أٚ ِخفٛق   

 ِششٚتاخ اٌّىّلاخ اٌغزائ١ح

 اٌّششٚتاخ

 (®Jell-O اٌع١لاذ١ٓ )ِصً

 (®Popsicles اٌّظاطاخ اٌّصٍعح )ِصً

 اٌع١لاذٟ، ٚا٠٢ظ وش٠ُ، ٚاٌضتادٞ اٌّصٍط، ٚاٌّششٚتاخ اٌغاص٠ح

 اٌؽ٠ٍٛاخ

 

 

 

 

 



 الحصول على السعزاث الحزاريت والبزوتين

 ٔظائػ ٌرٕاٚي اٌطؼاَ ٚاٌّششٚتاخ اٌىاف١ح

أشٕاء اٌؼلاض، لذ ذّش ػ١ٍه أ٠اَ ظ١ذج ٚأخشٜ طؼثح ف١ّا ٠رؼٍك تاٌغزاء. ٚلذ ذثذٚ اٌٛظثاخ اٌىث١شج 

غ١ش ظزاتح. ٠ّٚىٓ أْ ٠ؽذز رٌه إرا وٕد ذفرمش إٌٝ اٌش١ٙح )ذشغة فٟ ذٕاٚي لذس ألً ِٓ اٌطؼاَ( أٚ 

اٌرا١ٌح فٟ ذؽم١ك اٌشثغ اٌّثىش )تؼذ تذء ذٕاٚي اٌطؼاَ تّذج لظ١شج(. ٠ّىٓ أْ ذغاػذن اٌّمرشؼاخ 
 .ألظٝ اعرفادج ِّىٕح ِٓ اٌٛظثاخ

ٚظثاخ فٟ ا١ٌَٛ تذلاً  8إٌٝ  6ذٕاٚي ٚظثاخ طغ١شج تؼذد أوثش. ػٍٝ عث١ً اٌّصاي، ذٕاٚي  .5

 ٚظثاخ سئ١غ١ح 3ِٓ 

 .ذٕاٚي اٌطؼاَ وً تؼغ عاػاخ. لا ذٕرظش ؼرٝ ذشؼش تاٌعٛع .2

 .ذٕاٚي اٌؼشاءاؼظً ػٍٝ ؼظض ألً ِٓ اٌطؼاَ فٟ طؽْٛ اٌغٍطح تذلاً ِٓ طؽْٛ  .3

 .ذٕاٚي اٌشٛوٛلاذح اٌغاخٕح ٚػظائش اٌفاوٙح ٚإٌىراس اٌغ١ٕح تاٌغؼشاخ اٌؽشاس٠ح .4

ذعٕة اٌّششٚتاخ ِٕخفؼح اٌغؼشاخ اٌؽشاس٠ح )ِصً اٌّاء ٚاٌمٙٛج ٚاٌشاٞ ِٚششٚتاخ  .5
 . اٌّخٍٛؽاٌؽ١ّح اٌغزائ١ح(. اطٕغ ِششٚتاخ اٌؽ١ٍة اٌّىصف ٚاٌؽ١ٍة 

 .ٛفشج فٟ إٌّضي ٚأشٕاء اٌرٕمً ٚفٟ اٌؼًّاظؼً ٚظثاذه اٌخف١فح اٌّفؼٍح ِر .6

ذٕاٚي الأؽؼّح اٌّفؼٍح ٌه فٟ أٞ ٚلد ِٓ ا١ٌَٛ. ػٍٝ عث١ً اٌّصاي، ٠ّىٕه ذٕاٚي أؽؼّح  .7

 .اٌّمٍٟ( فٟ اٌغذاء أٚ اٌؼشاء اٌّخٍٛؽالإفطاس )ِصً اٌفطائش أٚ اٌث١غ 

 .ش ش١ٙحلُ ترؼ١ّٓ الأغز٠ح راخ الأٌٛاْ ٚاٌمٛاِاخ اٌّخرٍفح فٟ ٚظثاذه ٌعؼٍٙا أوص .8

اظؼً ذٕاٚي اٌطؼاَ ذعشتح ظ١ذج ػثش ذٕاٚي اٌٛظثاخ فٟ ِؽ١ؾ ِؽثة ٠ٚثؼس ػٍٝ  .9

 .الاعرشخاء ِغ أفشاد اٌؼائٍح ٚالأطذلاء

 .اطٕغ الأؽؼّح راخ اٌشٚائػ اٌضو١ح )ِصً طُٕغ اٌخثض أٚ لٍٟ اٌٍؽُ اٌّمذد( .51

 نصائح لإضافت كميت أكبز من البزوتين إلى نظامك الغذائي

اٌغ١ٕح تاٌثشٚذ١ٓ )ِصً اٌذظاض ٚاٌغّه ٌٚؽُ اٌثمش ٚاٌغُٕ ٚاٌث١غ ٚاٌذظاض ذٕاٚي الأغز٠ح  .5

 .ٚاٌعثٓ ٚاٌؽثٛب ٚاٌّىغشاخ أٚ صتذج اٌّىغشاخ ٚأغز٠ح اٌظ٠ٛا(

فٟ إػذاد اٌٛطفاخ اٌرٟ ذرطٍة اٌؽ١ٍة أٚ اٌّاء )ِصً  اٌّضدٚض ٚاعرخذِٗذٕاٚي اٌؽ١ٍة  .2

 .ٚخٍطاخ اٌى١ه(اٌّمٍٟ،  اٌّخٍٛؽاٌثٛد٠ٕغ اٌفٛسٞ، ٚاٌىاواٚ، ٚاٌث١غ 

ِغ  (®Ensure اعرخذَ اٌؽ١ٍة اٌّضدٚض أٚ اٌّىّلاخ اٌغزائ١ح اٌعا٘ضج ٌٍششب )ِصً .3

 .اٌؽثٛب اٌغاخٕح أٚ اٌثاسدج



اٌّمٍٟ أٚ وؼىاخ اٌث١غ  اٌّخٍٛؽأػف اٌعثٓ ٚاٌٍؽَٛ اٌّط١ٙح اٌّمطؼح إٌٝ اٌث١غ  .4

 .تاٌؽ١ٍة

ٚاٌثطاؽظ اٌّٙشٚعح أػف ِغؽٛق اٌثشٚذ١ٓ ػذ٠ُ إٌىٙح إٌٝ أٔٛاع اٌؽغاء اٌىش١ّ٠ح  .5

 .ٚاٌطٛاظٓ اٌّخٍٛؽٗٚالأؽؼّح 

ذٕاٚي ٚظثاخ خف١فح ِىٛٔح ِٓ اٌعثٓ أٚ صتذج اٌّىغشاخ )ِصً صتذج اٌفٛي اٌغٛدأٟ ٚاٌىاظٛ  .6

 .ٚاٌٍٛص( ِغ اٌّمشِشاخ

 .افشد صتذج اٌّىغشاخ ػٍٝ اٌرفاغ أٚ اٌّٛص أٚ اٌىشفظ .7

 .ٙاظشب ذٕاٚي ششائػ اٌرفاغ ِغ أطاتغ اٌعثٓ ٚػغ تؼغ اٌؼغً ػ١ٍ .8

 .أٚ ػظائش اٌفاوٙح اٌّصٍعح اٌّخٍٛؽٗاِضض صتذج اٌّىغشاخ ِغ ِششٚتاذه  .9

 .ذٕاٚي ٚظثاخ خف١فح ِىٛٔح ِٓ اٌّىغشاخ أٚ تزٚس دٚاس اٌشّظ أٚ اٌمشع .51

 .أػف اٌّىغشاخ ٚاٌثزٚس إٌٝ اٌخثض ٚفطائش اٌّافٓ ٚاٌثاْ و١ه ٚاٌىٛو١ض ٚاٌٛافً .55

أٚ أػف ٍِؼمح وث١شج  ظشب اٌؽّض ِغ خثض اٌث١را. افشد اٌؽّض ػٍٝ اٌشطائش .52

 .ِٕٗ إٌٝ اٌغٍطح

 .أػف اٌٍؽَٛ اٌّط١ٙح إٌٝ اٌؽغاء ٚاٌطٛاظٓ ٚاٌغٍطاخ .53

أػف ظ١ٕٓ اٌمّػ ٚاٌّىغشاخ اٌّطؽٛٔح ٚتزٚس اٌش١ا ٚتزٚس اٌىراْ اٌّطؽٛٔح إٌٝ  .54

 .اٌؽثٛب ٚاٌطٛاظٓ ٚاٌضتادٞ

 .اخرش أٔٛاع اٌضتادٞ ا١ٌٛٔأٟ ػٛػًا ػٓ الأٔٛاع اٌؼاد٠ح .55

ٕٛػح تاٌث١غ )ِصً اٌىؼه الإعفٕعٟ ٚاٌثٛد٠ٕغ ٚاٌىاعرشد ذٕاٚي اٌؽ٠ٍٛاخ اٌّظ .56

 .ٚاٌرش١ض و١ه(

أػف اٌّض٠ذ ِٓ اٌث١غ أٚ صلاي اٌث١غ إٌٝ اٌىاعرشد ٚاٌثٛد٠ٕغ ٚوؼىاخ اٌث١غ  .57

 .اٌّمٍٟ اٌّخٍٛؽٚاٌث١غ  اٌّخٍٛؽتاٌؽ١ٍة ٚػع١ٓ اٌفط١ش ٚاٌرٛعد اٌفشٔغٟ ٚاٌث١غ 

ٚاٌؽغاء. ٠ّٚىٕه أ٠ؼًا أػف اٌعثٓ اٌّثشٛس إٌٝ اٌظٍظاخ ٚاٌخؼشٚاخ  .58

 .إػافرٗ إٌٝ اٌثطاؽظ اٌّخثٛصج أٚ اٌّٙشٚعح ٚاٌطٛاظٓ ٚاٌغٍطاخ

 .أػف اٌعثٓ اٌمش٠ش أٚ اٌش٠ىٛذا إٌٝ اٌطٛاظٓ أٚ أؽثاق اٌّؼىشٚٔح أٚ اٌث١غ .59

 .ػغ اٌعثٓ إٌّظٙش ػٍٝ اٌثشظش ٚلطغ اٌخثض اٌظغ١شج .21

ٌّىغشاخ ٚاٌثزٚس أػف اٌثاصلاء ٚاٌفاط١ٌٛا اٌؽّشاء ٚاٌرٛفٛ ٚاٌث١غ اٌّغٍٛق ٚا .25

 .ٚاٌٍؽَٛ أٚ الأعّان اٌّط١ٙح إٌٝ اٌغٍطح



 .اعرخذَ ِشق اٌؼظاَ اٌّثغرش ِغ اٌؽغاء  .22

 

 صائح لإضافت المزيد من السعزاث الحزاريت إلى نظامك الغذائي

٠ّىٓ أْ ذغاػذن اٌّمرشؼاخ اٌرا١ٌح فٟ ذٕاٚي اٌّض٠ذ ِٓ اٌغؼشاخ اٌؽشاس٠ح. ٟٚ٘ لذ ذثذٚ  .1
ً ػٓ ذٕاٚي اٌطؼاَ اٌظؽٟ. ٌٚىٓ أشٕاء اٌؼلاض ٚخلاي فرشج اٌرؼافٟ، ِغا٠شجً ٌّا ذؼشفٗ تاٌفؼ

 .٠ىْٛ الأِش الأوصش أ١ّ٘ح ٘ٛ اٌؽظٛي ػٍٝ لذس وافٍ ِٓ اٌغؼشاخ اٌؽشاس٠ح ٚاٌثشٚذ١ٓ

أٚ ” ِٕضٚػح اٌذعُ“أٚ ” ِٕخفؼح اٌذْ٘ٛ“ذعٕة الأؽؼّح اٌرٟ ذٛظذ ػٍٝ ػثٛاذٙا ػثاسج  .2

 .ّصاي، اعرخذَ اٌؽ١ٍة واًِ اٌذعُ ١ٌٚظ خاٌٟ اٌذعُػٍٝ عث١ً اٌ”. ِٕاعثح ٌٍؽ١ّح اٌغزائ١ح“

ذٕاٚي ٚظثاخ خف١فح ِىٛٔح ِٓ اٌفٛاوٗ اٌّعففح أٚ اٌّىغشاخ أٚ اٌثزٚس اٌّعففح. أػفٙا إٌٝ  .3
 .اٌؽثٛب اٌغاخٕح أٚ ا٠٢ظ وش٠ُ أٚ اٌغٍطاخ

 .اٌّخٍٛؽٗذٕاٚي ٔىراس اٌفٛاوٗ أٚ اٌفٛاوٗ  .4

الأسص ٚاٌّؼىشٚٔح. ٚأػفٙا أ٠ؼًا إٌٝ أػف اٌضتذ أٚ اٌغّٓ أٚ اٌض٠ٛخ إٌٝ اٌثطاؽظ ٚ .5

 .اٌخؼشٚاخ اٌّط١ٙح ٚاٌشطائش ٚاٌرٛعد ٚاٌؽثٛب اٌغاخٕح

 .أػف اٌعثٓ اٌىش٠ّٟ أٚ صتذج اٌّىغشاخ إٌٝ اٌرٛعد أٚ اٌخثض أٚ ػؼٙا ػٍٝ اٌخؼشٚاخ .6

 .ػغ اٌعثٓ اٌىش٠ّٟ ٚاٌّشتٝ ٚصتذج اٌفٛي اٌغٛدأٟ ػٍٝ اٌّمشِشاخ .7

 .اٌخثض ٚاٌّمشِشاخأػف اٌع١ٍٟ أٚ ػغً إٌؽً إٌٝ  .8

 .اخٍؾ اٌّشتٝ تمطغ اٌفٛاوٗ ٚػؼٙا فٛق ا٠٢ظ وش٠ُ أٚ اٌى١ه .9

اعرخذَ اٌرٛاتً ػا١ٌح اٌغؼشاخ اٌؽشاس٠ح ػٍٝ اٌغٍطاخ ٚاٌثطاؽظ اٌّخثٛصج ٚاٌخؼشٚاخ  .11

 .)ِصً اٌفٛي الأخؼش أٚ ا١ٌٍْٙٛ(

اٌّٙشٚعح أػف اٌىش٠ّح اٌؽاِؼح أٚ ؼ١ٍة ظٛص إٌٙذ أٚ اٌىش٠ّح اٌصم١ٍح إٌٝ اٌثطاؽظ  .11

ٚاٌى١ه ٚٚطفاخ اٌىٛو١ض. ٠ّٚىٕه إػافرٙا أ٠ؼًا إٌٝ ػع١ٓ اٌفط١ش ٚاٌظٍظاخ ٚاٌّشق 

 .ٚاٌؽغاء ٚاٌطٛاظٓ

 .ػغ اٌعثٓ أٚ اٌىش٠ّح اٌؽاِؼح فٛق اٌثطاؽظ اٌّخثٛصج .12

فٛق اٌى١ه ٚاٌٛافً ٚاٌرٛعد اٌفشٔغٟ ٚاٌفٛاوٗ ٚأٔٛاع اٌثٛد٠ٕغ  اٌّخٍٛؽٗػغ اٌىش٠ّح  .13
 .ٚاٌشٛوٛلاذح اٌغاخٕح

غ ٚظثاخ اٌخؼشٚاخ أٚ اٌّؼىشٚٔح تاعرخذاَ طٍظاخ اٌىش٠ّح أٚ أصش ص٠د اٌض٠رْٛ اطٕ .14

 .فٛق ٘زٖ الأؽؼّح لثً ذٕاٌٚٙا



اعرخذَ اٌّا١ٔٛ٠ض ٚاٌظٍظاخ اٌىش١ّ٠ح ٚطٍظح اٌصَٛ ِغ اٌغٍطاخ ٚاٌشطائش ٚغّٛط  .15

 .اٌخؼشٚاخ

ؽٍٝ ػٍٝ ا٠٢ظ وش٠ُ أٚ اٌى١ه غ١ش اٌّرعّذ. ذٕاٚي اٌؽ .16 ُّ ىصف ػغ اٌؽ١ٍة اٌّىصف اٌ ُّ ١ٍة اٌ

 .ِغ صتذج اٌفٛي اٌغٛدأٟ لإػافح اٌّض٠ذ ِٓ اٌغؼشاخ اٌؽشاس٠ح ٚإٌىٙح

ُّؽّض إٌٝ اٌغٍطاخ .17  .أػف اٌخثض اٌ

 .اعرخذَ اٌؽشٛ وطثك ظأثٟ ِغ ٚظثاذه .18

اٌّظٕٛػح فٟ إٌّضي. ٠ّىٕه أ٠ؼًا ذٕاٚي اٌّششٚتاخ ػا١ٌح  اٌّخٍٛؽٗذٕاٚي اٌّششٚتاخ  .19
 أٚ Carnation® Breakfast Essentials اٌغؼشاخ اٌؽشاس٠ح ٚاٌثشٚذ١ٓ )ِصً

Ensure®). 

اٌّمٍٟ ٚافشدٖ ػٍٝ  اٌّخٍٛؽؼظائش ٚاٌؽغاء ٚاٌغٍطاخ ٚاٌث١غ اٌأػف الأفٛوادٚ إٌٝ  .21
 .اٌرٛعد

أػف اٌّا١ٔٛ٠ض أٚ اٌىش٠ّح اٌؽاِؼح إٌٝ اٌغٍطاخ )ِصً عٍطح اٌرٛٔح أٚ اٌث١غ( أٚ افشد٘ا  .21
 ػٍٝ اٌشطائش
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 فمش انذو 

 انذٔس انزًشٚعٙ نهشؼٕس ثبنزؼت ٔالإسْبق 

 ٙانغضٛبٌ ٔانزمؤ ٔالإعٓبل )َمص ؽغى انغٕائم ثبنغغى( ٔانذٔس انزًشٚع 

 ٙرمشؽبد انفى ٔانذٔس انزًشٚع 

 تعريف العلاج الكيمياوي 

  ِانخلاٚب أٔ إثطبئٓب، ٔنكٍ رؤصٛش ّٕ انؼلاط انكًٛٛبٔ٘ ْٕ انؼلاطِ انز٘ ٚؼًمُ ػهٗ إٚمبفِ ًَ

لا ٚمزصشُ ػهٗ انخلاٚب انغشغبَٛخّ، فٕٓ لا ًٚٛضّ ثٍٛ انخلاٚب انغهًٛخ ٔانخلاٚب انخجٛضخ، 

ٔثبنزبنٙ فئَّّ ٚهؾكُ أظشاساً ثؤَغغخ انغغى، خبصّخ رهك انزٙ رًُٕ ٔرُمغىُ ثغشػخ يضم 

ب ٚؤدّ٘ إنٗ ظٕٓسِ أػشاض عبَجٛخّ غٛش خلا ًّ ٚب انُمِٙ، ٔعٓبص انٓعى ثصٛلاد انشؼش ، ي

  .يشغٕة ثٓب ػُذ انخعٕع نهؼلاط انكًٛبٔ٘

 ةأنواع العلاجات الكيمياوي 

ؤنكهخ ) .1 ًُ (:ثًب اٌ انخهٛخ انغشغبَٛخ رزطٕس أعشع ثكضٛش يٍ Alkylating agentsانًٕاد ان

نٓب ٚكٌٕ ؽغبط لأ٘ أظشاس يضم عؼهّ   DNAانخهٛخ الاػزٛبدٚخ فُغذ أٌ ؽبيط 

ً نزنك رغزخذو ْزِ الأدٔٚخ نؼلاط يغًٕػّ يٍ انغشغبَبد ٔنكُٓب ثُفظ انٕلذ  لبػذٚب



( ْٙ أكضش فؼبنٛخ ػُذيب ركٌٕ انخهٛخ انغشغبَٛخ Cytotoxicركٌٕ عبيّ نهخلاٚب انغهًّٛ )

 Melphalan cyclophosphamideفٙ غٕس اعزشاؽزٓب ٔلا رُمغى ثفؼبنٛخ يضبل 

,Lomuctine. 

رشُزك يٍ انفطشٚبد  (:Antitumor antibioticsيضاداخ حيىيح يضادج نهىرو ) .2

ٔرؼًم فٙ يشاؽم يخزهفخ يٍ دٔسح ؽٛبح انخهٛخ انغشغبَٛخ؛ٔرؼًم ػهٗ إؽذاس ظشس فٙ 

((DNA  ًداخم انخهّٛ انغشغبَٛخ نًُؼٓب يٍ انًُٕ ٔانزكبصشيضلاDoxorubicin 

,Daunorubicin 

رؾبكٙ يكَٕبد انخلاٚب انغشغبَٛخ ٔرؼًم فٙ (: Antimetabolitesيض )يىاد ضد الأ .3

 يشاؽم يؾذدح يٍ دٔسح ؽٛبح انخهٛخ انغشغبَٛخ نزؼطٛم لذسرٓب ػهٗ الاَمغبو.

رؼًم ػهٗ إظؼبف ثُٛخ انخهٛخ (: Topoisomeraseيثثطاخ تىتىايزوييزيز ) .4

 انغشغبَٛخ

نُجبد ػهٗ يُغ اَمغبو انخلاٚب رؼًم لهٕٚبد ا (:Plant alkaloidsاننثاتاخ انقهىيح ) .5

 .انغشغبَٛخ، كًب ٕٚؽٙ الإعى ْزِ انفئخ يٍ أدٔٚخ انؼلاط انكًٛبٔ٘ يغزًذح يٍ انُجبربد

6. (Tanaka, Matsushima, Mizumoto, & Takashima, 2009)..  

 الأعزاض انجانثيح نهعلاح انكيًياوي

 ثبنؼذٖٔ ( ٔصٚبدح خطش الإصبثخ(Neutropeniaَمص ػذد كشٚبد انذو انجٛعبء  .1

 (Anemiaَمص ػذد كشٚبد انذو انؾًشاء) .2

 (Thrombocytopenia) َمص ػذد انصفٛؾبد انذيٕٚخ .3

 (Mucositis)رمشؽبد أغشٛخ انفى  .4

  (Diarrhea)اعٓبل  .5

 (Nausea and vomitingغضٛبٌ ٔلٛٗ ) .6

 Pain)انى ) .7

 (Hair Lossرغبلػ انشؼش) .8

 Fatigue)انزؼت ٔالاسْبق ) .9

 

 

 

 



 

 وعلاقتها تانتغذيح. انكيًياوي الأعزاض انجانثيح نهعلاح

 ( فقز اندوAnemia)  ٖٕؽبنخ رؾذس ثغجت اَخفبض رشكٛض انًٕٓٛغهٕثٍٛ ػٍ انًغز ْٙ

غى/دٚغٛهزش ٔانزكٕس انجبنغٍٛ ألم يٍ 11انطجٛؼٙ )الاَبس انجبنغبد غٛش انؾٕايم ألم يٍ 

ػذو غى/دٚغٛهزش(. ٔثغجت انٓجٕغ فٙ يغزٕٖ انًٕٓٛغهٕثٍٛ، رؼبَٙ أعٓضح انغغى يٍ 13

انؾصٕل ػهٗ يب ٚكفٙ يٍ الأٔكغغٍٛ ٔثبنزبنٙ ٚشكٕ انًشظٗ يٍ ػٕاسض الإسْبق 

 ٔانصذاع ٔػذو انزشكٛض ٔانخًٕل ٔغٛشْب.

  أسثاب فقز اندو

فٙ يشض عشغبٌ انذو، ٚكٌٕ َخبع انؼظى خلاٚب عشغبَٛخ غٛش غجٛؼٛخ لذ رؾٕسد يٍ 

نطجٛؼٛخ ثبلاَمغبو ٔإَزبط خلاٚب دو انخلاٚب انطجٛؼٛخ انًغؤٔنخ ػٍ إَزبط انذو، فزمٕو انخلاٚب اا

غجٛؼٛخ، ثًُٛب فٙ َفظ انٕلذ، انخلاٚب انغشغبَٛخ رُمغى ثشكم أعشع ٔرُزظ خلاٚب عشغبَٛخ 

انخلاٚب  رشجّ خلاٚب انذو ٔنكُٓب غٛش لبدسح ػهٗ انمٛبو ثٕظٛفزٓب. ٔيغ انٕلذ، رؾزم

انًغبؽخ الأكجش يٍ َخبع انؼظبو، ُٔٚزظ ػٍ رنك أٌ ٚكٌٕ ػذد خلاٚب انذو انؾًشاء  انغشغبَٛخ

ٔانجٛعبء ٔانصفبئؼ انذيٕٚخ فٙ يغشٖ انذو ألم يٍ انطجٛؼٙ، كًب أٌ انخلاٚب انغشغبَٛخ 

 .رزكغش ثغٕٓنخ فٛصبة انًشٚط ثُمص ؽبد فٙ خلاٚب انذو ػهٗ يذاس فزشح لصٛشح

     :و يا يأتيأعزاض وعلاياخ الإصاتح تفقز اند  

 (Jerr et al., 2011; Light, 2018) 

 (. Fatigue(، ٔانزؼّت انؼبو )Weaknessانشؼٕس ثبنعّؼف ) •

 انشّؾٕة أ اصفشاس انٕعّ.  •

 (، ٔػذو اَزظبو َجَعبرّ. Palpitationانشّؼٕس ثخفمبٌ انمهت ) •

 (. Hair lossانشّؼٕس ثعٛك فٙ انزُّفظ. رغبلػ انشّؼش ) •

 (. Malaiseثبلإػٛبء )انشّؼٕس  •

 (. Lightheadedness(، أٔ ثخفخّ انشأط )Dizzinessنشّؼٕس ثبنذّٔاس ) •

 (. Headacheانصّذاع ) •

 انشّؼٕس ثؤنى فٙ انصّذس. •
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 ثشٔدح انٛذٍٚ ٔانمذو.  •

 (fatigueيٍ أْى ٔأكضش الأػشاض نفمش انذو ْٕ انزؼت انؼبو )

 لارهاق:الإجزاءاخ انتًزيضيح عند انشعىر تانتعة وا

 . أخز لغػ يٍ انشاؽخ ػُذ انشؼٕس ثبلاسْبق ٔانزؼت1

 . انزؤكذ يٍ ؽصٕل انًشٚط ػهٗ ػذد عبػبد َٕو كبفٛخ لاعزؼبدح َشبغ2ّ

 . رٕفٛش ًَػ يزٕاصٌ يٍ عبػبد انُٕو .3

 . رُعٛى عذٔل انفؼبنٛبد انٕٛيٛخ نزغُت أعزٓلاء انطبلخ انغغًٛخ.4

ٜخشٍٚ ػهٗ انمٛبو ثبلأػًبل انٕٛيٛخ كبنزُظٛف . رشغٛغ انًشٚط ػهٗ غهت انًغبػذح يٍ ا5

 ٔانؼُبٚخ ثبلأغفبل.

 . رُبٔل انجشٔرُٛبد ٔانغؼشاد انؾشاسٚخ.6

 .إػطبء يكَٕبد انذو ؽغت إسشبداد انطجٛت .7

 . رمٛٛى كًٛخ انغٕائم ٔيؼبدٌ انغغى.8

 CBC . Complete Bloodكٛف ٚزى رشخٛص فمش انذو ػٍ غشٚك صٕسح انذو انكبيهخ )

Count) ٙنزنك ٚمٕو انطجٛت ، ؽٛش ٚظٓش انُمص فٙ كشٚبد انذو انؾًشاء ػٍ انًؼذل انطجٛؼ

 ثؼًم رؾهٛم صٕسِ انذو انكبيهخ نهًشض ٔإػطبء انذو.

 انغثياٌ وانتقؤ والإسهال 

(Nausea and vomiting )& (Diarrhea) 

 (Fluid volume deficitوانذي يسثة نقص في حجى انسىائم انجسى ) 

يٍ أْى أػشاض انؼلاط انكًٛٛبٔ٘ ٚؼزًذ ػهٗ َٕػٛخ انؼلاط ٔلبثهٛخ انًشٚط ؽٛش انغضٛبٌ ٔانمٙء 

 ٚجذأ انغضٛبٌ ٔانمٙء إيب أصُبء إػطبء انؼلاط أٔ ثؼذ إػطبءِ ثغبػبد لهٛهخ أٔ ثؤٚبو لهٛهخ.

 الإجزاءاخ انتًزيضيح في حانح نقص في حجى سىائم انجسى:

 عبػخ. 24يشالجخ انغٕائم انًبخٕرِ ٔانًطشٔؽّ كم  .1

 يشالجخ انٕصٌ ٕٚيٛآ. .2

 عبػبد. 6يشالجخ انؼلايبد انؾّٕٛٚ كم  .3

 فؾص ٔرمٛٛى يطبغٛخ انغهذ ٔالأغشٛخ انًخبغٛخ ٕٚيٛبً. .4

  Ondisteron)إػطبء أدٔٚخ يعبدِ نهزمٛؤ ؽغت إسشبداد انطجٛت يضم ) .5

 يغبػذح انًشٚط ػهٗ يًبسعخ رمبَبد انزُفظ انؼًٛك ٔانجطٙء. .6

انًشٚط ػهٗ الإعزشخبء َٔغٛبٌ انشؼٕس  ًٚكٍ ٔظغ انًٕعٛمٗ ٔانزهفبص نٛغبػذ .7

 ثبنغضٛبٌ.



 َُصؼ  انًشٚط أٌ لاٚؤكم انطؼبو انًمهٙ ٔر٘ انشاىؾخ انمٕٚخ. .8

 ششة انكضٛش يٍ انغٕائم ػهٗ فزشاد يزمطؼخ. .9

رُبٔل انطؼبو ْٕٔ ثبسد أٔ ثذسعخ ؽشاسح انغشفخ نهزمهٛم يٍ ؽذحّ سائؾزّ ٔغؼًّ. رفبد٘  .10

 بسح أٔ انؾهٕح عذاً. أكم الأغؼًخ انذعًخ انًمهٛخ أٔ انؾ

ؽبٔل أٌ رشربػ ثٓذٔء فٙ كشعٙ ػهٗ الألم نغبػخ ثؼذ كم ٔعجخ. لارغزهكِ ػهٗ الألم   .11

 نغبػزٍٛ ثؼذ الأكم.

لى ثئنٓبء َفغك ثبلاعزًبع نهًٕعٛمٗ انٓبدئخ أٔ ثشَبيظ رهفضَٕٚٙ يفعم أٔ لى ثضٚبسح أؽذ  .12

 الالبسة أٔالاصذلبء. 

 ثبنغضٛبٌ. اسربػ ٔ رًٓم، رُفظ ثؼًك أٌ كُذ رشؼش .13

 رُبٔل الأغؼًخ انغُٛخ ثبنجٕربعٕٛو يضم انًٕص ٔانجطبغب .14

ً  4-3الإكضبس يٍ ششة انغٕائم نًُغ انغفبف أ٘ ششة يٍ  .15  نٛش ٕٚيٛب

رُبٔل الأغؼًّ لهٛهخ الأنٛبف يضم انشص الأثٛط ٔرغُت الأغؼًخ انغُٛخ ثبلأنٛبف يضم  .16

 انخعشأاد

 : (Mucositis)تقزحاخ انفى  

اعزًشاسٚخ انغهذ أٔ انغشبء انًخبغٙ يغ فمذاٌ الأَغغخ انغطؾٛخ ٔرفكك انمشؽخ ْٙ فمذاٌ 

 َٔخش الأَغغخ انظٓبسٚخ. ٔٚكٌٕ انذٔس انزًشٚعٙ ػُذ رمشػ انفى:

 . رمٛٛى ؽبنخ رغٕٚف انفى ثشكمٍ ٕٚيٙ.1

 . إسشبد انًشٚط ػهٗ رغغٛم أٚخ ؽبنخ ؽشلخ انفى أٔ انى ٔإؽًشاس ثؼط انفى أٔ انشفبِ.2

 َٔغبػذِ ػهٗ رُعٛف انفى .. َشغغ انًشٚط 3

 . إعزخذاو فششبح أعُبٌ َبػًخ ثؼذ رُبٔل كم ٔعجخ غؼبو.4

 عبػبد أصُبء انهٛم. 6. إعزخذاو يؾهٕل يهؾٙ نشطف انفى كم عبػزٍٛ أصُبء انُٓبس ٔكم 5

 . إصانخ غمى الأعُبٌ أصُبء رُبٔل انطؼبو.6

 . رغُت الأغؼًخ انؾبسح ٔانصهجخ.7

 . إعزخذاو يشغت انشفبح.8

 



 ٌثٗاٌّذاضشة اٌثا

 اٌّىّلاث اٌغزائيتػٕٛاْ اٌّذاضشة  : 

    ِىاْ اٌّذاضشة:

 كل١مخ(  45ٚلج اٌّذاضشة:  )

   اٌٛسائً اٌخؼٍيّيت:

 . ِؾبػوح ػٍٝ ٚهق 1

 . ػوع شوائؼ رٛػ١ؾ١خ 2

 . ثٍٛزواد  3

 . ِٕبلشخ عّبػ١خ 4

 

 :اٌّىّلاث اٌغزائيت

فٕٙبن اٌؼل٠ل ِٓ اٌّىّلاد اٌغنائ١خ اٌزٟ ٠ّىٕه شواؤ٘ب. ثؼؼٙب ثٕفَه، اٌّقٍٛؽخئما ٌُ ٠ىٓ ثٍٛؼه طُٕغ اٌؼظبئو

ِشوٚثبد ػب١ٌخ اٌَؼواد اٌؾواه٠خ ٚعب٘يح ٌٍشوة رؾزٛٞ ػٍٝ اٌف١زب١ِٕبد ٚالأِلاػ اٌّؼل١ٔخ اٌّؼبفخ. ٕٚ٘بن أ٠ؼًب 

ب، ِّب ٠ؼٕٟ أْ اٌَّبؽ١ك اٌزٟ ٠ّىٕه فٍطٙب ثبلأؽؼّخ أٚ اٌّشوٚثبد الأفوٜ. ٚأغٍجٙب ٠ىْٛ فب١ًٌب ِٓ اٌلاوزٛى أ٠ؼً 

 .ثٍٛؼه رٕبٌٚٙب ؽزٝ ٚئْ ٌُ رىٓ رزؾًّ اٌلاوزٛى )ٌل٠ه ِشىلاد فٟ ٘ؼُ ِٕزغبد اٌؾ١ٍت(

 

 



 اٌّششٚباث ػذيّت إٌىٙت

رؼزجو ٘نٖ اٌّشوٚثبد ِف١لح ٌلأشقبص ِؾجٟ اٌّناق ِزٍٛؾ اٌزؾ١ٍخ. ٠ّٚىٓ اٍزقلاِٙب وأٍبً ٌّشوٚثبد اٌؾ١ٍت 

 :ماد اٌزؾ١ٍخ اٌّزٍٛطخ. ٘نٖ اٌّشوٚثبد ٟ٘ اٌّقٍٛؽٗ

 اٌقب١ٌخ ِٓ اٌلاوزٛى 

 ٓاٌقب١ٌخ ِٓ اٌغٍٛر١ 

 اٌىٛشو 

 

 اٌّذخٜٛ اٌغزائي اٌششوت اٌّصٕؼت اٌّىًّ اٌغزائي

Osmolite® 1 Cal اثٛد 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 250 ٍٞؼو ؽواه 

 10.5 َثوٚر١ٓ عوا 

Isosource® HN ٍَٗٔز 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 300 ٍٞؼو ؽواه 

 13.5 َثوٚر١ٓ عوا 

Glytrol® unflavored ٍَٗٔز 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 250 ٍٞؼو ؽواه 

 11.3 َثوٚر١ٓ عوا 

 

 اٌّششٚباث إٌّىٙت اٌّذلاة

 :رزٛفو ٘نٖ اٌّشوٚثبد ثٕىٙخ اٌفب١ٍ١ٔب ٚاٌشٛوٛلارخ ٚاٌفواٌٚخ ٚغ١و٘ب، ؽَت اٌؼلاِخ اٌزغبه٠خ. ٘نٖ اٌّشوٚثبد ٟ٘

 ِٓ اٌلاوزٛى اٌقب١ٌخ 

 ٓاٌقب١ٌخ ِٓ اٌغٍٛر١ 

 اٌىٛشو 

 

 اٌّذخٜٛ اٌغزائي اٌششوت اٌّصٕؼت اٌّىًّ اٌغزائي

Ensure Original اثٛد 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 255 ٍٞؼو ؽواه 

 9 َثوٚر١ٓ عوا 

Boost
®
 Original ٍَٗٔز 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 240  ٍٞؼو ؽواه 

 10 َثوٚر١ٓ عوا 

Ensure Plus اثٛد 
 :أٚٔظبد 8ؽظخ رجٍغ ٌىً 

 350  ٍٞؼو ؽواه 



 13 َثوٚر١ٓ عوا 

Boost Plus ٍَٗٔز 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 360  ٍٞؼو ؽواه 

 14 َثوٚر١ٓ عوا 

Boost Very High 

Calorie 
 َٔزٍٗ

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 530  ٍٞؼو ؽواه 

 22 َثوٚر١ٓ عوا 

Ensure High Protein اثٛد 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 160  ٍٞؼو ؽواه 

 16 َثوٚر١ٓ عوا 

Boost High Protein ٍَٗٔز 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 240  ٍٞؼو ؽواه 

 20 َثوٚر١ٓ عوا 

Ensure Compact اثٛد 

 :أٚٔظبد 4ٌىً ؽظخ رجٍغ 

 220  ٍٞؼو ؽواه 

 9 َثوٚر١ٓ عوا 

Boost Compact ٍَٗٔز 

 :أٚٔظبد 4ٌىً ؽظخ رجٍغ 

 240  ٍٞؼو ؽواه 

 10 َثوٚر١ٓ عوا 

 

 اٌّششٚباث راث اٌّذخٜٛ إٌّخفض ِٓ اٌسىش )ٌٍّصابيٓ باٌسىشي(

 :رزٛفو ٘نٖ اٌّشوٚثبد ثٕىٙخ اٌفب١ٍ١ٔب ٚاٌشٛوٛلارخ ٚغ١و٘ب، ؽَت اٌؼلاِخ اٌزغبه٠خ. ٘نٖ اٌّشوٚثبد ٟ٘

 اٌقب١ٌخ ِٓ اٌلاوزٛى 

 ٓاٌقب١ٌخ ِٓ اٌغٍٛر١ 

 اٌىٛشو 
 

 اٌّذخٜٛ اٌغزائي اٌششوت اٌّصٕؼت اٌّىًّ اٌغزائي

Glucerna® Shake اثٛد 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 180  ٍٞؼو ؽواه 

 10  َثوٚر١ٓ عوا 

Boost Glucose Control ٍَٗٔز 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 250  ٍٞؼو ؽواه 

 14  َثوٚر١ٓ عوا 



Glytrol Vanilla ٍَٗٔز 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 250 ٍٞؼو ؽواه 

 11.3 َثوٚر١ٓ عوا 

 

 ِششٚباث اٌفٛاوٗ

ٚاٌجورمبي ٚاٌزٛد اٌجوٞ ٚاٌشبٞ اٌّضٍظ ٚاٌزفبػ ٚاٌزٛد الأىهق ٚاٌوِبْ ٚغ١و٘ب،  ؿرزٛفو ٘نٖ اٌّشوٚثبد ثٕىٙبد اٌقٛ

 :٘نٖ اٌّشوٚثبد ٟ٘ ؽَت اٌؼلاِخ اٌزغبه٠خ. 

 ْٛ٘اٌقب١ٌخ ِٓ اٌل 

 اٌقب١ٌخ ِٓ اٌلاوزٛى 

 ٓاٌقب١ٌخ ِٓ اٌغٍٛر١ 

 اٌىٛشو 
 

 اٌغزائياٌّذخٜٛ  اٌششوت اٌّصٕؼت اٌّىًّ اٌغزائي

Ensure Clear اثٛد 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 250  ٍٞؼو ؽواه 

 9  َثوٚر١ٓ عوا 

Boost Breeze ٍَٗٔز 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 250  ٍٞؼو ؽواه 

 9  َثوٚر١ٓ عوا 

Resource® Diabetishield 

ِلاؽظخ: ٘نا اٌّشوٚة ِقظض 

 ٌٍّظبث١ٓ ثبٌَىوٞ

 

 َٔزٍٗ

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 150 ٍٞؼو ؽواه 

 9  َثوٚر١ٓ عوا 

 30 عواَ ووث١٘ٛلهاد 

 ِساديك اٌذٍيب إٌّىٙت اٌّذلاة

٠ّىٓ فٍؾ ٘نٖ اٌَّبؽ١ك ِغ اٌؾ١ٍت أٚ اٌّبء، ؽَت اٌؼلاِخ اٌزغبه٠خ. ٟٚ٘ ِزٛفوح ثٕىٙخ اٌفب١ٍ١ٔب ٚاٌشٛوٛلارخ 

 .ٚاٌفواٌٚخ

 رؾزٛٞ أغٍت ٘نٖ إٌّزغبد ػٍٝ اٌلاوزٛى. 

  ػٍٝ اٌؼلاِخ اٌزغبه٠خ ِٚب ئما وبْ ١ٍزُ فٍطٙب ثبٌؾ١ٍت وبًِ رؼزّل و١ّخ اٌلْ٘ٛ ٌىً ٚعجخ

 .اٌلٍُ أٚ ِٕقفغ اٌلٍُ أٚ اٌّبء
 

 اٌّىًّ اٌغزائي
اٌششوت 

 اٌّصٕؼت
 اٌّذخٜٛ اٌغزائي



Carnation Breakfast 

Essentials™ 

ِلاؽظخ: ٘نٖ اٌّشوٚة ِزبػ فٟ 

ػٍُت ِقزٍطخ َِجمبً. رزٛفو ثؼغ 

 .إٌىٙبد ثأٔٛاع فب١ٌخ ِٓ اٌَىو

 وبه١ٔشٓ

 :أٚٔظبد ِغ اٌؾ١ٍت وبًِ اٌلٍُ 8ٌىً ؽظخ رجٍغ 

 280  ٍٞؼو ؽواه 

 12  َثوٚر١ٓ عوا 

Carnation Breakfast 

Essentials 

اٌقب١ٌخ ِٓ اٌَىو )اٌّؾلاح 

 طٕبػ١بً(

 وبه١ٔشٓ

 :أٚٔظبد ِغ اٌؾ١ٍت وبًِ اٌلٍُ 8ٌىً ؽظخ رجٍغ 

 210  ٍٞؼو ؽواه 

 14  َثوٚر١ٓ عوا 

Scandishake® 

٘نا اٌّشوٚة ِزبػ ِلاؽظخ: 

 .ثٕٛع فبيٍ ِٓ اٌلاوزٛى

 أثزب١ٌٌ

 :أٚٔظبد ِغ اٌؾ١ٍت وبًِ اٌلٍُ 8ٌىً ؽظخ رجٍغ 

 600 ٍٞؼو ؽواه 

 12  َثوٚر١ٓ عوا 

 

 

 

 

 

 

 

 

 



 اٌّىّلاث ػذيّت إٌىٙت

اٌّي٠ل ِٓ ٠ّىٓ فٍؾ ٘نٖ اٌّىّلاد ِغ اٌّشوٚثبد أٚ الأؽؼّخ اٌوؽجخ )ِضً اٌفطبئو ٚاٌّبفٓ ٚاٌجٛك٠ٕغ( ٌٍؾظٛي ػٍٝ 

 .اٌَؼواد اٌؾواه٠خ أٚ اٌجوٚر١ٓ أٚ و١ٍّٙب

ٚ٘نٖ اٌّىّلاد اٌغنائ١خ غ١و ِقظظخ ٌلاٍزقلاَ وّظله ٚؽ١ل ٌٍزغن٠خ. ٔبلش فج١و اٌزغن٠خ اٌَو٠وٞ اٌقبص ثه 

  .ٌٍؾظٛي ػٍٝ اٌَّبػلح ثشأْ رؼ١ّٓ ٘نٖ اٌّىّلاد فٟ ٔظبِه اٌغنائٟ

 

 اٌغزائياٌّذخٜٛ  اٌششوت اٌّصٕؼت اٌّىًّ اٌغزائي

Scandical® (َِؾٛق) ٌأثزب١ٌ 
 :لكل ملعقة كبٌرة من المسحوق

 35  ٍٞؼو ؽواه 

Benecalorie® (ًٍبئ) ٍَٗٔز 

 :أونصة من السائل 5.1لكل 

 330  ٍٞؼو ؽواه 

 7  ِثوٚر١ٓ بدعوا 

Unjury® Medical Quality Protein™ 

 )َِؾٛق(
 أنجوري

 :جرام 42لكل مغرفة مسحوق 

 90 ٍٞؼو ؽواه 

 21  َثوٚر١ٓ عوا 

 

 اٌّىّلاث اٌغزائيت ٌلأفشاد اٌزيٓ ُ٘ بذاجت ٌخمييذ اسخٙلاوُٙ ٌٍبٛحاسيَٛ أٚ اٌفسفٛس أٚ وٍيّٙا

 :تتوفر هذه المشروبات بنكهة الفانٌلٌا وزبدة جوز البقان والتوت. وهً

 الخالٌة من اللاكتوز 

 الخالٌة من الغلوتٌن 

 الكوشر 

 

 اٌغزائياٌّذخٜٛ  اٌششوت اٌّصٕؼت اٌّىًّ اٌغزائي

Nepro
®
 اثٛد 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 425  ٍٞؼو ؽواه 

 19    ٓعواَ ثوٚر١ 

Suplena
®
 اثٛد 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 425  ٍٞؼو ؽواه 

 11  ِثوٚر١ٓ بدعوا 



Novasource
®
 Renal نستله 

 :أٚٔظبد 8ٌىً ؽظخ رجٍغ 

 475 ٍٞؼو ؽواه 

 21.6  َثوٚر١ٓ عوا 

Renalcal
®
 نستله 

 :أٚٔظبد 8.45رجٍغ ٌىً ؽظخ 

 500 ٍٞؼو ؽواه 

 8.5 ٓعواَ ثوٚر١ 

 

 

 أٔٛاع اٌبٛديٕغ ػاٌيت اٌسؼشاث اٌذشاسيت ٚػاٌيت اٌبشٚحيٓ

 :تتوفر مكملات البودٌنغ هذه بنكهات الفانٌلٌا والشوكولاتة وحلوى السكر والزبدة. وهً

 
 الخالٌة من اللاكتوز 

 الخالٌة من الغلوتٌن 

 الكوشر 

 

 اٌّذخٜٛ اٌغزائي اٌّصٕؼت اٌششوت اٌّىًّ اٌغزائي

 َٔزٍٗ  ®Boost Nutritional ثٛك٠ٕغ

 :أٚٔظبد 4ٌىً ؽظخ رجٍغ 

 250  ٍٞؼو ؽواه 

 9    ٓعواَ ثوٚر١ 

 اثٛد Ensure  ثٛك٠ٕغ

 :أٚٔظبد 4ٌىً ؽظخ رجٍغ 

 250  ٍٞؼو ؽواه 

 9  ِثوٚر١ٓ بدعوا 

 

 أٌٛاح اٌٛجباث اٌخفيفت ٌّصابي اٌسىشي

ٟ٘ٚ: 

 اٌىٛشو 

 

 اٌّذخٜٛ اٌغزائي اٌششوت اٌّصٕؼت اٌّىًّ اٌغزائي

Glucerna Snack Bar  اثٛد 

 ٌٛػ:ٌىً 

 150  ٌٍٝؼو   160ا

 ؽواهٞ

 10  ٌٝعواَ ثوٚر١ٓ    11ا 



 اٌؼضٛيت خٍٛطٗاٌّػصائش اٌخغزيت 

بنكهات حبوب الفانٌلٌا الحلوة وفادج الشوكولاتة الكرٌمٌة وقهوة موكا المثلجة والفراولة  خاٌّقٍٛؽتتوفر هذه العصائر 
 :والكرٌمة. وهً

 الخالٌة من الغلوتٌن 

 الخالٌة من الصوٌا 

  9...الخالٌة من اللاكتوز بنسبة% 

 الكوشر 

 

 اٌّذخٜٛ اٌغزائي اٌششوت اٌّصٕؼت اٌّىًّ اٌغزائي

Orgain™ ١ٔٛرو٠ش١ب 

 اٚٔظبً: 11ؽظخ رجٍغ ٌىً 

 255  ٍٞؼو ؽواه 

 16    ٓعواَ ثوٚر١ 

Kate Farms Kate Farms 
 اٚٔظبً: 11ؽظخ رجٍغ ٌىً 

 255  ٍٞؼو ؽواه 

 16    ٓعواَ ثوٚر١ 

 

 ػاٌيت اٌبشٚحيٓ ِٕخفضت اٌسىشاٌّخٍٛطت اٌّششٚباث

أو على هٌئة مسحوق. تتوفر هذه المكملات الغذائٌة على هٌئة مشروبات مخفوقة مُعدة مسبقًا بالعدٌد من النكهات 
 :وهً
 الخالٌة من الغلوتٌن 

 الخالٌة من الصوٌا 

 منخفضة السكر 

 

 اٌّذخٜٛ اٌغزائي اٌششوت اٌّصٕؼت اٌّىًّ اٌغزائي

Premier Protein Shakes  ٓثو١١ّ٠و ثوٚر١ 

 اٚٔظبً: 11ؽظخ رجٍغ ٌىً 

 160  ٍٞؼو ؽواه 

 30 ٓعواَ ثوٚر١ 

 1 عواَ ٍىو    

Premier Protein Shakes  ٓثو١١ّ٠و ثوٚر١ 

 اٚٔظبً: 11ؽظخ رجٍغ ٌىً 

 180  ٍٞؼو ؽواه 

 30  ٓعواَ ثوٚر١ 

 3   عواَ ٍىو 

 

  



 اٌخذىُ في الآثاس اٌجأبيت ػٓ طشيك اٌخغزيت

 :ٌتناول هذا القسم بالوصف بعض النصائح التً ٌمكنك اتباعها لمساعدتك بشأن

 

 فمذاْ اٌشٙيت

 .وهو أحد الآثار الجانبٌة الشائعة للغاٌة لعلاج السرطان فقدان الشهٌة هو قلة الرغبة فً تناول الطعام.

قد تكون هناك أوقات معٌنة أثناء الٌوم تشعر خلالها بشهٌة كبٌرة وتتمكن من تناول كمٌة أكبر من 

 الطعام. فً هذه الحالة، اغتنم تلك الأوقات وحاول تناول أكبر كم ممكن من الطعام. 

جوع على الإطلاق. فً هذه الحالة، جرب اتباع جدول للوجبات. فً بعض الأحٌان، قد لا تشعر بأي 

على سبٌل المثال، تناول الطعام كل ساعتٌن أو نحو ذلك بدلاً من الانتظار حتى تشعر بالجوع. 

 .وٌمكنك أٌضًا ضبط منبه لتذكٌرك بتناول الطعام

 الإِسان

بٟٔ ِٓ الإَِبن، فمل رىْٛ الإَِبن ٘ٛ ِشىٍخ شبئؼخ رَجت طؼٛثخ فٟ ؽووخ الأِؼبء. ئما وٕذ رؼ

 :ؽووخ أِؼبئه

 طؼجخ ٌٍغب٠خ 

 ل١ٍٍخ ٌٍغب٠خ 

 ٠ظؼت ئفواط اٌجواى 

 رؾلس ألً ِٓ اٌّؼزبك 

 

ٕ٘بن ػلح ػٛاًِ رَجت الإَِبن، ِٕٚٙب ٔظبِه اٌغنائٟ ٚٔشبؽه ٚأٍٍٛة ؽ١بره. وّب أْ ثؼغ أك٠ٚخ 

 .اٌؼلاط اٌى١ّبٚٞ َِٚىٕبد الأٌُ رَجت الإَِبن

 :ىُ فٟ الإَِبن ػٓ ؽو٠ك إٌظبَ اٌغنائٟف١ّب ٠ٍٟ ثؼغ اٌطوق ٌٍزؾ

 

 حٕاٚي اٌّزيذ ِٓ الأطؼّت اٌغٕيت بالأٌياف

الألٌاف مهمة لأن من شأنها زٌادة الكتلة فً البراز. وٌساعد ذلك جسدك على تحرٌك البراز إلى خارج الجسم. أضف 

كافٍ من السوائل لمنع الغازات الألٌاف إلى نظامك الغذائً بمقدار صنف واحد فً كل مرة. واحرص على تناول قدرٍ 

 :والانتفاخ. فٌما ٌلً بعض الأمثلة على الأطعمة الغنٌة بالألٌاف

  



 ٗاٌفٛاو 

 اٌقؼوٚاد 

 فطبئو اٌّبفٓ اٌّظٕٛػخ ِٓ إٌقبٌخ 

 )ٟٕاٌؾجٛة اٌىبٍِخ )ِضً اٌّؼىوٚٔخ ٚاٌقجي اٌّظٕٛع ِٓ اٌؾجٛة اٌىبٍِخ ٚالأهى اٌج 

 اٌّىَواد ٚاٌجنٚه 

 

 ِٓ اٌسٛائًحٕاٚي لذسًا وبيشًا 

أٚٔظبد( ِٓ اٌَٛائً ١ِٛ٠بً. اشوة اٌّبء ٚػظبئو  8أوٛاة ) 10ئٌٝ  8ؽبٚي أْ رزٕبٚي ػٍٝ الألً 

 اٌفٛاوٗ ٚاٌقؼوٚاد ٚاٌؾ١ٍت ٚغ١و مٌه ِٓ اٌَٛائً. فَٛف ٠َبػل مٌه فٟ ر١١ٍٓ اٌجواى. 

 حٕاٚي اٌطؼاَ في أٚلاث ثابخت

 .أجرٌت أٌة تغٌٌرات على نظامك الغذائً، فلٌكن ذلك ببطءحاول أن تتناول الوجبات فً نفس الوقت كل ٌوم. وإذا 

 

 أوثش ِٓ اٌذشوت

رَبػل ؽووخ اٌغَُ أ٠ؼًب فٟ ػلاط الإَِبن. ِبهً ٔشبؽًب ثل١ٔبً فف١فبً )ِضً اٌّشٟ أٚ طؼٛك اٌلهط 

ثجؾء( ٌٍَّبػلح ػٍٝ ؽووخ اٌطؼبَ فلاي عٙبىن اٌٙؼّٟ. اٍزشو ؽج١جه لجً ثلء ِّبهٍخ أٞ ٔشبؽ 

 .ثلٟٔ

 إسٙاي

٠ىْٛ الإٍٙبي ِظؾٛثبً ثؾووخ أِؼبء ِزىوهح ٠ٚىْٛ اٌجواى ِبئ١بً. ٚ٘ٛ ٠زَجت فٟ ِوٚه اٌطؼبَ 

ثَوػخ ػجو الأِؼبء. ػٕل ؽلٚس مٌه، لا ٠ّزض اٌغَُ اٌّبء ٚاٌؼٕبطو اٌغنائ١خ ثشىً ع١ل. لل ٠ؾلس 

 :الإٍٙبي ثَجت

 ٟاٌؼلاط اٌى١ّ١بئ 

 ٟاٌؼلاط الإشؼبػ 

 ئعواء عواؽخ فٟ اٌّؼلح أٚ الأِؼبء 

 الأك٠ٚخ 

 ٗاٌظؼٛثخ فٟ ٘ؼُ اٌؾ١ٍت ِٚشزمبر 

  رٕبٚي اٌىض١و ِٓ اٌىؾ١ٌٛبد اٌَىو٠خ )ِضً اٌَٛهث١زٛي أٚ اٌّب١ٔزٛي، ٚاٌزٟ رٛعل فٟ اٌَىبوو

 اٌقب١ٌخ ِٓ اٌَىو(

 ٜثؼغ أٔٛاع اٌؾَب١ٍخ ٌٍطؼبَ الأفو 

 .اٍزشو ؽج١جه لجً اٍزقلاَ اٌّمزوؽبد اٌزب١ٌخ ٌٍزؾىُ فٟ الإٍٙبي



 ِٓ اٌسٛائًحٕاٚي لذسًا وبيشًا 

أٚٔظبد( ِٓ اٌَٛائً ١ِٛ٠بً. لأْ مٌه ٠َبػل فٟ رؼ٠ٛغ اٌّبء  8أوٛاة ) 10ئٌٝ  8رٕبٚي ػٍٝ الألً 

 :ٚاٌؼٕبطو اٌغنائ١خ اٌزٟ رفمل٘ب أصٕبء ئطبثزه ثبلإٍٙبي. ؽبٚي شُوة

 ػظبئو اٌفبوٙخ ٚإٌىزبه اٌّقٍٛؽخ ثبٌّبء 

 Unflavored Pedialyte
®

 

 ِبء عٛى إٌٙل 

  الإٌىزو١ٌٚذ اٌزٟ ٠ّىٕه ئػبفزٙب ئٌٝ اٌّبء ِضًألواص (Nuun
®
) 

 ًَِبؽ١ك الإٌىزو١ٌٚذ اٌزٟ ٠ّىٕه فٍطٙب ثبٌّبء ِض  (DripDrop
®
) 

  ِضًاٌّبء اٌّؼبف ئ١ٌٗ الإٌىزو١ٌٚذ Propel
®
)) 

  ًاٌظٛكا اٌقب١ٌخ ِٓ اٌىبف١١ٓ. ارون اٌظٛكا رَزمو ثلْٚ رغط١زٙب ٌؼلح كلبئك لجً رٕبٌٚٙب ٌزم١ٍ

 .اٌفٛهاْ

 حبغ اٌخٛجيٙاث اٌغزائيت اٌٛاسدة أدٔاٖا

تجنب تناول الأطعمة الساخنة أو الباردة للغاٌة، وذات المحتوى العالً من السكر والدهون والأطعمة 

الحرٌفة. حٌث ٌصعب على جهازك الهضمً التعامل معها كما أنها تفاقم حالة الإسهال. اتبع توجٌهات 

 .ا كنت مصاباً بالإسهالتناول الطعام والشراب الواردة أدناه إذ

 

 ٚخضشاٚاث فٛاوٗ

 اطؼّت يجب حجٕبٙا اطؼّت يّىٓ حجشبخٙا

  ًاٌفٛاوٗ ٚاٌقؼوٚاد اٌّط١ٙخ ع١لا

ؼٍجخ ُّ  ٚاٌّمشوح ٚاٌّٙوٍٚخ أٚ اٌ

 اٌّٛى 

 ًٚمشو أٚ اٌّٙو ُّ  اٌزفبػ اٌ

 اٌؼظبئو أٚ إٌىزبهاد اٌّقٍٛؽخ ثبٌّبء 

 ىثلح اٌفٛي اٌَٛكأٟ إٌبػّخ 

 

 الأؽؼّخ ػٍٝ اٌجٛرب١ٍَٛرؾزٛٞ أغٍت ٘نٖ 

ٚاٌَٛائً ٌٍَّبػلح فٟ رؼ٠ٛغ ِب فملٖ اٌغَُ 

ِٓ عواء الإٍٙبي. وّب رؾزٛٞ ػٍٝ أ١ٌبف لبثٍخ 

 .ٌٍنٚثبْ لل رمًٍ ؽبٌخ الإٍٙبي

  اٌفٛاوٗ ٚاٌقؼوٚاد ا١ٌٕئخ ٚاٌّىَواد

اٌىبٍِخ ٚاٌجنٚه )ثبٍزضٕبء رٍه اٌٛاهكح 

 ("أؽؼّخ ٠ّىٓ رغوثزٙب"فٟ ػّٛك 

 كٞ ئٌٝ ؽلٚس اٌقؼوٚاد اٌزٟ رإ

غبىاد )ِضً اٌجوٚوٍٟ ٚاٌمؤج١ؾ 

 ٚاٌىؤت ٚاٌفٛي ٚاٌجظً(

 

  



 إٌشٛياث ٚاٌىشبٛ٘يذساث

 اطؼّت يجب حجٕبٙا اطؼّت يّىٓ حجشبخٙا

  اٌقجي الأث١غ اٌّىوه ٚاٌؾجٛة ٚالأهى

 ٚاٌّؼىوٚٔخ ٚاٌطؾ١ٓ

 )اٌجطبؽٌ اٌٍَّٛلخ أٚ اٌّٙوٍٚخ )ثلْٚ اٌمشو 

  ِٚموِشبد اٌّموِشبد ٚاٌجَى٠ٛذ اٌٍّّؼ

 غوا٘بَ

رؾزٛٞ ثؼغ ٘نٖ الأؽؼّخ ػٍٝ اٌٍّؼ ٌٍَّبػلح فٟ 

 .رؼ٠ٛغ ِب فملٖ اٌغَُ ِٓ عواء الإٍٙبي

  أٔٛاع اٌقجي ٚاٌّؼىوٚٔخ ٚاٌؾجٛة ٚالأهى

 عواِبد أٚ أوضو ِٓ الأ١ٌبف 3اٌجٕٟ ِغ 

 ِٕزغبد اٌقجي ِغ اٌّىَواد أٚ اٌجنٚه 

  ًأٔٛاع اٌقجي ٚاٌّؼغٕبد اٌغ١ٕخ ثبٌلْ٘ٛ )ِض

 ْٛ ٚاٌلٚٔبد(اٌىوٚاٍ

 اٌجطبؽٌ اٌّم١ٍخ 

 

 اٌٍذَٛ ٚبذائً اٌٍذَٛ

 اطؼّت يجب حجٕبٙا اطؼّت يّىٓ حجشبخٙا

  اٌٍؾَٛ اٌقب١ٌخ ِٓ اٌلْ٘ٛ )ِضً طله اٌلعبط

 اٌغٍل ْأٚ اٌل٠ه اٌوِٟٚ( ثلٚ

 ًاٌج١غ اٌٍَّٛق ع١لا 

 ٛاٌزٛف 

 ٘نٖ ٟ٘ أؽؼّخ ػل٠ّخ إٌىٙخ ل١ٍٍخ اٌلْ٘ٛ ٚالأ١ٌبف.

 .اٌزؼبًِ ِؼٙب ثٌَٙٛخ أوجو٠ّٚىٓ ٌٍغٙبى اٌٙؼّٟ 

  ٟٔٚاٌٍؾَٛ اٌغ١ٕخ ثبٌلْ٘ٛ )ِضً اٌَلاِٟ ٚاٌججو

 ٚاٌَغك(

 ٍٟاٌٍؾَٛ اٌّم١ٍخ ٚاٌزٛفٛ اٌّم 

 اٌٍؾَٛ ماد اٌغٍٛك 

٠ظؼت ػٍٝ اٌغٙبى اٌٙؼّٟ اٌزؼبًِ ِغ ٘نٖ الأؽؼّخ. 

 .ٚلل رَجت اٌشؼٛه ثؼلَ اٌواؽخ ٚرفبلُ ؽبٌخ الإٍٙبي

 

 ِٕخجاث الأٌباْ

 اطؼّت يجب حجٕبٙا ٙااطؼّت يّىٓ حجشبخ

 ٍُاٌؾ١ٍت أٚ اٌيثبكٞ ل١ًٍ اٌل 

 

ئما وبٔذ ٌل٠ه ِشىلاد فٟ ٘ؼُ اٌؾ١ٍت أٚ ِٕزغبرٗ، 

 فغوة اٌؾ١ٍت اٌقبٌٟ ِٓ اٌلاوزٛى )ِضً ؽ١ٍت

(Lactaid
®
أٚ اٌؾ١ٍت اٌقبٌٟ ِٓ ِٕزغبد الأٌجبْ )ِضً  

ؽ١ٍت اٌظ٠ٛب أٚ اٌٍٛى أٚ اٌشٛفبْ أٚ عٛى إٌٙل أٚ ؽ١ٍت 

 ) .الأهى

 ٍُاٌؾ١ٍت وبًِ اٌل 

 ٟٕ٘ا٠٢ٌ وو٠ُ ػبٌٟ اٌّؾزٜٛ اٌل 

 ٟٕ٘الأعجبْ ػب١ٌخ اٌّؾزٜٛ اٌل 

 اٌىو٠ّخ اٌؾبِؼخ 

 

  



 اٌبٙاساث

 اطؼّت يجب حجٕبٙا اطؼّت يّىٓ حجشبخٙا

  اٌٍّؼ )ِب ٌُ ٠زؼ١ٓ ػ١ٍه رغٕجٗ لأٍجبة

 أفوٜ(

  أٔٛاع اٌّوق ٚرٛاثً اٌٍَطبد اٌقب١ٌخ

 ِٓ اٌلْ٘ٛ

  ٚاٌزٛاثًو١ّبد وج١وح ِٓ اٌَىو 

 رٛاثً اٌٍَطبد ٚاٌّوق اٌغ١ٕخ 

  ٍٝالأؽؼّخ أٚ اٌّشوٚثبد اٌّؾز٠ٛخ ػ

اٌىبف١١ٓ )ِضً اٌشٛوٛلارخ أٚ اٌشبٞ أٚ 

 اٌظٛكا(

٠ظؼت ػٍٝ اٌغٙبى اٌٙؼّٟ اٌزؼبًِ ِغ ٘نٖ 

الأؽؼّخ. ٚلل رَجت اٌشؼٛه ثؼلَ اٌواؽخ ٚرفبلُ 

 .ؽبٌخ الإٍٙبي

 

 جفاف اٌفُ

 :لل ٠ؾلس عفبف اٌفُ ثَجت

 ٌى١ّ١بئٟاٌؼلاط ا 

 ٟاٌؼلاط الإشؼبػ 

 الأك٠ٚخ 

 ئعواء عواؽخ فٟ اٌوأً ٚاٌولجخ 

 ٜٚاٌؼل 

 ِٜشىلاد طؾ١خ أفو 

لل ٠زَجت عفبف اٌفُ أ٠ؼًب فٟ رًَٛ الإٍٔبْ. ٠ٚوعغ مٌه ٌمٍخ ئٔزبط اٌٍؼبة اٌنٞ ٠ٛفو اٌؾّب٠خ 

ئما وٕذ رؼبٟٔ ِٓ ٌلإٍٔبْ ػل اٌزًَٛ. رؼزجو إٌظبفخ اٌظؾ١خ ٌٍفُ )اٌؼٕب٠خ اٌغ١لح ثبٌفُٙ( ِّٙخ ٌٍغب٠خ 

عفبف اٌفُ. رغٕت أٔٛاع غَٛي اٌفُ اٌىؾ١ٌٛخ. ثللاً ِٕٙب، اطٕغ غَٛي اٌفُ اٌقبص ثه ػجو فٍؾ ٍِؼمخ 

أوٛاة( ِٓ اٌّبء  4طغ١وح ٚاؽلح ِٓ ث١ىوثٛٔبد اٌظٛكا ٍِٚؼمخ ٚاؽلح ِٓ اٌٍّؼ فٟ هثغ عبٌْٛ )

 .اٌلافئ. اغًَ فّه ثغَٛي اٌفُ ٘نا وً ٍبػز١ٓ

ب، ٠ظجؼ رٕبٚي اٌطؼبَ طؼجبً. ٚلل ٠ظؼت ِؼغ ثؼغ أٔٛاع الأؽؼّخ ٚثٍؼٙب. ٚلل ػٕلِب ٠ىْٛ فّه عبفً 

رظٕغ أٔٛاع اٌطؼبَ اٌزٟ رزٕبٌٚٙب فولبً. افزو الأؽؼّخ اٌوؽجخ ماد اٌمٛاَ اٌطوٞ ٚاٌزٟ ٠ًَٙ ثٍؼٙب. 

ٚي ٚرغٕت الأؽؼّخ اٌغبفخ أٚ اٌظٍجخ. رٕبٚي للهًا وج١وًا ِٓ اٌَٛائً ػٍٝ ِلٜ ا١ٌَٛ. ٚلل ٠ًَُٙ رٕب

اٌطؼبَ ٚثٍؼٗ. ارجغ رٛع١ٙبد رٕبٚي اٌطؼبَ ٚاٌشواة  غهشفبد ِٓ اٌَٛائً أصٕبء رٕبٚي اٌٛعجبد ِؼ

  .اٌٛاهكح أكٔبٖ ئما وٕذ رؼبٟٔ ِٓ عفبف اٌفُ

  



 اطؼّت يجب حجٕبٙا اطؼّت يّىٓ حجشبخٙا

 :الأؽؼّخ اٌطو٠خ ٚاٌّٙوٍٚخ، ِضً

  اٌطٛاعٓ ٚأؽجبق اٌجم١ٌٛبد ٚاٌّؼىوٚٔخ

 اٌّقٍٛؽٗٚاٌغجٓ ٚاٌج١غ 

 اٌلعبط ٚالأٍّبن اٌّط١ٙخ اٌطو٠خ 

 ا١ٌقٕخ ٚأٔٛاع اٌؾَبء اٌىو١ّ٠خ 

 اٌؾجٛة اٌّط١ٙخ 

 أغن٠خ الأؽفبي 

  ئػبفخ اٌظٍظبد ٚاٌّوق ٚاٌؼظبئو

ِٚوق اٌٍؾُ اٌظبفٟ ٚآٌَّ ٚاٌىو٠ّخ 

 اٌؾبِؼخ ئٌٝ اٌطؼبَ

  اٌقجي ٚاٌّموِشبد ٚاٌّقجٛىاد

 الأفوٜ اٌّغٍّٛخ فٟ اٌؾ١ٍت أٚ اٌشبٞ

 ٚاٌجبثب٠ب اٌطبىط الأٔبٔبً أ 

 

 :الأؽؼّخ اٌظٍجخ أٚ اٌغبفخ، ِضً

 اٌٍؾَٛ اٌغبفخ ثلْٚ طٍظخ 

  اٌقجي ٚاٌّموِشبد ٚاٌجَى٠ٛذ اٌٍّّؼ

 ٚاٌؾجٛة اٌغبفخ اٌقشٕخ

 اٌفٛاوٗ ٚاٌقؼوٚاد ا١ٌٕئخ اٌظٍجخ 

 :الأؽؼّخ اٌجبهكح، ِضً

  ِٚشوٚثبد اٌَّٛمٞ  اٌّقٍٛؽٗاٌؾ١ٍت

ٚأٔٛاع اٌيثبكٞ ٚاٌغ١لار١ٓ ٚاٌغجٓ 

اٌمو٠ش ٚاٌّىّلاد اٌغنائ١خ )أظو اٌمَُ 

 ("اٌّىّلاد اٌغنائ١خ"

 اٌفٛاوٗ ٚاٌقؼوٚاد اٌّٙوٍٚخ 

 

لل ٠َبػل أ٠ؼًب رٕبٚي اٌَىبوو اٌظٍجخ اٌقب١ٌخ ِٓ 

اٌَىو ٚاٌؼٍىخ. عوة ٔىٙبد اٌؾّؼ١بد أٚ 

 .اٌموفخ أٚ إٌؼٕبع

 

 

 

 ٚ اٌذٍكلشُح اٌفُ أ

لل رؾلس لوػ اٌفُ ٚاٌؾٍك ثَجت ثؼغ اٌؼلاعبد اٌى١ّ١بئ١خ ٚالإشؼبػ١خ ػٍٝ اٌوأً أٚ اٌؼٕك. ٚلل 

رَجت لوػ اٌفُ أٚ اٌؾٍك طؼٛثخ فٟ رٕبٚي اٌطؼبَ. ٠ّٚىٓ أْ رظٕغ ؽو٠مخ رٕبٌٚه ٌٍطؼبَ اٌفوق. ف١ّب 

 :٠ٍٟ ثؼغ إٌظبئؼ اٌزٟ رَبػل ػٍٝ رغٕت اٌشؼٛه ثبلأٌُ فٟ اٌفُ

  ٟٙالأؽؼّخ ؽزٝ رظجؼ ؽو٠خ ١ٌٕٚخ. اٍزقلَ اٌقلاؽ ٌٙوً اٌطؼبَ.لُ ثط 

 الطغ اٌطؼبَ ئٌٝ لطغ طغ١وح ٠ًَٙ ِؼغٙب. 

  اغًَ فّه وض١وًا. عوة اٍزقلاَ غَٛي فُ ِظٕٛع ِٓ ٍِؼمخ طغ١وح ٚاؽلح ِٓ اٌٍّؼ ٍِٚؼمخ

ما أوٛاة( ِٓ اٌّبء اٌلافئ فمل ٠ىْٛ ِف١لاً. ٚئ 4طغ١وح ِٓ ث١ىوثٛٔبد اٌظٛكا ٚهثغ عبٌْٛ )

 .ٌُ ٠فٍؼ مٌه، فبؽٍت ِٓ اٌطج١ت رٛط١برٗ ثشأٔٗ أٔٛاع غَٛي اٌفُ الأفوٜ



 اٍزقلَ شفبؽخ ٌزٕبٚي اٌّشوٚثبد. ؽ١ش ٠ؾٛي مٌه كَٚ ِلاَِخ اٌَٛائً ٌفّه اٌّزموػ. 

 اغًَ إٍٔبٔه ٌَٚبٔه ثبٌفوشبح ئما أفجون اٌطج١ت أٚ ؽج١ت الإٍٔبْ ثأٔٗ لا ثأً فٟ مٌه. 

 بفظخ ػٍٝ فّه ٔظ١فبًرٕبٚي اٌّي٠ل ِٓ اٌَٛائً ٌٍّؾ. 

ئما وٕذ ِظبثبً ثموػ اٌفُ أٚ اٌؾٍك، فغوة رٕبٚي الأؽؼّخ الأوضو ١ٌٛٔخ أٚ ػل٠ّخ إٌىٙخ أٚ اٌفبروح أٚ 

اٌجبهكح. ٚرغٕت الأؽؼّخ اٌزٟ لل رإكٞ ئٌٝ ى٠بكح الأٌُ، ِضً الأؽؼّخ اٌغبفخ ٚاٌّزجٍخ ٚاٌٍّّؾخ 

ٚاٌشواة اٌٛاهكح أكٔبٖ ئما وٕذ رؼبٟٔ ِٓ لوػ ٚاٌؾبِؼخ أٚ اٌؾّؼ١خ. ارجغ رٛع١ٙبد رٕبٚي اٌطؼبَ 

 .اٌفُ أٚ اٌؾٍك

 

 

 

 

 

  



 اطؼّت يجب حجٕبٙا اطؼّت يّىٓ حجشبخٙا

 :الأؽؼّخ اٌّٙوٍٚخ ٚاٌطو٠خ ػل٠ّخ إٌىٙخ، ِضً

 

  اٌطٛاعٓ اٌج١َطخ ٚاٌجطبؽٌ اٌّٙوٍٚخ

 اٌّقٍٛؽٗٚاٌّؼىوٚٔخ ٚاٌغجٓ، ٚاٌج١غ 

  ٚاٌلعبط ٚاٌَّه اٌّطٟٙ ع١لاً أ

 اٌّٙوًٚ

 أٔٛاع اٌؾَبء اٌىو١ّ٠خ 

 اٌؾجٛة اٌّط١ٙخ 

  أغن٠خ الأؽفبي )اٌزبث١ٛوب ٚإٌىٙبد

 اٌج١َطخ(

  ئػبفخ اٌيثلح ٚاٌىو٠ّخ اٌؾبِؼخ

ٚاٌي٠ٛد ٚاٌظٍظبد اٌقف١فخ )ؽَت 

 اٌملهح ػٍٝ رؾٍّٙب( ئٌٝ الأؽؼّخ

  اٌقجي ٚاٌّموِشبد ٚاٌّقجٛىاد

 الأفوٜ اٌّغٍّٛخ فٟ اٌؾ١ٍت أٚ اٌشبٞ

 

 :بفخ، ِضًالأؽؼّخ اٌظٍجخ أٚ اٌغ

 

 اٌٍؾَٛ اٌغبفخ 

  اٌقجي اٌغبف ٚاٌّموِشبد ٚاٌجَى٠ٛذ

 اٌٍّّؼ

 اٌفٛاوٗ ٚاٌقؼوٚاد ا١ٌٕئخ اٌظٍجخ 

 :الأؽؼّخ اٌجبهكح، ِضً

 

  ِٚشوٚثبد اٌَّٛمٞ  اٌّقٍٛؽٗاٌؾ١ٍت

ٚأٔٛاع اٌيثبكٞ ٚاٌغ١لار١ٓ ٚاٌىَزوك 

ٚاٌجٛك٠ٕغ ٚاٌغجٓ اٌمو٠ش، ٚاٌّىّلاد 

  Ensure اٌغنائ١خ ِضً

 

 :اٌؾو٠فخ ٚاٌٍّّؾخ ٚاٌؾّؼ١خ، ِضًالأؽؼّخ 

 

  الأؽؼّخ اٌّظٕٛػخ ثبٍزقلاَ و١ّبد

وج١وح ِٓ اٌزٛاثً، ِضً َِؾٛق اٌفٍفً 

 اٌؾٍٛ أٚ اٌؾبِٟ

  الأؽؼّخ اٌغ١ٕخ ثبٌٍّؼ أٚ اٌّظٕٛػخ

 ثبٍزقلاَ اٌقً

  ِٕزغبد اٌفٛاوٗ اٌؾّؼ١خ )ِضً ػظ١و

 اٌجورمبي ٚا١ٌٍّْٛ(

  ِٕزغبد اٌطّبؽُ )ِضً طٍظخ

اٌطّبؽُ ٚؽَبء  اٌّؼىوٚٔخ ٚػظ١و

 اٌطّبؽُ(

 

 

 

 

  



 حغيشاث اٌّزاق

 .لل ٠زأصو شؼٛهن ثبٌّناق ثفؼً اٌؼلاط اٌى١ّ١بئٟ ٚاٌؼلاط الإشؼبػٟ ٚثؼغ اٌؼلاعبد الأفوٜ

ؽٛاً هئ١َ١خ، ٟٚ٘ الأؽؼّخ اٌٍّّؾخ ٚاٌؾٍٛح ٚاٌش١ٙخ ٚاٌّوح  ٠5زىْٛ اٌشؼٛه ثبٌّناق ِٓ 

ٌزغ١١واد الأوضو ش١ٛػًب ٟ٘ ٚعٛك ِناق ِو ٚاٌؾبِؼخ. ٚرقزٍف رغ١واد اٌّناق ِٓ شقض ٢فو. ا

. ريٚي ٘نٖ اٌزغ١واد غبٌجبً شٟءِٚؼلٟٔ فٟ فّه. ٚفٟ ثؼغ الأؽ١بْ، لل لا ٠جلٚ ِناق اٌطؼبَ ِضً أٞ 

 .ثؼل أزٙبء ِلح اٌؼلاط

ِٓ اٌُّٙ ٌٍغب٠خ اٌّؾبفظخ ػٍٝ ٔظبفخ اٌفُ ٚطؾزٗ )اٌؼٕب٠خ اٌغ١لح ثبٌفُ( ٌٍَّبػلح فٟ اٌزغٍت ػٍٝ رغ١و 

ق. ٠ّىٕه فؼً مٌه ثغًَ إٍٔبٔه ٌَٚبٔه ثبٌفوشبح )ئما أفجو اٌطج١ت أٚ ؽج١ت الإٍٔبْ أٔٗ لا ثأً اٌّنا

ثنٌه( ٚرٕبٚي لله أوجو ِٓ اٌَٛائً. ٚلل ٠ٛط١ه فو٠ك اٌوػب٠خ اٌطج١خ أ٠ؼًب ثبٍزقلاَ غَٛي فُ فبيٍ 

Biotene) ِٓ اٌىؾٛي ِضً
®
طغ١وح  ٠ّٚىٕه أ٠ؼًب طٕغ غَٛي اٌفُ اٌقبص ثه ػجو فٍؾ ٍِؼمخ .(

أوٛاة( ِٓ اٌّبء اٌلافئ. أوضو  4ٚاؽلح ِٓ ث١ىوثٛٔبد اٌظٛكا ٍِٚؼمخ ٚاؽلح ِٓ اٌٍّؼ فٟ هثغ عبٌْٛ )

 .ِٓ اٍزقلاَ غَٛي اٌفُ )لجً ٚثؼل رٕبٚي اٌطؼبَ( ػٍٝ ِلاه ا١ٌَٛ

 :إرا واْ طؼاِه يبذٚ ػذيُ اٌّزاق

  ًرٕبٚي اٌجطبؽٌ ِٙوٍٚخ ١ٌَٚذ غ١ ِّو لٛاَ الأؽؼّخ اٌزٟ رزٕبٌٚٙب. ػٍٝ ٍج١ً اٌّضبي، لل رفؼ

 .ِقجٛىح

  غ١ ِّو كهعخ ؽواهح اٌطؼبَ. فمل ٠جلٚ ِناق ثؼغ الأؽؼّخ أفؼً ئما وبٔذ ثبهكح أٚ ثلهعخ

 .ؽواهح اٌغوفخ

 افزو ٚاطٕغ الأؽؼّخ اٌزٟ رىْٛ ع١لح ِٓ ؽ١ش اٌّظٙو ٚاٌوائؾخ ثبٌَٕجخ ٌه. 

  اٌشؼٛه ثؼلَ اٌواؽخ. ػٍٝ ٍج١ً اٍزقلَ اٌّي٠ل ِٓ اٌزٛاثً ٚإٌّىٙبد، ؽبٌّب ٌُ رىٓ رَجت ٌه

 :اٌّضبي

o أػف اٌظٍظبد ٚاٌجٙبهاد )ِضً طٛص اٌظ٠ٛب أٚ اٌىبرشت( ئٌٝ ؽؼبِه. 

o  ِٓ أمغ اٌٍؾَٛ أٚ ثلائً اٌٍؾَٛ فٟ رٛاثً اٌٍَطبد أٚ ػظبئو اٌفبوٙخ أٚ غ١و٘ب

 .اٌظٍظبد الأفوٜ

o َٛاٍزقلَ اٌجظً أٚ اٌضَٛ لإػطبء ٔىٙخ ِؾججخ ٌٍقؼوٚاد أٚ اٌٍؾ. 

o شبة )ِضً اٌوٚىِبهٞ ٚاٌو٠ؾبْ ٚاٌيػزو ٚإٌؼٕبع( ئٌٝ ؽؼبِهأػف الأػ. 

o  اٌّقٍٛؽٗأٚ اٌيثبكٞ. ٠ّٚىٕه أ٠ؼًب رغوثخ اٌؾ١ٍت  اٌّقٍٛؽٗاِيط اٌفٛاوٗ ِغ اٌؾ١ٍت 

 .ثٕىٙخ اٌمٙٛح أٚ إٌؼٕبع

  



 

 عوة الأؽؼّخ اٌؾّؼ١خ ٚاٌلامػخ. فٟٙ لل رَبػل فٟ رؾف١ي ؽبٍخ اٌزنٚق ٌل٠ه. 

 الأؽؼّخ ماد اٌّناق اٌّقزٍف أصٕبء رٕبٚي ٚعجزه. ػٍٝ ٍج١ً اٌّضبي،  عوة اٌزجل٠ً ث١ٓ ٌم١ّبد

 :عوة

o ًاٌغجٓ اٌمو٠ش ٚالأٔبٔب. 

o اٌفٛاوٗ اٌّؼٍجخ ٚاٌيثبكٞ اٌَبكح. 

o ُاٌغجٓ اٌّشٛٞ ٚػظ١و اٌطّبؽ. 

ش أٚ ِؼذٔي في فّه ُِ  :إرا شؼشث بّزاق 

 اغًَ فّه ثبٌّبء لجً اٌٛعجبد. 

  و، فغوة ُِ ٚػؼٙب فٟ اٌظٍظبد أٚ ػظبئو اٌفبوٙخ أٚ ػغ ئما وبٔذ اٌٍؾَٛ ماد ؽؼُ 

 .ػظ١و ا١ٌٍّْٛ ػ١ٍٙب. افؼً مٌه فمؾ ئْ ٌُ رىٓ ِظبثبً ثموٚػ فٟ اٌفُ

 ٓلُ ثزؼ١ّٓ ثلائً اٌٍؾَٛ )ِضً ِٕزغبد الأٌجبْ ٚاٌجم١ٌٛبد( ٌٍؾظٛي ػٍٝ اٌجوٚر١. 

 اٍزقلَ أكٚاد اٌّبئلح اٌجلاٍز١ى١خ. 

 ٌَىوعوة رٕبٚي إٌؼٕبع أٚ اٌؼٍىخ اٌقب١ٌخ ِٓ ا. 

  ؼٍجخ )ِضً اٌظٍظبد ٚاٌؾَبء(. ٚثللاً ِٓ مٌه افزو الأؽؼّخ ُّ رغٕت ثؼغ الأؽؼّخ اٌ

 اٌّٛعٛكح فٟ ىعبعبد أٚ ػجٛاد ىعبع١خ أٚ ثلاٍز١ى١خ

سىَّشة ٌٍغايت ُِ  :إرا وأج الأطؼّت 

 َأػف ثؼغ اٌٍّؼ ئٌٝ اٌطؼب. 

 َىوح ثبٌّبء ُّ  .ففف اٌّشوٚثبد اٌ

 َىوًا، فغوة رٕبٚي الأؽؼّخ اٌؾّؼ١خ )ِضً رٍه  ئما وبْ ِناق ع١ّغ الأؽؼّخ ٚاٌّشوٚثبد ُِ

 اٌزٟ رؾزٛٞ ػٍٝ ا١ٌٍّْٛ(

 :إرا واْ ِزاق اٌطؼاَ أٚ سائذخٗ ِخخٍفت ػّا ٘ٛ ِؼخاد

  رغٕت الأؽؼّخ ماد اٌوٚائؼ اٌم٠ٛخ. لأْ ٌؾُ اٌجمو ٚاٌَّه ٌٙب ألٜٛ هائؾخ، فغوة رٕبٚي

 .اٌلٚاعٓ ٚاٌج١غ ِٕٚزغبد الأٌجبْ

  اٌملٚه ٚالأٚأٟ ثؼ١لاً ػٕه ثؾ١ش رٕزمً اٌوائؾخ ثؼ١لاً ػٕه ١ٌٌٚ ػٕل اٌطٟٙ، افزؼ أغط١خ

 .ثبرغب٘ه

 افزؼ إٌٛافن أصٕبء اٌطٟٙ ئما وبٔذ هائؾخ اٌطؼبَ أصٕبء ؽ١ٙٗ رَجت ٌه الإىػبط. 

  .ٌٗٚافزو الأؽؼّخ اٌزٟ ٠ّىٓ رٕبٌٚٙب ثبهكح أٚ ثلهعخ ؽواهح اٌغوفخ. كع اٌطؼبَ ٠جوك لجً رٕب

 .هكح أٚ اٌزٟ ٌٙب كهعخ ؽواهح اٌغوفخ أفف ِٓ الأؽؼّخ اٌلافئخرىْٛ هائؾخ الأؽؼّخ اٌجب

 ًعوة اٍزقلاَ رٛاثً ِقزٍفخ ِٚيط الأؽؼّخ اٌّقزٍفخ ثجؼؼٙب اٌجؼغ، ِض: 

o َئػبفخ اٌظٍظبد ئٌٝ اٌطؼب. 

o ِٗرغ١١و كهعخ ؽواهح اٌطؼبَ ٚلٛا. 

  ٗاٌؾّؼ١خ( ئما ٌُ ٠ىٓ فّه ِزموؽًب، فغوة الأؽؼّخ اٌلامػخ ِضً أطبثغ ا١ٌٍّْٛ أٚ اٌفٛاو

 .ٌزؾف١ي ؽبٍخ اٌزنٚق

  



 َاغًَ فّه لجً ٚثؼل رٕبٚي اٌطؼب. 

 َرٕبٚي هشفبد ل١ٍٍخ ِٓ اٌَٛائً أصٕبء رٕبٚي اٌٛعجبد لإىاٌخ ِناق اٌطؼب. 

 

 اٌشبغ اٌّبىش

٠ؾلس اٌشجغ اٌّجىو ػٕلِب رشؼو ثبلاِزلاء أٍوع ِٓ اٌّؼزبك ػٕل رٕبٚي اٌطؼبَ. ػٍٝ ٍج١ً اٌّضبي، لل 

ثٍٛؼه رٕبٚي اٌّي٠ل ِٓ اٌطؼبَ ف١ّب رىْٛ لل رٕبٌٚذ فمؾ ٔظف و١ّخ اٌطؼبَ. لل ٠ؾلس رشؼو أٔٗ ١ٌٌ 

اٌشجغ اٌّجىو ِٓ عواء اٌقؼٛع ٌغواؽخ فٟ اٌّؼلح أٚ الإطبثخ ثبلإَِبن أٚ رٕبٚي ثؼغ الأك٠ٚخ فؼلاً 

 .ػٓ أٍجبة أفوٜ

 :ئما شؼود ثبلاِزلاء أٍوع ِّب ٠ٕجغٟ، فغوة

 رٕبٚي ٚعجبد طغ١وح ثؼلك أوجو. 

 ٕبٚي أغٍت اٌَٛائً لجً أٚ ثؼل اٌٛعجبد. لل ٠ّٕؾه اٌشوة أصٕبء اٌٛعجبد اٌشؼٛه ثبلاِزلاء ر

 .ثَوػخ أوجو

  أػف الأؽؼّخ اٌغ١ٕخ ثبٌَؼواد اٌؾواه٠خ ٚاٌجوٚر١ٓ )ػٍٝ ٍج١ً اٌّضبي، اٌؾ١ٍت اٌغبف

 .اٌقبٌٟ ِٓ اٌلٍُ، ع١ٕٓ اٌمّؼ، ىثلح اٌّىَواد، الأفٛوبكٚ، اٌي٠ٛد، اٌيثلح( ئٌٝ ٚعجبره

  أقوؽ فٟ ٔشبؽ ثلٟٔ فف١ف )ِضً اٌّشٟ( ثؼل رٕبٚي اٌطؼبَ. ؽ١ش ٠َبػل مٌه فٟ ؽووخ

 .اٌطؼبَ ػجو عٙبىن اٌٙؼّٟ

 

 اٌغثياْ ٚاٌميء

اٌغض١بْ ٘ٛ اٌشؼٛه ثبػطواثبد فٟ اٌّؼلح. ٚلل ٠ؾلس اٌغض١بْ ثَجت رٍمٟ اٌؼلاط الإشؼبػٟ ٚاٌؼلاط 

 .لأٌُ ٚثؼغ الأك٠ٚخ ٚاٌؼلٜٚاٌى١ّ١بئٟ ٚاٌقؼٛع ٌٍغواؽخ. ٚلل ٠ؾلس أ٠ؼًب ثَجت ا

ئما شؼود ثبٌغض١بْ، فمل ٠ىْٛ ِظؾٛثبً أ٠ؼًب ثبٌمٟء. ئما وٕذ رزم١أ، فبثني وً ِب فٟ ٍٚؼه لارجبع 

اٌّمزوؽبد اٌٛاهكح فٟ ٘نا اٌمَُ. اؽوص ػٍٝ اٌّؾبفظخ ػٍٝ روؽ١ت عَّه ثزٕبٚي اٌّشوٚثبد 

فٟ ثلا٠خ ٘نا اٌّٛهك ٌٍؾظٛي ػٍٝ ” َلاٌّؾبفظخ ػٍٝ روؽ١ت اٌغ“اٌغ١ٕخ ثبلإٌىزو١ٌٚذ. الوأ اٌمَُ 

 .الأِضٍخ

ف١ّب ٠ٍٟ ثؼغ الالزواؽبد ٌٍزؾىُ فٟ اٌغض١بْ ػٓ ؽو٠ك اٌزغن٠خ. اؽٍت ِٓ ؽج١جه أٚ ِّوػزه كٚاءً 

 .ِؼبكاً ٌٍمٟء )ٌّٕغ أٚ ػلاط اٌغض١بْ ٚاٌمٟء(

 

 

  



 اطؼّت يجب حجٕبٙا اطؼّت يّىٓ حجشبخٙا

إٌىٙخ، الأؽؼّخ إٌش٠ٛخ ل١ٍٍخ اٌلْ٘ٛ ٚػل٠ّخ 

 :ِضً

 اٌزٍٛذ اٌغبف، اٌّموِشبد ٚاٌقجي 

 وؼىخ ؽؼبَ اٌّلائىخ ٠ٚٚفو اٌفب١ٍ١ٔب 

  ٚاٌشوثبد أٚ ا٠٢ٌ وو٠ُ ل١ًٍ اٌلْ٘ٛ أ

 اٌيثبكٞ اٌّضٍظ

 ٓاٌغ١لار١ 

 اٌفٛاوٗ اٌّؼٍجخ غ١و اٌّؾلاح 

 

  الأؽؼّخ ػب١ٌخ اٌّؾزٜٛ اٌلٕٟ٘ أٚ وض١وح

َىَّوح ٌٍغب٠خ ُّ  اٌزٛاثً أٚ اٌ

 اٌٍؾَٛ اٌل١ٕ٘خ 

  ٌالأؽؼّخ اٌّم١ٍخ )ِضً اٌج١غ ٚاٌجطبؽ

 اٌّم١ٍخ(

 أٔٛاع اٌؾَبء ِغ اٌىو٠ّخ اٌضم١ٍخ 

 اٌقؼوٚاد اٌىو١ّ٠خ 

  اٌّؼغٕبد ٚاٌلٚٔبد ٚاٌىٛو١ي ػب١ٌخ

 اٌّؾزٜٛ اٌلٕٟ٘ ٚاٌَىو

  ِٓ الأؽؼّخ اٌّظٕٛػخ ثبٍزقلاَ اٌىض١و

اٌزٛاثً )ِضً اٌفٍفً اٌؾٍٛ أٚ اٌؾبه، 

ٚاٌجظً ٚاٌظٍظخ اٌؾبهح أٚ رٛاثً 

 ٍطبد(اٌَ

لل رجمٝ الأؽؼّخ ػب١ٌخ اٌّؾزٜٛ اٌلٕٟ٘ فٟ 

ِؼلره ٌّلح أؽٛي ٚرىْٛ أطؼت فٟ اٌٙؼُ. 

رزَُ اٌؼل٠ل ِٓ ٘نٖ الأؽؼّخ ثوٚائؾٙب أٚ ٔىٙبرٙب 

 .اٌم٠ٛخ اٌزٟ لل رَجت اٌغض١بْ أٚ رفبلُ ؽبٌزٗ

 

 :الأؽؼّخ اٌجبهكح، ِضً

 

  اٌجوٚر١ٕبد اٌجبهكح )ِضً اٌلعبط ِٕيٚع

 ٚاٌيثبكٞ(اٌغٍل، ٚالأعجبْ 

 ٍٍطبد اٌّؼىوٚٔخ اٌقف١فخ 

 اٌّظبطبد اٌّضٍغخ 

 ِضً اٌّىّلاد ) اٌَٛائً اٌظبف١خ اٌجبهكح

ٚاٌؼظبئو  (Ensure Clear) اٌغنائ١خ

 (اٌّقففخ ثبٌّبء

 

 

 ٔصائخ ػاِت

 أزجٗ ئٌٝ و١ّخ اٌطؼبَ اٌزٟ رزٕبٌٚٙب. فزٕبٚي اٌىض١و ِٓ اٌطؼبَ لل ٠غٙل اٌّؼلح. 

  ِضً اٌٛعجبد اٌغب٘يح أٚ ٚعجبد اٌؼشبء اٌّغّلح( ٌّٕغ ؽلٚس عوة رٕبٚي الأؽؼّخ اٌغب٘يح(

 .اٌغض١بْ أصٕبء ؽٟٙ أٚ ئػلاك اٌطؼبَ. اؽٍت ِٓ آفو٠ٓ اٌطٟٙ ٌه ئما وٕذ ثؾبعخ ٌنٌه

 ْئما وبٔذ هائؾخ اٌطؼبَ رظ١جه ثبٌغض١ب: 

o  عوة الأؽؼّخ اٌجبهكح )ِضً اٌشطبئو أٚ اٌٍَطبد(. فلا رىْٛ هائؾخ ٘نٖ الأؽؼّخ ل٠ٛخ

 .ؽؼّخ اٌَبفٕخِضً الأ

o ارون اٌّىبْ ػٕل ؽٟٙ الأؽؼّخ اٌَبفٕخ ئْ وبْ ثٍٛؼه مٌه. 

o اؽٍت ِٓ شقض آفو ٚػغ اٌطؼُ فٟ اٌطجك ثب١ٌٕبثخ ػٕه. 

o ٌٗٚارون ؽؼبِه ٠جوك ٌؼلح كلبئك لجً رٕب. 

o رغٕت الأِبوٓ اٌزٟ رٕزشو ف١ٙب اٌوٚائؼ اٌم٠ٛخ. 

 لاء اٌشل٠ل ٠َٚبػلن فٟ رٕبٚي ٚعجبد طغ١وح ثؼلك أوجو. فمل ٠ّٕغ مٌه شؼٛهن ثبلاِز

 .اٍزٙلان و١ّخ أوجو ِٓ اٌطؼبَ ػٍٝ ِلاه ا١ٌَٛ

  رٕبٚي أغٍت اٌَٛائً ث١ٓ اٌٛعجبد. فَٛف ٠ّٕغ مٌه شؼٛه ثبٌشجغ ثَوػخ وج١وح أٚ شؼٛهن

 .ثبلأزفبؿ

  



  ٟرٕبٚي اٌطؼبَ ثجؾء ٚاِؼغٗ ع١لاً. رغٕت أكاء أٞ ٔشبؽ ثؼل اٌٛعجبد. فٙنٖ الأش١بء رَبػل ف

 .ػ١ٍّخ اٌٙؼُ

 رٕبٚي ٚعجبره فٟ ِؾ١ؾ ِؾجت. ػٍٝ ٍج١ً اٌّضبي: 

o افزو ِىبٔبً ٠جؼش ػٍٝ الاٍزوفبء فٟ كهعخ ؽواهح ِو٠ؾخ. 

o ْرٕبٚي اٌطؼبَ ِغ الأطللبء أٚ أفواك اٌؼبئٍخ. فمل ٠ؼٛق مٌه شؼٛهن ثبٌغض١ب. 

o اهرل  ِلاثٌ فؼفبػخ ؽزٝ رشؼو ثبٌواؽخ. 

 ب ثبٌموة ِٓ ئما وٕذ رؼبٟٔ ِٓ اٌغض١بْ فٟ اٌظجبػ، فؼغ اٌزٍٛذ اٌغب ًِ ف أٚ اٌّموِشبد كٚ

 .ٍو٠ون. ٚرٕبٌٚٙب لجً إٌٙٛع ِٓ اٌَو٠و

  رغٕت رٕبٚي أؽؼّزه اٌّفؼٍخ لجً أٚ ثؼل اٌقؼٛع ٌٍؼلاط ِجبشوحً. لأٔه ئما وٕذ رشؼو

 .ثبٌغض١بْ أصٕبء اٌؼلاعبد أٚ ثؼل٘ب، فمل رىوٖ ٘نٖ الأؽؼّخ

اٌّف١ل الاؽزفبظ ثّفىوح غنائ١خ. اٌّفىوح اٌغنائ١خ ئما وبْ اٌغض١بْ ِشىٍخ ِّزلح ثبٌَٕجخ ٌه، فمل ٠ىْٛ ِٓ 

ٟ٘ ٍغً ٠ؼُ الأؽؼّخ اٌزٟ رزٕبٌٚٙب، ٚٚلذ رٕبٌٚٙب، ٚظوٚف رٕبٌٚٙب. ٍغً أٞ ِٛالف رشؼو فلاٌٙب 

 .ثبٌغض١بْ. ٔبلش مٌه ِغ اٌطج١ت أٚ اٌّّوع أٚ فج١و اٌزغن٠خ اٌَو٠وٞ

 الإجٙاد

اٌَوؽبْ ِٚٓ ٠زٍمْٛ ػلاعبد اٌَوؽبْ. ٚ٘ٛ لل الإعٙبك ٘ٛ الأصو اٌغبٔجٟ الأوضو ش١ٛػًب ٌلٜ ِوػٝ 

٠ؾٛي كْٚ أكائه أٔشطزه ا١ِٛ١ٌخ اٌّؼزبكح. وّب لل ٠إصو ػٍٝ عٛكح ؽ١بره ٠ٚغؼً ِٓ اٌظؼت ػ١ٍه 

 .رؾًّ اٌؼلاط

 :لل ٠ؾلس الإعٙبك ٔز١غخ اٌؼل٠ل ِٓ الأػواع الأفوٜ، ِضً

 ػؼف اٌش١ٙخ 

 الاوزئبة 

 اٌغض١بْ ٚاٌمٟء 

 الإٍٙبي أٚ الإَِبن 

 

ػل اٌزؾىُ فٟ ٘نٖ الأػواع أ٠ؼًب فٟ اٌزغٍت ػٍٝ الإعٙبك. ئما وٕذ رؼبٟٔ ِٓ أٍٞ ِٓ الأػواع لل ٠َب

 .اٌَبثمخ، فأفجو ِملَ اٌوػب٠خ اٌظؾ١خ اٌقبص ثه ثنٌه

 :ٕ٘بن ؽو٠مخ أفوٜ ٌٍزؾىُ فٟ الإعٙبك ٚ٘ٛ رٛف١و اٌطبلخ. ٠ّٚىٕه اٌم١بَ ثنٌه ػٓ ؽو٠ك

  الأ٠بَ اٌزٟ رشؼو ف١ٙب ثبٌطبلخ ٚاٌؾ٠ٛ١خ. رغ١ّل ئػلاك ؽظض أوجو ِٓ اٌطؼبَ ٌٕفَه فلاي

ؽظض اٌٛعجبد اٌفوك٠خ ٌٌَٙٛخ اٌؾظٛي ػٍٝ ٚعجخ ِغّلح فلاي الأ٠بَ اٌزٟ لا رؾت اٌطٟٙ 

 .ف١ٙب

 ؽٍت اٌَّبػلح ِٓ الأطللبء أٚ أفواك اٌؼبئٍخ ثشأْ اٌزَٛق ٚئػلاك اٌٛعجبد. 

 شواء الأؽؼّخ اٌغب٘يح ئما وبٔذ ؽبلزه ِٕقفؼخ. 

 ٌّىٛٔبد ٚالأكٚاد ٚالأٚأٟ اٌزٟ رَزقلِٙب وض١وًا فٟ ِزٕبٚي ٠لنالاؽزفبظ ثب. 

 ٟٙاٌغًٍٛ ثللاً ِٓ اٌٛلٛف أصٕبء اٌط. 



  ،رٕبٚي ٚعجبد هئ١َ١خ أٚ فف١فخ طغ١وح ِٚزىوهح ٚػب١ٌخ اٌَؼواد اٌؾواه٠خ. ئما فؼٍذ مٌه

 .فٍٓ ٠ؾزبط عَلن ئٌٝ اٌىض١و ِٓ اٌطبلخ ٌٙؼُ اٌطؼبَ

ؼه اٌزَٛق أٚ ئػلاك اٌٛعجبد، فمل رىْٛ ِإ٘لاً ٌلأؼّبَ ٌجواِظ ئما وٕذ رؼ١ش ثّفوكن ١ٌٌٚ ثٍٛ

(. ٚلل رفوع ثؼغ ٘نٖ Meals on Wheelsأٚ  God’s Love We Deliverاٌغناء )ِضً 

اٌجواِظ شوٚؽًب ِؼ١ٕخ ِزؼٍمخ ثبٌَٓ أٚ اٌلفً. ٚثٍٛغ الأفظبئٟ الاعزّبػٟ ري٠ٚلن ثبٌّي٠ل ِٓ 

 اٌّؼٍِٛبد.

َبػل أكاء ٔشبؽ ثلٟٔ فٟ هفغ َِز٠ٛبد اٌطبلخ ٌل٠ه ثشىً فؼٍٟ. ٔبلش ثبٌَٕجخ ٌجؼغ الأشقبص، لل ٠

ؽج١جه ثشأْ الأٔشطخ اٌقف١فخ ئٌٝ اٌّزٍٛطخ )ِضً اٌّشٟ أٚ الاػزٕبء ثبٌؾل٠مخ(. أظٙود اٌجؾٛس أْ 

أكاء لله ِٓ إٌشبؽ اٌجلٟٔ ٠ًَٙ ػٍٝ اٌفوك أكاء أٔشطزٗ ا١ِٛ١ٌخ الاػز١بك٠خ، ٠ٚؼيى َِز٠ٛبد اٌطبلخ 

 ّب ٠ي٠ل اٌش١ٙخ ٠ٚؾَُٓ اٌؾبٌخ اٌّياع١خ.ثبٌغَُ، و

 اٌمٛائُ إٌّٛرجيت

اٍزقلَ ٘نٖ اٌمٛائُ إٌّٛمع١خ ٌٍزؼوف ػٍٝ أفىبه عل٠لح أٚ لإػلاك ٚعجبره اٌقبطخ ػب١ٌخ اٌَؼواد 

ٚعجبد هئ١َ١خ ٚفف١فخ ٠ّىٓ رٕبٌٚٙب ػٍٝ ِلاه ا١ٌَٛ. فمل ٠ًَٙ  6ٚاٌؾواه٠خ ٚاٌجوٚر١ٓ. رؼُ اٌمٛائُ 

ب ٠َٚبػلن مٌه فٟ اٌؾظٛي ػٍٝ اٌّي٠ل رٕبٚي اٌٛعجبد  ًّ اٌوئ١َ١خ ٚاٌقف١فخ الأوضو ػلكاً ٚالألً ؽغ

 .ِٓ اٌَؼواد اٌؾواه٠خ ٚاٌجوٚر١ٓ اٌّطٍٛة

ئما ٚعلد طؼٛثخ فٟ ئػلاك ٚعجبره، فبؽٍت اٌَّبػلح ِٓ أفواك اٌؼبئٍخ ٚالأطللبء. عوة ئػلاك 

غّل ٌزٕبٌٚٙب لاؽمبً. اٌٛعجبد ػٍٝ كفؼبد فٟ الأ٠بَ اٌزٟ رشؼو فلاٌٙب ثبٌطبلخ ٚا ُّ ٌؾ٠ٛ١خ ٚػؼٙب فٟ اٌ

٠ّٚىٕه أ٠ؼًب رٕبٚي الأؽؼّخ اٌغب٘يح ِضً ٚعجبد اٌؼشبء اٌّغّلح ٚاٌلعبط اٌىبًِ اٌّطٟٙ أٚ اٌٛعجبد 

 اٌزٟ ٠ّىٓ شواؤ٘ب ِٓ اٌّطبػُ.

  



 إٌماط اٌشئيسيت

  ُّؾلاح ئما وٕذ ِو٠ؼًب ثبٌَىوٞ أٚ اهرفبع َِزٜٛ اٌَىو فٟ اٌلَ، فبٍزقلَ إٌّزغبد غ١و اٌ

 أٚ اٌّظٕٛػخ ثجلائً اٌَىو. ؽلك و١ّخ ػظ١و اٌفبوٙخ اٌزٟ رزٕبٌٚٙب.

  ٍزغل أْ و١ّخ اٌَبئً فٟ فطؾ اٌٛعجبد طغ١وح ؽزٝ لا رشؼو ثبلاِزلاء ٍو٠ؼبً ثؼل ثلء رٕبٚي

أوٛاة  10ئٌٝ  8اٌطؼبَ. عوة رٕبٚي أغٍت اٌَٛائً ث١ٓ اٌٛعجبد. ٠ؾزبط أغٍت اٌجبٌغ١ٓ ئٌٝ 

ٚاٌؾَبء. وّب  اٌّقٍٛؽٗٛائً ١ِٛ٠بً. ٟٚ٘ رشًّ اٌؼظبئو ٚاٌّبء ٚاٌؾ١ٍت أٚٔظبد( ِٓ اٌَ 8)

رشًّ أ٠ؼًب اٌّٛاك اٌظٍجخ اٌزٟ رزؾٛي ئٌٝ ٍبئً فٟ كهعخ ؽواهح اٌغوفخ )ِضً اٌغ١ٍل 

 الإ٠طبٌٟ(.

 :ئما وٕذ رؼبٟٔ ِٓ ػلَ رؾًّ اٌلاوزٛى 

o  ِضً ؽ١ٍت( رٕبٚي اٌؾ١ٍت اٌقبٌٟ ِٓ اٌلاوزٛىLactaid)®هى أٚ ؽ١ٍت ، أٚ ؽ١ٍت الأ

اٌٍٛى أٚ ؽ١ٍت اٌظ٠ٛب ثللاً ِٓ اٌؾ١ٍت اٌؾ١ٛأٟ. ئما وٕذ ِظبثخ أٚ أطُجذ ٍبثمبً ثَوؽبْ 

اٌضلٞ، فبٍزش١وٞ ؽج١جه أٚ فج١و اٌزغن٠خ اٌَو٠وٞ اٌقبص ثه ثّب ئما وبْ َِّٛؽًب ٌه  

ُّؾلاح ِٓ أٔٛاع اٌؾ١ٍت ٘نٖ  ثزٕبٚي الأؽؼّخ اٌزٟ رؾزٛٞ ػٍٝ اٌظ٠ٛب. عوة الأشىبي اٌ

 ظٛي ػٍٝ ٍؼواد ؽواه٠خ ئػبف١خ.ٌٍؾ

o  ،ٜرٕبٚي ألواص أٚ لطواد اٌلاوز١ل ِغ الأؽؼّخ اٌّظٕٛػخ ِٓ اٌؾ١ٍت اٌؾ١ٛأٟ الأفو

 ِضً ا٠٢ٌ وو٠ُ أٚ أٔٛاع اٌغجٓ اٌطو٠خ.

o  ئما وٕذ رؼبٟٔ ِٓ ػلَ رؾًّ اٌلاوزٛى ثلهعخ فف١فخ ئٌٝ ِزٍٛطخ، فمل رَزط١غ رٕبٚي

ٓ اٌلاوزٛى )ِضً أٔٛاع اٌغُجٓ اٌمل٠ّخ ٚاٌظٍجخ الأؽؼّخ اٌزٟ رؾزٛٞ ػٍٝ و١ّبد ث١َطخ ِ

ٚاٌيثبكٞ(. ؽ١ش ٠َزط١غ أغٍت الأشقبص رٕبٚي ٘نٖ الأؽؼّخ كْٚ أٞ شؼٛه ثؼلَ 

 اٌواؽخ.

  ئما وٕذ ٔجبر١بً، فزٕبٚي اٌّي٠ل ِٓ اٌّىَواد ٚاٌجنٚه ٚاٌي٠ٛد ٌي٠بكح اٌَؼواد اٌؾواه٠خ. ئما

وفبً، فبؽوص ثشلح ػٍٝ رٕبٚي الأؽ ٚاٌىب١ٌََٛ ٚاٌؾل٠ل  12ؼّخ اٌغ١ٕخ ثف١زب١ِٓ ثـ وٕذ ٔجبر١بً ط 

ب غنائ١بً ٔجبر١بً أٚ ٔجبر١بً طوفبً. ًِ  ٚاٌئه. ٔبلش أفظبئٟ اٌزغن٠خ اٌَو٠وٞ ئما وٕذ رزجغ ٔظب

  ِٓ ًؽظض ١ِٛ٠بً ِٛطٝ ثٙب ِٓ اٌفٛاوٗ  9ئٌٝ  5رؾزٛٞ ٘نٖ اٌمٛائُ إٌّٛمع١خ ػٍٝ أل

ٚاٌقؼوٚاد رؾزٛٞ ػٍٝ لله ِٕقفغ ِٓ اٌَؼواد ٚاٌقؼوٚاد ِغزّؼخً. ٚ٘نا لأْ اٌفٛاوٗ 

اٌؾواه٠خ ِٚغ مٌه رؼطٟ اٌشؼٛه ثبلاِزلاء. ٔٛط١ه ثبٌزوو١ي ػٍٝ الأؽؼّخ اٌزٟ رؾزٛٞ ػٍٝ 

لله أػٍٝ ِٓ اٌَؼواد اٌؾواه٠خ ٚاٌجوٚر١ٓ ٌزغٕت فملاْ اٌٛىْ. ٚئما ٚعلد أٔه لا رؾظً 

ثشأْ ِب ئما وبْ ثاِىبٔه رٕبٚي ػٍٝ اٌؾظض ثبٌؾل الأكٔٝ ا١ٌِٟٛ اٌّٛطٝ ثٗ، فٕبلش ؽج١جه 

 ِىّلاد اٌف١زب١ٕ١ِبد اٌّزؼلكح ٌزؼ٠ٛغ أٞ ػٕبطو غنائ١خ غبئجخ.



  َُاٌّلهعخ بٌّقٍٛؽخٌٍزؼوف ػٍٝ ٚطفبد ٌٍؾ١ٍت اٌّيكٚط ٚاٌّشوٚثبر” اٌٛطفبد“هاعغ ل

 فٟ اٌمٛائُ إٌّٛمع١خ.

 اٌمٛائُ إٌّٛرجيت ٌٍٕظاَ اٌغزائي اٌؼادي

 اٌغزائي اٌؼاديلائّت ّٔٛرجيت ٌٍٕظاَ  اٌٛجبت

 ٚعجخ الافطبه

  ٓث١ؼخ ٚاؽلح أ١ٍِٚذ ِغ أٚٔظخ ٚاؽلح ِٓ اٌغج

 اٌّجشٛه

 ٍٟلطؼخ ووٚاٍْٛ طغ١وح ِغ اٌيثل ٚاٌغ١ 

 4 أٚٔظبد ِٓ ػظ١و اٌجورمبي 

 

 ٚعجخ فف١فخ طجبؽ١خ

 2  ٍِؼمخ وج١وح ِٓ ىثلح اٌفٛي اٌَٛكأٟ ٍِٚؼمخ وج١وح

 لطغ ِموِشبد 4ٚاؽلح ِٓ اٌغ١ٍٟ ػٍٝ 

  4ِٓ اٌؾ١ٍت اٌّيكٚط أٚٔظبد 

 

 ٚعجخ اٌغلاء

  ٓٔظف شط١وح ِٓ اٌل٠ه اٌوِٟٚ اٌّلفٓ ٚاٌغج

 ا٠ٌََٛوٞ ػٍٝ فجي اٌغٛاكه

 4  أٚٔظبد ِٓ اٌشٛوٛلارخ اٌَبفٕخ اٌزٟ رُ طٕؼٙب

 خاٌّقٍٛؽٙثبٌؾ١ٍت اٌّيكٚط ٚاٌّؼبفخ ئ١ٌٙب اٌىو٠ّخ 

 ٚعجخ فف١فخ فٟ اٌظ١ٙوح

 ٔظف وٛة ِٓ ف١ٍؾ اٌفٛاوٗ اٌّغففخ ٚاٌّىَواد 

 4 ٞأٚٔظبد ِٓ ػظ١و اٌزٛد اٌجو 

 

 ٚعجخ اٌؼشبء
 شو٠ؾخ )ثٛطزبْ( ِٓ فجي اٌزبهد 

 ٔظف وٛة ثوٚوٌٟٛ ِغ اٌىو٠ّخ أٚ طٍظخ اٌغجٕخ 

 4 أٚٔظبد ِٓ ٔىزبه اٌقٛؿ 

 ٚعجخ َِبئ١خ
  ٜٛٔظف وٛة ِٓ ا٠٢ٌ وو٠ُ ثبٌفب١ٍ١ٔب ػبٌٟ اٌّؾز

اٌلٕٟ٘ ِغ اٌّىَواد اٌّطؾٛٔخ ٚشواة اٌم١مت 

 خاٌّقٍٛؽٙٚاٌىو٠ّخ 

 

ٍؼو ؽواهٞ ئػبفٟ ٌىً ؽظخ ؽؼبَ  ٠100ؾزٛٞ ا٠٢ٌ وو٠ُ ػبٌٟ اٌّؾزٜٛ اٌلٕٟ٘ ػٍٝ ؽٛاٌٟ  *

 عواَ ٌىً ؽظخ رجٍغ ٔظف وٛة. 20أوضو ِٓ ا٠٢ٌ وو٠ُ اٌؼبكٞ. وّب ٠ؾزٛٞ أ٠ؼًب ػٍٝ ؽٛاٌٟ 

  



 لائّت ّٔٛرجيت ٌٍٕظاَ اٌغزائي اٌؼادي اٌٛجبت

 ٚعجخ الافطبه
 2  اٌّيكٚط أٚ إٌظف فط١وح طغ١وح ِظٕٛػخ ثبٌؾ١ٍت

 ٚإٌظف ِغ اٌيثلح ٚشواة اٌَىو

 4 ٌٔأٚٔظبد ِٓ ػظ١و الأٔب 

 ٚعجخ فف١فخ طجبؽ١خ
 4 ٟٔلطغ ثَى٠ٛذ غوا٘بَ ِغ ىثلح اٌفٛي اٌَٛكا 

 ٞهثغ وٛة ىثبك 

 4 أٚٔظبد ِٓ اٌؾ١ٍت اٌّيكٚط 

 ٚعجخ اٌغلاء

 ٔظف لطؼخ ثوعو ثبٌغجٓ ِغ اٌّب١ٔٛ٠ي ٚاٌىبرشت 

 15 ئطجغ ثطبؽٌ ِم١ٍخ 

 4  أٚٔظبد ِٓ ؽ١ٍت اٌشٛوٛلارخ اٌّظٕٛع ِٓ اٌؾ١ٍت

 اٌّيكٚط

 شو٠ؾخ فجي ِغ الأفٛوبكٚ  ٚعجخ فف١فخ فٟ اٌظ١ٙوح

 4 ٜأٚٔظبد ِٓ ٔىزبه اٌىّضو 

 ٚعجخ اٌؼشبء

  ثٛطخ( ِٓ اٌلاى١ٔب ثبٌٍؾُ 2لطؼخ )ِوثغ 

  ٔظف وٛة ثبىلاء ِغ اٌجظً ٚاٌيثلح أٚ طٍظخ

 اٌىو٠ّخ

 4 ٍٝؾ ُّ ضٍظ اٌ ُّ  أٚٔظبد ِٓ اٌشبٞ اٌ

 ٔظف وٛة ِٓ اٌىبٍزوك اٌّؼبفخ ئ١ٌٗ وو٠ّخ ِقفٛلخ  ٚعجخ َِبئ١خ

 

 

 

 

 

 

 

 

 

  



 لائّت ّٔٛرجيت ٌٍٕظاَ اٌغزائي اٌؼادي اٌٛجبت

 ٚعجخ الافطبه

 4 ٜأٚٔظبد ِٓ ٔىزبه اٌىّضو 

  ِٓ شو٠ؾخ ٚاؽلح ِٓ اٌزٍٛذ اٌفؤَٟ ِغ هثغ وٛة

 اٌّىَواد اٌّطؾٛٔخ ٚاٌيثلح ٚشواة اٌَىو

 

 ٚعجخ فف١فخ طجبؽ١خ
 4 أٚٔظبد ِٓ اٌيثبكٞ ثبٌقٛؿ 

 ِٗقفٛق اٌفٛاو 

 

 ٚعجخ اٌغلاء

  ٓٔظف وٛة ِٓ اٌّؼىوٚٔخ ٚاٌغجٓ ِغ ئػبفخ اٌّي٠ل ِٓ اٌغج

 اٌّجشٛه

 ٔظف وٛة ِٓ اٌمؤج١ؾ ِغ فزبد اٌقجي اٌّم١ٍخ 

 4 أٚٔظبد ِٓ ٔىزبه اٌّشّش 

 أٚٔظبد ِٓ اٌيثبكٞ ثبٌفٛاوٗ  8 ٚعجخ فف١فخ فٟ اٌظ١ٙوح

 ٚعجخ اٌؼشبء
 2 شو٠ؾخ ٌؾُ أٚٔظخ 

 ٔظف وٛة ِٓ اٌفبط١ٌٛب اٌّم١ٍخ ِغ شوائؼ اٌٍٛى 

 4 أٚٔظبد ِٓ ػظ١و اٌؼٕت 

 ٚعجخ َِبئ١خ
 ( فط١وح اٌزفبػ ِغ أٚٔظخ ٚاؽلح ِٓ عجٓ  2شو٠ؾخ ِٓ )ثٛطخ

 اٌش١له

 ٟٕ٘ٔظف وٛة ِٓ ا٠٢ٌ وو٠ُ ػبٌٟ اٌّؾزٜٛ اٌل 

ئػبفٟ ٌىً ؽظخ ؽؼبَ ٍؼو ؽواهٞ  100*٠ؾزٛٞ ا٠٢ٌ وو٠ُ ػبٌٟ اٌّؾزٜٛ اٌلٕٟ٘ ػٍٝ ؽٛاٌٟ 

 عواَ ٌىً ؽظخ رجٍغ ٔظف وٛة. 20أوضو ِٓ ا٠٢ٌ وو٠ُ اٌؼبكٞ. وّب ٠ؾزٛٞ أ٠ؼًب ػٍٝ ؽٛاٌٟ 

 

 لائّت ّٔٛرجيت ٌٍٕظاَ اٌغزائي اٌؼادي اٌٛجبت

 أ١ٍِٚذ ِىْٛ ِٓ ث١ؼخ ٚاؽلح ٚعجٓ ٍٚجبٔـ ِم١ٍخ فٟ اٌيثلح  ٚعجخ الافطبه

 4 أٚٔظبد ِٓ ػظ١و اٌجورمبي 

 ٔظف وٛة ِٓ اٌفٛي اٌَٛكأٟ اٌّؾّض  طجبؽ١خٚعجخ فف١فخ 

 هثغ وٛة ِٓ اٌفٛاوٗ اٌّغفف 

 ٔظف شط١وح ِٓ ٍّه اٌزٛٔب ِغ اٌّب١ٔٛ٠ي  ٚعجخ اٌغلاء

 4 ٛأٚٔظبد ِٓ ٔىزبه اٌّبٔغ 

 ٚعجخ فف١فخ فٟ اٌظ١ٙوح
 10  ٚشوائؼ رٛهر١لا ِغ غًّٛ عجٓ اٌش١له اٌَبئً أ

 الأفٛوبكٚ

 4 ٍٝؾ ُّ ضٍظ اٌ ُّ  أٚٔظبد ِٓ اٌشبٞ اٌ

 فط١وح اٌمله ثبٌلعبط  ٚعجخ اٌؼشبء

 4 ٞأٚٔظبد ِٓ ِقفٛق فبوٙخ اٌزٛد اٌجو 

 خاٌّقٍٛؽٙٔظف وٛة ِٓ ثٛك٠ٕغ الأهى اٌّي٠ٓ ثبٌىو٠ّخ   ٚعجخ َِبئ١خ

 4 أٚٔظبد ِٓ اٌشٛوٛلارخ اٌَبفٕخ اٌّظٕٛػخ ِٓ اٌؾ١ٍت 

  



 لائّت ّٔٛرجيت ٌٍٕظاَ اٌغزائي اٌؼادي اٌٛجبت

 ِٓ اٌغوأٛلا أٚ ؽجٛة ٔقبٌخ اٌيث١ت صلاصخ أهثبع وٛة  ٚعجخ الافطبه

 4 أٚٔظبد ِٓ اٌؾ١ٍت 

 ث١ؼخ ِؾشٛح  2 ٚعجخ فف١فخ طجبؽ١خ

 4 ٜأٚٔظبد ِٓ ٔىزبه اٌىّضو 

 ٔظف شط١وح ِٓ اٌغجٕخ اٌّم١ٍخ ٚاٌطّبؽُ  ٚعجخ اٌغلاء

 4 أٚٔظبد ِٓ ا١ٌٍّٛٔبكح اٌّؾلاح 

ٚعجخ فف١فخ فٟ 

 اٌظ١ٙوح

  ٚاٌغجٕخ ثبلأػشبةٍبق ووفٌ ِؾشٛح ثبٌغجٕخ اٌىو١ّ٠خ أ 

 4 أٚٔظبد ِٓ ٔىزبه اٌّشّش 

 ٚعجخ اٌؼشبء
 2 ٍٟأٚٔظخ ِٓ اٌلعبط اٌّم 

 ٔظف وٛة ِٓ اٌَجبٔـ اٌىو١ّ٠خ 

 ٔظف وٛة ِٓ اٌجطبؽب اٌؾٍٛح اٌّٙوٍٚخ اٌّظٕٛػخ ثبٌيثلح 

 ٚعجخ َِبئ١خ
  ِغ ٍِؼمخ طغ١وح ِٓ ىثلح اٌفٛي  "ِموِشبد غوا٘بَ"شط١وح

 اٌَٛكأٟ ٚلطغ ؽٍٜٛ اٌقطّٟ

 4  اٌؼبكٞ ِغ اٌشٛوٛلارخ اٌّقٍٛؽٗأٚٔظبد ِٓ اٌؾ١ٍت 

 

 

 لائّت ّٔٛرجيت ٌٍٕظاَ اٌغزائي اٌؼادي اٌٛجبت

 ٚعجخ الافطبه

  فط١وح رٛد أىهق ٚاؽلح ِظٕٛػخ ثبٌؾ١ٍت أٚ إٌظف

 ٚإٌظف ِغ اٌيثلح ٚشواة اٌَىو

 ث١ؼخ ٚاؽلح 

 4 أٚٔظبد ِٓ اٌشٛوٛلارخ اٌَبفٕخ اٌّظٕٛػخ ثبٌؾ١ٍت 

 طجبؽ١خٚعجخ فف١فخ 
 هثغ وٛة ِٓ اٌفَزك 

 4 ؽجبد ِشّش ِغفف 

 4 أٚٔظبد ِٓ ػظ١و اٌزفبػ 

 ٚعجخ اٌغلاء
  ًَشو٠ؾخ ٚاؽلح ِٓ فجي اٌؾجٛة اٌىبٍِخ ِغ ىثلح اٌٍٛى ٚػ

 إٌؾً

 4 أٚٔظبد ِٓ اٌؾ١ٍت اٌّيكٚط 

 ٚعجخ فف١فخ فٟ اٌظ١ٙوح
 2 ٚ شوائؼ ِٓ فجي اٌج١زب أٚ  10ٍِؼمخ وج١وح ؽّض

 اٌجَى٠ٛذ اٌٍّّؼ

 4 أٚٔظبد ِٓ ػظ١و اٌؼٕت 

 ٚعجخ اٌؼشبء

  ًِوٛة ٚاؽل ِٓ ِؼىوٚٔخ ى٠زٟ اٌّقجٛىح ِغ اٌؾ١ٍت وب

 اٌلٍُ ٚعجٕخ اٌو٠ىٛرب ٚاٌغجٕخ اٌّٛرياه٠لا

 ٔظف وٛة ِٓ اٌجوٚوٍٟ ِغ اٌضَٛ ٚاٌي٠ذ 

 4 أٚٔظبد ِٓ اٌّبء اٌفٛاه ِغ ثؼغ اٌؼظ١و 

 ٚعجخ َِبئ١خ
 ٌّي٠ٓ ٔظف وٛة ِٓ ا٠٢ٌ وو٠ُ ػبٌٟ اٌّؾزٜٛ اٌلٕٟ٘ ا

 خاٌّقٍٛؽٙثشواة اٌشٛوٛلارخ ٚاٌّىَواد ٚاٌىو٠ّخ 

 4 أٚٔظبد ِٓ اٌؾ١ٍت اٌّيكٚط 



 

 لائّت ّٔٛرجيت ٌٍٕظاَ اٌغزائي اٌؼادي اٌٛجبت

 ٚعجخ الافطبه
 صٍش وٛة ِٓ اٌغوأٛلا 

 ٞصلاصخ أهثبع وٛة ىثبك 

 4 أٚٔظبد ِٓ ٔىزبه اٌّشّش 

 اٌغجٕخ اٌىو١ّ٠خ ٚاٌغ١ٍٟفط١وح ِبفٓ طغ١وح ِغ اٌيثلح أٚ   ٚعجخ فف١فخ طجبؽ١خ

 4 أٚٔظبد ِٓ اٌؾ١ٍت اٌّيكٚط 

 ٚعجخ اٌغلاء
 ( ٚاؽل ٚعجٓ اٌى٠َٛبك٠لا ِغ  3ئطجغ كعبط )ثٛطبد

 اٌىو٠ّخ اٌؾبِؼخ ٚاٌظٍظخ ٚ/أٚ الأفٛوبكٚ

 4 أٚٔظبد ِٓ ػظ١و اٌزفبػ 

 ٚعجخ فف١فخ فٟ اٌظ١ٙوح
 ٔظف وٛة ِٓ اٌىبعٛ اٌّؾّض 

 4 أٚٔظبد ِٓ اٌّٛى 

 ِٗقفٛق اٌفٛاو 

 خ اٌؼشبءٚعج

 2  ًأٚٔظخ ِٓ اٌَّه اٌّقجٛى ِغ طٍظخ اٌقً ٚاٌجظ

 الأؽّو

  َٛؽجخ ثطبؽب طغ١وح ِقجٛىح ِغ اٌىو٠ّخ اٌؾبِؼخ ٚاٌض

 اٌّؼّو

 ٔظف وٛة ِٓ اٌفبط١ٌٛب ٚاٌغيه ِغ اٌيثلح 

 4 ٞأٚٔظبد ِٓ ػظ١و اٌزٛد اٌجو 

 ٚعجخ َِبئ١خ
  ٔظف وٛة ِٓ اٌفواٌٚخ فٟ اٌىو٠ّخ اٌضم١ٍخ أٚ إٌظف

 اٌّي٠ٕخ ثبٌَىوٚإٌظف 

 4 أٚٔظبد ِٓ اٌؾ١ٍت اٌّيكٚط 

 

  



 اٌمٛائُ إٌّٛرجيت ٌٍٕظاَ اٌغزائي إٌباحي

 

 إٌباحيلائّت ّٔٛرجيت ٌٍٕظاَ اٌغزائي  اٌٛجبت

 ٚعجخ الافطبه
  صلاصخ أهثبع وٛة ِٓ اٌشٛفبْ اٌّطٙٛ ثبٌؾ١ٍت، ِغ اٌيث١ت

 ٚاٌغٛى ٚاٌَىو اٌجٕٟ ٚاٌيثلح

 4  اٌَبفٕخأٚٔظبد ِٓ ؽ١ٍت اٌشٛوٛلارخ 

 ٔظف ثبغً ِغ اٌقؼوٚاد ٚاٌغجٕخ اٌىو١ّ٠خ  ٚعجخ فف١فخ طجبؽ١خ

 4 أٚٔظبد ِٓ ِقفٛق فبوٙخ اٌفواٌٚخ 

 ٚعجخ اٌغلاء
  ٔظف شط١وح ِٓ ىثلح اٌفٛي اٌَٛكأٟ ٚاٌغ١ٍٟ ػٍٝ فجي

 اٌؾجٛة اٌىبٍِخ

 4 أٚٔظبد ِٓ اٌؾ١ٍت اٌّيكٚط 

 وٛة ِٓ اٌفشبه  ٚعجخ فف١فخ فٟ اٌظ١ٙوح

 4  اٌزفبػأٚٔظبد ِٓ ػظ١و 

 ٚعجخ اٌؼشبء

 ( ثوٚوٍٟ ِغ ربهد اٌغجٓ 2شو٠ؾخ )ثٛطخ 

  ْٛؽجك ٍٍطخ طغ١و ِغ اٌغجٕخ اٌف١زب ٚاٌي٠زْٛ ٚى٠ذ اٌي٠ز

 ٚاٌقً

 4 أٚٔظبد ِٓ ِقفٛق اٌٍٛى ثبٌشٛوٛلارخ 

 ٚعجخ َِبئ١خ
 4  ِلاػك وج١وح ِٓ اٌؾّض ػٍٝ ٔظف لطؼخ فجي ث١زب

 ِؾّض

 4 أٚٔظبد ِٓ ٔىزبه اٌقٛؿ 

 

  



 إٌباحيلائّت ّٔٛرجيت ٌٍٕظاَ اٌغزائي  اٌٛجبت

 ٚعجخ الافطبه
 شو٠ؾخ ِٓ فجي اٌؾجٛة اٌىبٍِخ 

 أٚٔظخ ٚاؽلح ِٓ عجٓ ١ِٔٛزَو 

 4 أٚٔظبد ِٓ ػظ١و اٌجورمبي 

 أٚٔظبد ِٓ ِقفٛق ىثلح اٌفٛي اٌَٛكأٟ  8 ٚعجخ فف١فخ طجبؽ١خ

 ٚعجخ اٌغلاء

  ٔظف لطؼخ ثوعو ٔجبرٟ ػٍٝ لطؼخ فجي ِغ طٍظخ اٌوأش

 ٚاٌّقًٍ ٚاٌجظً

 15 ئطجغ ثطبؽٌ ِم١ٍخ 

 4 أٚٔظبد ِٓ اٌّبء اٌّىوثٓ ٚاٌؼظ١و 

 ٚعجخ فف١فخ فٟ اٌظ١ٙوح
 4 ِٚلاػك وج١وح ِٓ غًّٛ الأفٛوبك 

 8 هلبئك رٛهر١لا 

 4 أٚٔظبد ِٓ ٔىزبه اٌقٛؿ 

 ٚعجخ اٌؼشبء
 ٚوٛة ٚاؽل ِٓ ف١زٛرش١ٕٟ أٌفو٠ل 

 ٔظف وٛة ِٓ اٌَجبٔـ اٌّم١ٍخ ِغ اٌضَٛ فٟ اٌي٠ذ 

 4 ٚٔظبد ِٓ ػظ١و اٌؼٕتأ 

 ٚعجخ َِبئ١خ
  ئطجغ ِٛى طغ١و ِغًّٛ فٟ شواة اٌشٛوٛلارخ ٍِٚفٛف

 ثمطغ اٌفٛي اٌَٛكأٟ

 4 أٚٔظبد ِٓ ؽ١ٍت اٌٍٛى 

 

 إٌباحيلائّت ّٔٛرجيت ٌٍٕظاَ اٌغزائي  اٌٛجبت

 ٚعجخ الافطبه

 ث١ؼخ ِم١ٍخ ٚاؽلح 

  ٝشو٠ؾخ ٚاؽلح ِٓ فجي اٌؾجٛة اٌىبٍِخ ِغ اٌيثلح ِٚوث

 اٌجوٞاٌزٛد 

 4 أٚٔظبد ِٓ ٔىزبه اٌّشّش 

 ٚعجخ فف١فخ طجبؽ١خ
 4 ؽجبد ِشّش ِغفف 

 هثغ وٛة ٌٛى 

 4 أٚٔظبد ِٓ ِقفٛق اٌيثبكٞ اٌؼبكٞ ثبٌفب١ٍ١ٔب 

 هثغ شط١وح فلافً ِغ اٌطؾ١ٕخ  ٚعجخ اٌغلاء

 4 أٚٔظبد ِٓ ا١ٌٍّٛٔبكح 

 ٚعجخ فف١فخ فٟ اٌظ١ٙوح
 4 لطغ ِموِشبد غوا٘بَ ِغ ٍِؼمز١ٓ وج١ور١ٓ ِٓ ىثلح 

 اٌفٛي اٌَٛكأٟ

 4 أٚٔظبد ِٓ اٌؾ١ٍت اٌّيكٚط 

 ٚعجخ اٌؼشبء

 ٛوٛة ٚاؽل ِٓ اٌّؼىوٚٔخ ِغ طٍظخ اٌج١َز 

  ٔظف وٛة ِٓ أؽواف ا١ٌٍْٙٛ اٌجبهكح ِغ طٍظخ اٌغجٕخ

 اٌيهلبء

 4 أٚٔظبد ِٓ ػظ١و اٌؼٕت 

 رفبؽخ ٚاؽلح ِقجٛىح ِغ ٍىو اٌموفخ ٚاٌيثلح ٚاٌغٛى  ٚعجخ َِبئ١خ

 4  اٌظ٠ٛب ِغ اٌفب١ٍٟٔأٚٔظبد ِٓ ؽ١ٍت 

 



 اٌمٛائُ إٌّٛرجيت ٌٍٕظاَ اٌغزائي إٌباحي اٌصِشف

 اٌصِشفلائّت ّٔٛرجيت ٌٍٕظاَ اٌغزائي  اٌٛجبت

 ٔظف وٛة ِٓ ا٠ٌٍَّٟٛ ِغ شوائؼ اٌقٛؿ اٌطبىط  ٚعجخ الافطبه

 4 أٚٔظبد ِٓ اٌظ٠ٛب أٚ الأهى أٚ ؽ١ٍت اٌٍٛى 

 ٚعجخ فف١فخ طجبؽ١خ
  ٚاٌم١مت اٌقبٌٟ ِٓ اٌؾ١ٍت وٛة ٚاؽل ِٓ ِقفٛق اٌغٛى

 اٌؾ١ٛأٟ

 ٔظف وٛة ِٓ اٌفَزك اٌّؾّض 

 ٚعجخ اٌغلاء

 ٔظف وٛة ِٓ إٌٍغ٠ٕٟٛ ِغ اٌضَٛ ٚاٌي٠ذ 

 ووح ٌؾُ ٔجبر١خ ٚاؽلح 

 َٛشو٠ؾخ طغ١وح ِٓ فجي اٌض 

 4 أٚٔظبد ِٓ ؽ١ٍت الأهى 

 غًّٛ الأفٛوبكٚ ِغ هلبئك اٌزٛهر١لا  ٚعجخ فف١فخ فٟ اٌظ١ٙوح

 4  اٌّشّشأٚٔظبد ِٓ ٔىزبه 

 ٚعجخ اٌؼشبء

 ٔظف وٛة ِٓ اٌزٛفٛ ٚؽبعٓ فبط١ٌٛب ث١ؼبء 

 ٟٕٔظف وٛة ِٓ الأهى اٌج 

 ٔظف وٛة ِٓ اٌَجبٔـ اٌّم١ٍخ ِغ ؽجٛة اٌظٕٛثو اٌّؾّظخ 

 4 أٚٔظبد ِٓ ٔىزبه اٌقٛؿ 

 ٚعجخ َِبئ١خ
 ( وؼىخ  2شو٠ؾخ ٚاؽلح ِٓ )اٌزٛفٛ اٌؾو٠و٠خ "عجٕخ"ثٛطخ 

 4  ثبٌفب١ٍ١ٔب اٌقبٌٟ ِٓ اٌؾ١ٍت  اٌّقٍٛؽٗأٚٔظبد ِٓ اٌؾ١ٍت

 اٌؾ١ٛأٟ

 

  



 اٌصِشفلائّت ّٔٛرجيت ٌٍٕظاَ اٌغزائي  اٌٛجبت

 ٚعجخ الافطبه

 ٍٍٍَخ ٚاؽلح ِٓ ٍغك اٌظ٠ٛب 

 2  فط١وح طغ١وح ِظٕٛػخ ِٓ ؽ١ٍت اٌظ٠ٛب ٚاٌيثلح إٌجبر١خ

 ٚشواة اٌم١مت

 4 ٌٔأٚٔظبد ِٓ ػظ١و الأٔب 

شوائؼ ِٓ فجي اٌج١زب أٚ  10ٍِؼمخ وج١وح ؽّض ٚ  2 ٚعجخ فف١فخ طجبؽ١خ

 اٌجَى٠ٛذ اٌٍّّؼ

 ٚعجخ اٌغلاء

  ٔظف لطؼخ ثوعو ٔجبرٟ ِغ عجٕخ غ١و ِظٕٛػخ ِٓ اٌؾ١ٍت

اٌؾ١ٛأٟ ػٍٝ لطؼخ فجي ِغ اٌّب١ٔٛ٠ي إٌجبرٟ ٚاٌىبرشت 

 ٚاٌّقًٍ ٚاٌجظً

 15 ئطجغ ثطبؽٌ ِم١ٍخ 

 4  ٌٟأٚٔظبد ِٓ ِقفٛق اٌٍٛى ثبٌشٛوٛلارخ ٚاٌفب١ٍ١ٔب اٌقب

 ١ٛأِٟٓ اٌؾ١ٍت اٌؾ

 ٔظف وٛة ِٓ اٌفٛاوٗ ٚاٌغوأٛلا ٚاٌّىَواد  ٚعجخ فف١فخ فٟ اٌظ١ٙوح

 4 أٚٔظبد ِٓ ٔىزبه اٌقٛؿ 

 ٚعجخ اٌؼشبء

 وٛة ٚاؽل ِٓ اٌفٛي ِغ اٌفٍفً اٌؾبه ٚعجٕخ اٌظ٠ٛب 

  ٟٔشو٠ؾخ ٚاؽلح ِٓ فجي اٌنهح اٌقبٌٟ ِٓ اٌؾ١ٍت اٌؾ١ٛا

 ٚاٌج١غ

 4 أٚٔظبد ِٓ ػظ١و اٌزفبػ اٌفٛاه 

 ٚعجخ َِبئ١خ
  ٔظف وٛة ِٓ اٌزٛد الأىهق اٌّي٠ٓ ثبٌَىو

 اٌقب١ٌخ ِٓ اٌؾ١ٍت اٌؾ١ٛأٟاٌّقٍٛؽخٚاٌىو٠ّخ

 4 ٞأٚٔظبد ِٓ ػظ١و اٌزٛد اٌجو 
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ٔانفٛزبيُٛبد ْٙ انًٕاد انزكًٛهٛخ انزٙ ٚزى رُبٔنٓب نزؼٕٚغ َمض يب فٙ انًكًلاد انغزائٛخ 

غزائُب انًزُبٔل ثشكم ٕٚيٙ، ٔلذ رشًم انفٛزبيُٛبد ٔانًؼبدٌ، ٔثؼغ الاػشبة انطجٛخ، 

 ٔالإَضًٚبد، ٔالأؽًبع الأيُٛٛخ.

انفٛزبيُٛبد ٔانًكًلاد  ٚزٕعّ انؼذٚذ يٍ يشػٗ انغشؽبٌ نهزشكٛض ػهٗ رُبٔل إَٔاع يؾذدح يٍ

ثٓذف انزشكٛض ػهٗ أخز ػُظش أٔ يغز٘ يؼٍٛ دٌٔ اخش ثٓذف انزمهٛم يٍ أػشاع  انغزائٛخ

 بػذح فٙ انٕلبٚخ يٍ ػٕدرّ ثؼذ انؼلاط.انًشع، أٔػلاعّ، أٔ انًغ

 فٕائذ انفٛزبيُٛبد ٔانًكًلاد انغزائٛخ خلال ػلاط انغشؽبٌ؟ ٔيب ؽمٛمخ ْزِ انفٕائذ؟ فًب ْٙ

ٔيغ ْزا عُؾذصكى ُْب ػٍ ثؼغ إَٔاع انًغزٚبد ٔانًكًلاد انغزائٛخ انزٙ لذ ؽظٛذ ثذػى 

ػهًٙ يٍ لجم انؼذٚذ يٍ انذساعبد ٔالأثؾبس انزٙ أكذد كٌٕ أٌ نٓب دٔس إٚغبثٙ ػهٗ يشٚغ 

 انغشؽبٌ ٔلذ رغبْى فٙ ػلاعّ فٙ يب ٚأرٙ

 D فيتبهيي

 

 

  ّٙ يٍ خلال انزؼشع  ْٕ أؽذ انفٛزبيُٛبد انزائجخ فٙ انذٌْٕ، ٚزى رظُٛؼّ فٙ انغغى ثشكمٍ ؽجٛؼ

كًب ًٚكٍ انؾظٕل ػهّٛ ػٍ ؽشٚك أخز انًكًلاد انغزائٛخ دلٛمّ  20-10لاشؼّ انشًظ نًذِ 
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https://www.webteb.com/articles/%D8%AD%D9%82%D9%8A%D9%82%D8%A9-%D8%A7%D9%84%D9%85%D9%83%D9%85%D9%84%D8%A7%D8%AA-%D8%A7%D9%84%D8%BA%D8%B0%D8%A7%D8%A6%D9%8A%D8%A9-%D9%88%D9%82%D8%AF%D8%B1%D8%AA%D9%87%D8%A7-%D8%B9%D9%84%D9%89-%D8%B9%D9%84%D8%A7%D8%AC-%D9%85%D8%B1%D8%B6-%D8%A7%D9%84%D8%B3%D8%B1%D8%B7%D8%A7%D9%86_420


 
 

انغغى ػهٗ اعزخذاو انكبنغٕٛو  D ٔثؼغ الأؽؼًخ يضم صٚذ كجذ انغًك ٔانجٛغ، ٔٚغبػذ فٛزبيٍٛ

فٕس نجُبء ٔرمٕٚخ انؼظبو ٔالأعُبٌ نزنك فئٌ َمظّ ٚغجت انكغبػ نذٖ الأؽفبل ْٔشبشخ ٔانفغ

انز٘ ٚزكٌٕ ثشكم ؽجٛؼٙ فٙ  D2 شكهٍٛ سئٛغٍٛٛ ًْب D انؼظبو نذٖ انجبنغٍٛ، ٕٚعذ نفٛزبيٍٛ

انز٘ ٚزى رظُٛؼّ فٙ انغغى َزٛغخً نزؼشّع انغهذ نلأشؼخ فٕق انجُفغغٛخ نهشًظ،  D3انُجبربد ٔ

فٙ انغغى ثشكم ألم كفٛزبيٍٛ ٔثشكم أكجش كأَّ ْشيٌٕ يًب ٚغؼم نّ رأصٛشًا  D زبيٍٛٚزظشّف فٛ

 .كجٛشا ػهٗ انغغى يضم انٕصٌ ٔكٛفٛخ ػًم الأػؼبء

 

 بالسرطان Dعلاقة فيتامين 

ثبنغشؽبٌ أظٓشد الأثؾبس ٔعٕد اخزلاف ثًؼذلاد الإطبثخ ٔانٕفبح ثغجت  D ػلالخ فٛزبيٍٛ

ثٍٛ الأفشاد انزٍٚ ٚؼٛشٌٕ ػهٗ يُبؽك خطٕؽ انؼشع انغُٕثٛخ يشع انغشؽبٌ ؽٛش كبَذ ألم 

فٙ  D انزٙ رشرفغ فٛٓب َغجخ انزؼشّع لأشؼخ انشًظ ٔانزٙ رؼُشف ثذٔسْب فٙ رظُٛغ فٛزبيٍٛ

ثبنغشؽبٌ فمذ أشبسد إؽذٖ انذساعبد انؾذٚضخ أٌ يب  D انغغى،  ٔفٙ انؾذٚش ػٍ ػلالخ فٛزبيٍٛ

كًب أظٓشد  D ذٚٓى يغزٕٚبد يُخفؼخ يٍ فٛزبيٍٛٚضٚذ ػٍ صلاصخ أسثبع يشػٗ انغشؽبٌ ن

انُزبئظ انًخجشٚخ أَّّ ًٚهك خظبئظًب يؼبدحً نهٕسو ٔأَّّ ٚهؼت دٔسًا فٙ رُظٛى انغُٛبد انًشبسكخ 

 .ثبنغشؽبٌ D ، فًٛب ٚأرٙ ششػ ػلالخ فٛزبيٍٛ ، فٙ ركبصش انخلاٚب انغشؽبَٛخ
 

 D أظٓشد انؼذٚذ يٍ انذساعبد أٌ انًغزٕٚبد الأػهٗ نفٛزبيٍٛ سرطبى القولوى والوستقين:

رشرجؾ ثفشص ألم نلإطبثخ ثغشؽبٌ انمٕنٌٕ ٔانًغزمٛى، ٔلا رضال انزغبسة انغشٚشٚخ لبئًخ 

 نهجؾش فٙ رأصٛشِ ػهٗ الأشخبص انزٍٚ ٚزُبٔنَّٕ ثبنزٕاص٘ يغ انؼلاط. 



 
 

طبثخ ثغشؽبٌ انضذ٘ ثشكمٍ ػبو، لا ًُٚغ الإ D رظُٓش انذساعبد أٌ فٛزبيٍٛ سرطبى الثدي: 

% ألم 63ثًغزٕاِ انطجٛؼٙ نذٖ انُغبء ٚغؼم اؽزًبنٛخ الإطبثخ ثغشؽبٌ انضذ٘  D ٔعٕد فٛزبيٍٛ

 يٍ انُغبء انلّارٙ نٛظ نذٍٚٓ يب ٚكفٙ يُّ.

ْٕ عشؽبٌ انذو انز٘ ٚؤصش غبنجبً ػهٗ خلاٚب انذو انجٛؼبء أٔ كشٚبد انذو انجٛؼبء،  اللوكيويب:

ٌّ اَخفبع يغزٕٚبد فٛزبيٍٛ رشٛش انذساعبد َزٛغخً نمهخ انزؼشّع لأشؼخ انشًظ لذ ٚكٌٕ  D إنٗ أ

فٙ انذو يغ خلاٚب عشؽبٌ انذو  D أؽذ أعجبة انهٕكًٛٛب ؽٛش أظٓشد رفبػم يغزمجلاد فٛزبيٍٛ

 انُخبػٙ انؾبد. 

أكضش رشٛش انًشؽهخ انضبنضخ يٍ انغشؽبٌ إنٗ ؽغى أكجش نهٕسو ٔاَزشبس  سرطبى الورحلة الثبلثة: 

س فّٛ فٙ انجذاٚخ، ٔٚؼذّ انًشػٗ رٔ٘ يغزٕٚبد فٛزبيٍٛ ّٕ ألم  D نهًشع خبسط انؼؼٕ انز٘ رط

س انًشع نذٚٓى نهًشؽهخ انضبنضخ أكضش ثضلاصخ  –َبَٕغشاو/يم  24-يٍ انًزٕعؾ  ّٕ ػُشػخً نزط

 أػؼبف يٍ الأشخبص رٔ٘ انًغزٕٚبد الأػهٗ.

ثبنغشؽبٌ ٔخطش انٕفبح  D فٛزبيٍٛ ثؾضذ إؽذٖ انذساعبد فٙ ػلالخ اًخفبض خطر الوفبة:

كبَٕا ألم ػشػخً نهٕفبح  D ثبنًشع، ٔأظٓش انزؾهٛم أٌ انًشػٗ انزٍٚ رُبٔنٕا يكًلاد فٛزبيٍٛ

 % يٍ انًشػٗ اٜخشٍٚ انزٍٚ أخزٔا دٔاءً ًْٔٛبً ثزاد انٕلذ.13يٍ انغشؽبٌ ثُغجخ 

 

نهظؾخ ٔلا ٚضال  D فٛزبيٍٛ انظؾٛخ ٚزى إعشاء انكضٛش يٍ انذساعبد ؽٕل فٕائذ D فٕائذ فٛزبيٍٛ

انؼهًبء فٙ طذد اعزكشبف رأصٛشارّ ػهٗ انغغى ٔدٔسِ فٙ انٕلبٚخ يٍ الأيشاع ٔػلاعٓب، فًٛب 

 .ٚأرٙ ركش ثؼغ فٕائذِ

 ٚغبْى فٙ ؽًبٚخ انؼظبو ٔيُغ انٓشبشخ. 

 رؾغٍٛ أػشاع الاكزئبة انًٕعًٙ. ٚغبػذ فٙ رٕفٛش ؽًبٚخ يٍ انزٓبثبد انغٓبص انزُفغٙ. 

 ٚغبػذ فٙ انؾًبٚخ يٍ أيشاع انمهت ٔانغكزخ انذيبغٛخ. 

 ٚمهم يٍ خطش الإطبثخ ثبنغكش٘ انُٕع الأٔل ٔانضبَٙ. 

 ٚغبْى فٙ يُغ انخشف ٔرذْٕس انٕظبئف الإدساكٛخ نذٖ انشخض. 

 .ٚغبْى فٙ رؾغٍٛ أػشع أيشاع انًُبػخ انزارٛخ 

 

 



 
 

 

 

كم أػؼبء انغغى انشكم أػلاِ ٕٚػؼ دٔس فٛزبيٍٛ د انفؼبل ػهئ  

 

 

 

 

 

 

 

 

 



 
 

 ما هو الكالسيوم؟

والجبن والخضروات ذات اللون  )الزبادي( الكالسٌوم هو معدن غذائً أساسً ٌوجد بشكل شائع فً الحلٌب واللبن

الأخضر الداكن. ٌوجد أٌضًا فً بعض الحبوب والبمولٌات )بما فً ذلن البازلاء والفول والعدس والفول السودانً( 

 والمكسرات.

 

الكالسٌوم مكون رئٌسً للعظام والأسنان. كما أنه ضروري لتخثر الدم لولف النزٌف ولعمل الأعصاب والعضلات والملب 

 بشكل طبٌعً.

 

 

 ما هي كمية الكالسيوم اللازمة لصحة جيدة؟     

به ٌختلف باختلاف العمر. كما  الموصى الممدار المؤخوذفإن  ذلن،الكالسٌوم جزء مهم من نظام غذائً صحً. ومع 

 18و  9موصى به هو للأطفال والمراهمٌن الذٌن تتراوح أعمارهم بٌن  ممدار مؤخوذفإن أعلى  التالً،ٌتضح من الجدول 

  عندما تنمو العظام بسرعة. عامًا،

الأعلى الآمن لتناول سنة أو أكبر ، فإن الحد  1للبالغٌن )بما فً ذلن النساء الحوامل أو المرضعات( وللأطفال بعمر 

  ( فً الٌوم .لغم 2522رام )أو غ 2.5الكالسٌوم هو 

 

 توصٌات غذائٌة للكالسٌوم ، ذكور وإناث *

 التوصيبت الغذائية )هلغ ** / يوم( الفئة العورية

 يهغ 210 اشٓش 0-6

 يهغ 270 شٓش 7-12

 يهغ 500 عُٕاد 1-3

 يهغ 800 عُٕاد 4-8

 يهغ 1300 عُخ 9-18



 
 

 يهغ 1000 عُخ 19-50

 يهغ 1200 عُخ ٔيب فٕق 51

 (.1الأكبدًٚٛخ انٕؽُٛخ نهؼهٕو نغُخ انكبنغٕٛو ٔانًغزٚبد راد انظهخ ) 1997* 

 ** يهغ = يهٛغشاو.

 

 ٌمكن أن ٌإدي الكثٌر من الكالسٌوم فً النظام الغذائً ومن المكملات الغذائٌة إلى آثار جانبٌة غٌر مرغوب فٌها.

لمآخذ الطعام من لبل الأفراد أن متوسط  1996-1994الذي أجرته وزارة الزراعة الأمرٌكٌة أظهر المسح المستمر 

، على التوالً ، أو  لغم 657و  لغم 925كان  9مدخول الكالسٌوم الٌومً فً الولاٌات المتحدة للذكور والإناث فوق سن 

 ألل من المدخول الموصى به .

 

 

 ت الكالسيوم؟ما هي كمية الكالسيوم في الأطعمة ومكملا

ٌوجد الكالسٌوم فً العدٌد من الأطعمة. تشمل الأطعمة الغنٌة بالكالسٌوم منتجات الألبان والخضروات ذات اللون 

الأخضر الداكن وبعض منتجات الصوٌا والأسمان والمكسرات والبمولٌات. ٌوضح الجدول التالً ممدار الكالسٌوم الموجود 

 فً بعض الأطعمة الشائعة.

 كالسٌوم فً بعض الأطعمة الشائعة *كمٌات ال

 الكبلسيوم )هلغ( الطعبم ، الكوية القيبسية

 345 أَٔظخ ** 8صثبد٘ ثبنفٕاكّ ، صثبد٘ لهٛم انذعى ، 

 311 أَٔظخ 1.5عجُخ يٕصاسٚلا ، يُضٔػخ انذعى عضئٛبً ، 

 306 كٕة 1ؽهٛت خبنٙ انذعى 

 325 َٔظخأ 3انغشدٍٚ ، الأؽهغٙ ، ثبنضٚذ ، يظفٗ ، 

 253 رٕفٕ طهت ، يؾؼش ثبنُٛغبس٘ ، َظف كٕة

 146 عجبَخ يطجٕخخ يٍ انًغًذح ، َظف كٕة

 96 فبطٕنٛب ثٛؼبء يؼهجخ َظف كٕة

إسشبداد  يٍ انٕلاٚبد انًزؾذح. خ* يلاؽظخ: لا ٚمُظذ يٍ ْزِ انمبئًخ أٌ ركٌٕ شبيهخ. يمزجغ

 .2005انُظبو انغزائٙ نٕصاسح انظؾخ ٔانخذيبد الإَغبَٛخ نلأيشٚكٍٛٛ 

 **oz  =أَظخ ، ٔؽذح لٛبط. 

 

 



 
 

هل هناك دليل على أن الكالسيوم يمكن أن يساعد في تقليل مخاطر الإصابة بأنواع 

 أخرى من السرطان؟

تشٌر نتائج بعض الدراسات ولٌس كلها إلى أن تناول كمٌات كبٌرة من الكالسٌوم لد 

لام التحمٌك  ٌزٌد من خطر الإصابة بسرطان البروستات. على سبٌل المثال ،

الأوروبً المستمبلً فً السرطان والتغذٌة بتحلٌل مآخذ الأطعمة الحٌوانٌة )اللحوم 

والدواجن والأسمان ومنتجات الألبان وما إلى ذلن( والبروتٌن والكالسٌوم فٌما ٌتعلك 

رجل ووجد أن  142222بمخاطر الإصابة بسرطان البروستات بٌن أكثر من 

ط تناول كمٌات كبٌرة من البروتٌن أو الكالسٌوم من منتجات الألبان بزٌادة اارتب

خطر الإصابة بسرطان البروستات . ومع ذلن ، لم ٌكن الكالسٌوم من مصادر غٌر 

الألبان مرتبطًا بزٌادة المخاطر . بالإضافة إلى ذلن ، أظهر تحلٌل مستمبلً لمنتجات 

رجل مشاركٌن فً تجربة فحص  29222 الألبان وممدار الكالسٌوم بٌن أكثر من

( التً أجراها المعهد PLCOسرطان البروستات والرئة والمولون والمبٌض )

( ، زٌادة مخاطر الإصابة بسرطان البروستات المرتبط NCIالوطنً للسرطان )

بالنظام الغذائً العالً. مآخذ الكالسٌوم ومنتجات الألبان ، وخاصة منتجات الألبان 

. لم ٌرتبط الكالسٌوم من المكملات بزٌادة خطر الإصابة بسرطان للٌلة الدسم 

-NIHالبروستات . فً الممابل ، أظهرت نتائج دراسة النظام الغذائً والصحة 

AARP  عدم زٌادة خطر الإصابة بسرطان البروستات المرتبط بالكالسٌوم الكلً أو

 الكالسٌوم الغذائً أو تناول الكالسٌوم التكمٌلً .

 يف يمكن أن يساعد الكالسيوم في الوقاية من السرطان؟ك       

على الرغم من أن الآلٌة الدلٌمة التً لد ٌساعد بها الكالسٌوم فً تملٌل خطر الإصابة 

بسرطان المولون والمستمٌم غٌر واضحة ، إلا أن الباحثٌن ٌعرفون أنه على 

وٌة والأحماض المستوى الكٌمٌائً الحٌوي ، ٌرتبط الكالسٌوم بالأحماض الصفرا

الدهنٌة فً الجهاز الهضمً لتشكٌل مجمعات غٌر لابلة للذوبان تعرف باسم صابون 

الكالسٌوم. هذا ٌملل من لدرة الأحماض )أو مستملباتها( على إتلاف الخلاٌا فً بطانة 

المولون وتحفٌز تكاثر الخلاٌا لإصلاح الضرر. لد ٌعمل الكالسٌوم أٌضًا بشكل 

الخلاٌا فً بطانة المولون أو ٌتسبب فً تماٌز خلاٌا المولون مباشر لتملٌل تكاثر 

المتكاثرة ، مما ٌإدي بدوره إلى تملٌل تكاثر الخلاٌا. لد ٌحسن الكالسٌوم أٌضًا 

 الإشارة داخل الخلاٌا وٌسبب تماٌز الخلاٌا السرطانٌة و موتها .

 



  Appendix                                       Questionnaire in English Language 

Effectiveness of Nutritional Educational Program on Nurses' 
Knowledge for Patients with Cancer at Oncology Center in AL-
Diwaniyah Governorate. 
 

Dear Nurse: 
 It is pleasure to have as participant in this study. We would like you 

to answer all the questions in this list for the benefits of you and this 

research. We would like you to trust and be confident that your responses 

will remain very confidential and no one has access to them. Your 

cooperation with us is greatly considered and appreciated.  

With Best Regards,  

Part one: Sociodemographic Data: 

1.Age                                        years  

2.Gender          Male                          Female         

3. Residency:                 Rural     Urban  

4. Level of Education 

 Nursing graduate 

 Nursing High School Graduate 

 Diploma Degree Graduate 

College of Nursing Graduate 

 Master's or Doctorate of Nursing 

5. Years of Employment in Nursing                Years. 

 

6. Years of Experience in Oncology                Years. 

7. Training in Oncology: 

 

     o Yes   

 

 

     o NO  

 

If the answer is yes. What is the number of courses? 
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number of courses:                      

 

Duration of the course:  

inside Iraq          a week                        Month                             more than a 

month 

 

outside Iraq         a week                          Month                             more than 

a month         

 

Part Two: Nurses’ Knowledge about Nutrition of Oncology 

Patients. 

 
 

 

list 

 

 

 

 

Items 

 

answer 

 

I 

know 

 

Uncertain  

Don t 

know 

1 Eating sugar worsens cancer.    

2 All oncology patients consume a diet 

rich in energy. 

   

3 The patient should drink a lot of soft 

drinks before and during meals so as 

not to lose his appetite 

   

4 Oncology patient should eat a diet 

rich in vegetables, fruits and whole 

grains 

   

5 Side effects of chemotherapy include 

nausea, fatigue, hair loss, and changes 

in the urinary tract 

   

6 Nutritional assessment should begin 

as soon after diagnosis as possible 

and should take into account the goals 

of treatment (curative, control or 

alleviation) with a focus on both the 

current nutritional status and expected 

symptoms related to nutrition. 

   

7 All oncology patients consume small 

portions of food during the day 

   

8 To avoid diarrhea, the patient should 

eat a lot of fried or fatty foods  
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9 All oncology patients consume a diet 

rich in protein. 

   

10 All oncology patients need to take 

oral nutritional supplements. 

   

11 All cancer patients need to drink more 

fluids. 

   

12 All oncology patients should achieve 

and maintain a healthy weight. 

   

13 If the patient is overweight or obese, 

he should limit the intake of high-

calorie foods and drinks and increase 

physical activity to promote weight 

loss 

   

14 To avoid problems with the urinary 

tract, kidneys and bladder, the patient 

should avoid caffeinated drinks. 

   

15 Symptoms such as loss of appetite, 

early satiety, changes in taste and 

smell, and bowel disorders are 

common side effects of cancer. 

   

16 Excessive weight loss and poor 

nutritional status can occur early in 

the course of some cancers, although 

the prevalence of malnutrition and 

weight loss varies widely across 

cancer types and stage of diagnosis. 

   

17 Consuming enough calories to 

prevent additional weight loss is vital 

for sufferers who are at risk of losing 

weight due to anti-cancer therapies 

that affect the digestive system. 

   

18 Additional weight gain is a frequent 

complication of treatment 

   

19 Cancer can cause profound metabolic 

and physiological changes that can 

affect nutritional requirements for 

macronutrients (carbohydrates, 

proteins and microelements (vitamins 

and minerals). 

   

20 All major cancer treatment methods, 

including surgery, radiation and 

chemotherapy, can greatly affect 

nutritional needs. 
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21 The overall goals of nutritional care 

for patients should be to prevent or 

reduce nutrient deficiencies, and to 

achieve or maintain a healthy weight 

   

22 To relieve the feeling of nausea and 

vomiting, the patient should eat fast 

food 

   

23 Patients who are unable to eat 

adequate amounts of food and are at 

risk of malnutrition may require other 

means of nutritional support, such as 

drug therapy using appetite 

stimulants, enteral feeding via tube 

feeding, or parenteral nutrition. 

   

24 A subset of dietary supplements, 

antioxidants, can prevent cellular 

oxidative damage to cancer cells 

needed for treatments, such as 

radiotherapy and chemotherapy, to be 

effective. 

   

25 Symptoms of anemia include pallor or 

yellowing of the face. 

   

26 One of the nursing interventions for a 

patient suffering from a lack of body 

fluids is the monitoring of fluids input 

and output. 

   

27 One of the complications of 

malnutrition is general weakness and 

a feeling of fatigue associated with 

the patient, which in turn negatively 

affects his psyche (sadness, anxiety, 

lack of self-confidence…). 

   

28 To maintain adequate amounts of 

fluids during cancer treatment, 

adequate amounts of water should be 

taken in addition to fluids other than 

water (beef broth, fish broth, and 

broth). 

   

29 Malnutrition and rapid weight loss 

during the treatment of cancerous 

diseases can cause complications that 

can disrupt the proper functioning of 

the treatment protocol. 
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30 One of the bad habits of cancer 

patients is to eat every few hours 

without feeling hungry. 

   

31 Encouraging more low-calorie drinks 

(such as water, coffee, tea, and diet 

drinks). 

   

32 Using bone broth with soup is a tip 

for adding more protein to your diet 

   

33 100 calories and 9 grams of protein 

can be obtained from a cup of Insure 

Milk. 

   

34 Whole milk is a useful meal for 

cancer patients. 

   

35 One of the useful meals for cancer 

patients who suffer from a change in 

food taste is the use of onions or 

garlic to give a pleasant flavor to 

vegetables or meat. 

   

36 In patients with anorexia or early 

satiety and at risk of being 

underweight, eating smaller, more 

frequent meals can help fill in the 

patient's nutritional intake. 

   

 

 



 

 :ـب الموسومة بيه يديك استببوة لأطزوحة الدكتوراه

فبعلية البزوبمج التعليمي الغذائي في معبرف الممزضيه لمزضى السزطبن في مزكز الاورام في )

 .(محبفظة الديواوية

إٔٗ ٌّٓ دٚثػٟ عشٚسٞ أْ صىْٛ ِشجسوًج فٟ ٘زٖ ثٌذسثعز. ٔٛد ِٕه أْ صد١خ ػٍٝ خ١ّغ ثلأعتٍز 

٠ؼضذش صؼجٚٔه  عش٠ز.ٔٛد ِٕه أْ صثك وً ثٌثمز فٟ أْ ثخٛدضه عضذمٝ  دحش٠ز.ثٌمجةّز ثٌٛثسدر فٟ ٘زٖ 

 ِؼٕج ِٛظغ ث٘ضّجَ ٚصمذ٠ش وذ١ش٠ٓ.

 صٟ ٚصمذ٠شٞ.ِغ أغ١خ صح١ج

 ...مع التقديز .لفقزات ..يزجى الإجببة على جميع ا

 الديموغزافية.)الجزء الأول(: المعلومبت 

 التسلسل  

 عٕز ثٌؼّش:   .1

 ثٌدٕظ: .2

  ثٔثٝ                روش          

 .ثٌغىٓ     3

  ِذ٠ٕٗ                    س٠ف       

 

 ثٌّغضٜٛ ثٌضؼ١ٍّٟ: .4

            صّش٠ط:   دٚسرخش٠ح 

     خش٠ح ثػذثد٠ز صّش٠ط:      

      خش٠ح ِؼٙذ صّش٠ط :       

          دىجٌٛس٠ٛط صّش٠ط :   

 ِجخغض١ش ثٚ دوضٛسثٖ  صّش٠ط: 

 



 ػذد عٕٛثس ثٌخذِز فٟ ِؤعغجس ثٌصحز:     4-

 عٕز      :    ثلاٚسثَ عٕٛثس ثٌخذشر فٟ سد٘جس 5-

 

    :    ٔؼُ ثلأٚسثَػٓ ثٌضغز٠ز فٟ  صذسد١ًٗ٘ شجسوش فٟ دٚسر 

       ولا                                                           

    ػذد ثٌذٚسثس  

        ِذر ثٌذٚسر:

 ثوثش ِٓ شٙش    شٙش        ثعذٛع                 داخل العراق

 ثوثش ِٓ شٙش  شٙش         خجسج ثٌؼشثق          ثعذٛع      

 

 :بتالسزطبو ىالإرشبدات الغذائية لمزضحول  معبرف الممزضيه :الجزء الثبوي

 :لطفب ةالاتي الاسئلةاجب عه 

 فقزات ال القبئمة

 الاجببة

 اعزف
غيز 

 متبكد

 

لا 

 اعزف

    ٠ؤدٞ صٕجٚي ثٌغىش إٌٝ صفجلُ حجٌز ثٌغشغجْ   1

ج غزثة١جً غ١ٕجً دجٌطجلز  2 ًِ     ٠غضٍٙه خ١ّغ ِشظٝ ثلأٚسثَ ٔظج

3  
لا ثٌّش٠ط صٕجٚي ثٌىث١ش ِٓ ثٌّششٚدجس ثٌغجص٠ز لذً ٚثثٕجء ثٌٛخذجس وٟ  ٝػٍ

 ش١ٙضٗ ذ٠فم
  

 

4  
ثلأٚسثَ ّٔطًج غزثة١جً غ١ٕجً دجٌخعشٚثس ٚثٌفٛثوٗ ٚوً  ٠ضٕجٚي ِش٠ط٠دخ أْ 

 ثٌحذٛح
  

 

5  
ثٌغث١جْ ٚصؼخ ٚثس٘جق  ٝػٍ ثٌى١ّ١جةٟصضعّٓ ثلاػشثض ثٌدجٔذ١ز ٌٍؼلاج 

 ٚصغجلػ ثٌشؼش ٚصغ١ش فٟ ثٌّغجٌه ثٌذ١ٌٛز
  

 

6  

٠دخ أْ ٠ذذأ ثٌضم١١ُ ثٌغزثةٟ ٌٍّصجد١ٓ فٟ ألشح ٚلش دؼذ ثٌضشخ١ص لذس 

ثلإِىجْ ٠ٚدخ أْ ٠أخز فٟ ثلاػضذجس أ٘ذثف ثٌؼلاج )ثٌؼلاخ١ز ثٚ ثٌغ١طشر ثٚ 

ػشثض ثٌّضٛلؼز ثٌضخف١ف( ِغ ثٌضشو١ض ػٍٝ وً ِٓ ثٌحجٌز ثٌغزثة١ز ثٌحج١ٌز ٚثلأ

 ثٌّضؼٍمز دجٌضغز٠ز

  

 

    خلاي ث١ٌَٛ صغ١شر غزثة١ز٠غضٍٙه خ١ّغ ِشظٝ ثلأٚسثَ حصصًج   7

    ثٌذ١ٕ٘زثٌّش٠ط ثلاوثجس ِٓ ثلأغؼّز ثٌّم١ٍز ثٚ  ػٌٍٝضدٕخ ثلإصجدز دجلإعٙجي   8

ج غزثة١جً غ١ٕجً دجٌذشٚص١ٓ.  9 ًِ     ٠غضٍٙه خ١ّغ ِشظٝ ثلأٚسثَ ٔظج

    ثلأٚسثَ إٌٝ صٕجٚي ِىّلاس غزثة١ز ػٓ غش٠ك ثٌف٠ُحضجج خ١ّغ ِشظٝ   11



 فقزات ال القبئمة

 الاجببة

 اعزف
غيز 

 متبكد

 

لا 

 اعزف

    ٠حضجج خ١ّغ ِشظٝ ثلأٚسثَ إٌٝ ششح ثٌىث١ش ِٓ ثٌغٛثةً  11

    ٠دخ ػٍٝ خ١ّغ ِشظٝ ثلأٚسثَ صحم١ك ٚثٌحفجظ ػٍٝ ٚصْ صحٟ  12

13  

حذ ِٓ صٕجٚي ٠دخ ثْ ٠إرث وجْ ثٌّش٠ط ٠ؼجٟٔ ِٓ ص٠جدر ثٌٛصْ أٚ ثٌغّٕز، 

ثٌغؼشثس ثٌحشثس٠ز ٚص٠جدر ثٌٕشجغ ثٌذذٟٔ ٌضؼض٠ض ثلأغؼّز ٚثٌّششٚدجس ػج١ٌز 

 فمذثْ ثٌٛصْ

  

 

14  
ثٌّش٠ط صدٕخ ثٌّششٚدجس  ػٍٝٚثٌّثجٔز  ٌٝضدٕخ ِشجوً ثٌّغجٌه ثٌذ١ٌٛز ثٌىٍ

 ثٌىجف١ٓ ٍٝثٌضٟ صحٛٞ ػ
  

 

15  
ثلأػشثض ِثً فمذثْ ثٌش١ٙز، ٚثٌشذغ ثٌّذىش، ٚثٌضغ١شثس فٟ ثٌطؼُ ٚثٌشُ،  ذصؼ

 .ٚثظطشثدجس ثلأِؼجء ِٓ ث٢ثجس ثٌدجٔذ١ز ثٌشجةؼز ٌٍغشغجْ
  

 

16  

ِٓ ثٌّّىٓ أْ ٠حذط فمذثْ ثٌٛصْ دشىً وذ١ش ٚعٛء ثٌحجٌز ثٌضغز٠ٚز فٟ ٚلش  

ٌضغز٠ز ِذىش ِٓ ِغجس دؼط أٔٛثع ثٌغشغجْ، ػٍٝ ثٌشغُ ِٓ أْ ثٔضشجس عٛء ث

 ٚفمذثْ ثٌٛصْ ٠خضٍف ثخضلافجً وذ١شًث ػذش أٔٛثع ثٌغشغجْ ِٚشحٍز ثٌضشخ١ص

  

 

17  

إْ ثعضٙلان عؼشثس حشثس٠ز وجف١ز ٌّٕغ فمذثْ ثٌٛصْ ثلإظجفٟ أِش ح١ٛٞ 

ثٌزٞ ػلاخجس ِعجدر ٌٍغشغجْ ثٌٛصْ دغذخ ٌٍّصجد١ٓ ثٌّؼشظ١ٓ ٌخطش فمذثْ 

 ػٍٝ ثٌدٙجص ثٌٙعّٟ صؤثش

  

 

    ثلإظجف١ز صؼذ ِٓ ثٌّعجػفجس ثٌّضىشسر ٌٍؼلاجص٠جدر ثٌٛصْ   18

19  

٠ّىٓ أْ ٠ضغذخ ثٌغشغجْ فٟ حذٚط صغ١١شثس أ٠ع١ز ٚفغ١ٌٛٛخ١ز ػ١ّمز ٠ّىٓ 

 س)ثٌىشد١٘ٛذسثس، ثٌذشٚص١ٕجأْ صؤثش ػٍٝ ِضطٍذجس ثٌضغز٠ز ٌٍّغز٠جس ثٌىذ١شر

 .)ثٌف١ضج١ِٕجس ٚثٌّؼجدْ(ٚثٌصغشٜ

  

 

21  
ٌؼلاج ثٌغشغجْ، دّج فٟ رٌه ثٌدشثحز ٠ّىٓ أْ صؤثش خ١ّغ ثٌطشق ثٌشة١غ١ز 

 .ٚثلإشؼجع ٚثٌؼلاج ثٌى١ّ١جةٟ، دشىً وذ١ش ػٍٝ ثلاحض١جخجس ثٌغزثة١ز
  

 

21  
صم١ًٍ ٠دخ أْ صىْٛ ثلأ٘ذثف ثٌؼجِز ٌٍشػج٠ز ثٌغزثة١ز ٌٍّصجد١ٓ ٟ٘ ِٕغ أٚ 

 ثٌّغز٠جس، ٚصحم١ك أٚ ثٌحفجظ ػٍٝ ٚصْ صحٟ ٔمص
  

 

    ثٌّش٠ط صٕجٚي ثٌٛخذجس ثٌغش٠ؼز ػٌٍٝضخف١ف ثٌشؼٛس دجٌغث١جْ ٚثٌضم١ؤ   22

23  

ٚثٌّؼشظ١ٓ ٌخطش ػٍب صٕجٚي و١ّجس وجف١ٗ ِٓ ثٌغزثء  ثٌغ١ش ثٌمجدس٠ٓثٌّشظب 

صىْٛ ٕ٘جن حجخز إٌٝ ٚعجةً أخشٜ ٌٍذػُ ثٌغزثةٟ،  ثٌضغز٠ز لذثلإصجدز دغٛء 

ِثً ثٌؼلاج ثٌذٚثةٟ دجعضخذثَ ِٕذٙجس ثٌش١ٙز، ٚثٌضغز٠ز ثٌّؼ٠ٛز ػٓ غش٠ك 

 ثٌضغز٠ز ثلأٔذٛد١ز، أٚ ثٌضغز٠ز ثٌٛس٠ذ٠ز.

  

 

24  

٠ّىٓ ٌّدّٛػز فشػ١ز ِٓ ثٌّىّلاس ثٌغزثة١ز، ِعجدثس ثلأوغذر، ِٕغ ثٌعشس 

ِثً ثٌؼلاج ثلإشؼجػٟ  ٌٍؼلاخجس،ثٌضأوغذٞ ثٌخٍٛٞ ٌٍخلا٠ج ثٌغشغج١ٔز ثٌلاصِز 

 ٚثٌؼلاج ثٌى١ّ١جةٟ ٌضىْٛ فؼجٌز.

  

 

    صضعّٓ أػشثض ثلإصجدز دفمش ثٌذَ شحٛح ثٌٛخٗ أٚ ثصفشثس ثٌٛخٗ.  25

26  
ثٌضّش٠ع١ز ٌّش٠ط ٠ؼجٟٔ ِٓ ٔمص عٛثةً ثٌدغُ ٘ٛ ِشثلذز ِٓ ثٌضذثخلاس 

 ثٌغٛثةً ثٌّأخٛرر ٚثٌّطشٚحز.
  

 

27  
ظؼف ػجَ ٚشؼٛس دجٌضؼخ ثٌّلاصَ ٌٍّش٠ط ٚثٌزٞ ِٓ ِعجػفجس عٛء ثٌضغز٠ز 

 …(.لٍك، ػذَ ثٌثمز فٟ ثٌٕفظ دذٚسٖ ٠ٕؼىظ عٍذج ػٍٝ ٔفغ١ضٗ )حضْ،
  

 

28  

و١ّجس وجف١ٗ ِٓ ثٌغٛثةً ثثٕجء ػلاج ثٌغشغجْ ٠دخ صٕجٚي  ٌٍّحجفظز ػٍب

ثٌذمش، ٌحُ  )ِشلزو١ّجس وجف١ٗ ِٓ ثٌّجء ثظجفٗ ثٌب عٛثةً ثخشا غ١ش ثٌّجء 

 .ّشق(ٚثٌ ثٌغّه، ءحغج

  

 

29  
أثٕجء ػلاج ثلاِشثض ثٌغشغج١ٔز  إْ عٛء ثٌضغز٠ز ٚثٌٙذٛغ ثٌغش٠غ فٟ ثٌٛصْ

 أْ صؼطً حغٓ ع١ش ثٌذشٚصٛوٛي ثٌؼلاخٟ ِعجػفجس ٠ّى٠ّٓىٓ أْ ٠ضغذخ فٟ 
  

 

31  
دذْٚ ثٌغشغجْ صٕجٚي ثٌطؼجَ وً دعغ عجػجس  ِٝٓ ثٌؼجدثس ثٌغ١تز ٌّشظ

 .دجٌدٛع ثٌشؼٛس
  

 

   شد١غ ػٍٝ ثلاوثجس ِٓ ثٌّششٚدجس ِٕخفعز ثٌغؼشثس ثٌحشثس٠ز )ِثً ثٌّجء ضثٌ  31



 فقزات ال القبئمة

 الاجببة

 اعزف
غيز 

 متبكد

 

لا 

 اعزف

 ٚثٌمٙٛر ٚثٌشجٞ ِٚششٚدجس ثٌح١ّز ثٌغزثة١ز(

32  
ثٌؼظجَ ِغ ثٌحغجء ٔصجةح لإظجفز و١ّز أوذش ِٓ ثٌذشٚص١ٓ ش ثعضخذَ ِشق ذ٠ؼض

 .إٌٝ ٔظجِه ثٌغزثةٟ
  

 

33  
غشثَ ِٓ ثٌذشٚص١ٓ ِٓ خلاي وٛح  9ٚ حشثس٠ز رعؼش٠111ّىٓ ثٌحصٛي ػٍٝ 

 .ِٓ ح١ٍخ ثٔشٛس
  

 

    ثٌغشغجْ. ٝثٌح١ٍخ وجًِ ثٌذعُ ِٓ ثٌٛخذجس ثٌّف١ذر ٌّشظ  34

35  
ثٌغشغجْ ثٌز٠ٓ ٠ؼجْٔٛ ِٓ صغ١ش ِزثق ثٌطؼجَ  ٌّٝشظ ثٌّف١ذرِٓ ثٌٛخذجس 

 .َ ثٌذصً أٚ ثٌثَٛ لإػطجء ٔىٙز ِحذذز ٌٍخعشٚثس أٚ ثٌٍحَٛثثعضخذ
  

 

36 

ٌّصجد١ٓ ثٌز٠ٓ ٠ؼجْٔٛ ِٓ فمذثْ ثٌش١ٙز أٚ ثٌشذغ ثٌّذىش ث ثٌّشظب 

٠ّىٓ  ٚثٌّؼشظ١ٓ ٌخطش ٔمص ثٌٛصْ، فئْ صٕجٚي ٚخذجس أصغش ٚأوثش صىشثسًث

  .صٕجٚي ثٌغزثء ثٌلاصَ ٌٍّش٠ط   ثْ صغجػذ ػٍب

 

  

 

 



 

 ث

 

 الاســـــــــــــــــى

 

 انهقب انعهًً

 

عذد سُىاث 

 انخبشة

 

 يكــــاٌ انعـــــًــم

 

 

 الاختصاص انذقٍق

 أستــــــــار د. محمد فاضم خهٍفت 1
جايعت بغذاد/ كهٍت  38

 انتًشٌض

تًشٌض صحت 

 انًجتًع

 

2 

عجٍم ٌاسش  د.ايٍٍ

 انٍاسشي
 أستــــــــار

جايعت بابم/ كهٍت  37

 انتًشٌض

تًشٌض صحت 

 انًجتًع

1. 3

3 
 أستــــــــار كاظى جهاد د. سهًى

جايعت بابم/ كهٍت  37

 انتًشٌض

تًشٌض صحت 

 انًجتًع

 أستــــــــار د. اسكاٌ بههىل َاجً 
جايعت بابم/ كهٍت  35

 انتًشٌض

تًشٌض صحت 

 انًجتًع

 
عبذلله  د. عبذ انكشٌى

 يحًىد
 أستــــار

جايعت انكىفت/ كهٍت  35

 انطب
 يجتًعبىسد طب 

 استار  خضٍشد. فاطًت وَاس  5
جايعت انكىفت / كهٍت  29

 انتًشٌض

تًشٌض صحت 

 انًجتًع

 أستــــــــار د. وساو جباس قاسى 
جايعت بغذاد / كهٍت  25

 انتًشٌض

تًشٌض صحت 

 انًجتًع

 أستــــار يساعـــذ د. يشتضى غاَى عذاي  .1
واسث الأَبٍاء جايعت  15

 / كهٍت انتًشٌض

تًشٌض صحت 

 انًجتًع

 أستــــــــار يساعذ فلاح عبذ الله د. يُصىس  .2
/ كهٍت  تانكىف جايعت 15

 انتًشٌض
 تًشٌض صحت يجتًع

 أستــــــــار يساعذ فشج سعذ كشٌى د.   .3
كهٍت  /جايعت بغذاد 20

 انتًشٌض

تًشٌض صحت 

 انًجتًع

4.  
د. وسٍ عبذ انىاحذ 

 سشٍذ
 طبٍب اختصاص

دائشة صحت  24

يعهذ بحىث /بغذاد

 انتغزٌت

طب /بىسد عشبً 

 الاطفال

 د. صٌُب غساٌ نطفً   .5

دائشة صحت  22 طبٍب اختصاص

يعهذ بحىث /بغذاد

 انتغزٌت

طب /بىسد عشبً 

 اسشِ

 طبٍب اختصاص   د. علاء انعًبكً   .6
 دائشة صحت انذٌىاٍَت  21

 

 اوساو

 

 د. يحسٍ احًذ جاسى  .7

دائشة صحت  18 طبٍب اختصاص 

يعهذ بحىث /بغذاد

 انتغزٌت

طب /بىسد عشبً 

 اسشِ

 اوساو صحت انذٌىاٍَتدائشة  15 طبٍب اختصاص  د.اسايّ يىجذ  .8

 د. فاطًت انخانذي   .9
طبٍب اختصاص 

 تغزٌّ

 دائشة صحت انذٌىاٍَت  14

 
 تغزٌّ



  

 

 

 طبٍب اختصاص  عبذ عهً شهاد د. احًذ  .10
 دائشة صحت انذٌىاٍَت  12

 

 اوساو

 

 د.َذئ يصعب عباس  .11

 دائشة صحت 11 طبٍب اختصاص 

يعهذ بحىث /بغذاد

 انتغزٌت

طب /بىسد عشبً 

 اسشِ



 

 لخلاصتا

 خٛدةعٍٝ حشخ١صُٙ ٚ وب١شٌٗ حأث١ش ٚلٍك شذ٠ذ ٚٚاعع الأخشاس ب١ٓ ِشظٝ اٌغشغاْ. عٛء اٌخغز٠ت ِصذس 

أثٕاء خعٛعُٙ  ُٙٚصٔا اخغشٚفٟ اٌّائت ِٓ ِشظٝ اٌغشغاْ  40إٌٝ  15 ،اٌغابمت ٌٍذساعاثح١احُٙ. ٚفماً 

لذ ٠غاعذ اٌعلاج اٌّبىش ٚاٌخثم١ف اٌصحٟ بشأْ  ،رٌه باٌّائت. ٔخ١دت ٠85ّىٓ أْ ٠شحفع ٘زا اٌعذد إٌٝ  ،   ٌٍعلاج

 .ّعاعفاثاٌّىّلاث اٌغزائ١ت ٚعٍٛو١اث اٌّشظٝ عٍٝ ححم١ك ٔخائح أفعً ٚحدٕب اٌ

حداٖ اٌخع١ٍّاث اٌغزائ١ت اٌخٟ ٠حخاخٙا ِشظٝ اٌغشغاْ فٟ ِشوض ١ٓ ٟ٘ حم١١ُ ِعشفت اٌّّشظ أهذاف الذساست

 الأٚساَ باٌذ٠ٛا١ٔت.

ِاسط  17إخشاء حص١ُّ دساعت شبٗ حدش٠ب١ت فٟ ِشوض اٌذ٠ٛا١ٔت اٌخخصصٟ ٌلأٚساَ، فٟ اٌفخشة ِٓ  حُالوٌهجيت 

. ٚلأغشاض اٌذساعت، حُ بٕاء اٌبشٔاِح ٚالأداة ِٓ لبً اٌباحث. حُ اخخ١اس ع١ٕت 2022ِا٠ٛ  15إٌٝ  2021

١ٍ١ت ٚدل١مت. بٍغ حدُ ( ِّشض/ة أٚساَ حُ اخخ١اسُ٘ ٌٍحصٛي عٍٝ ب١أاث حّث60غ١ش احخّا١ٌت ِٓ )اٌصذفت 

( ِّشض/ة وّدّٛعت اٌذساعت ٚالأخشٜ حخىْٛ 30)( ِّشض/ة ِمغّت إٌٝ ِدّٛعخ١ٓ إحذاّ٘ا حعُ 60اٌع١ٕت )

( ِّشض/ة وّدّٛعت ظابطت. حعشظج ِدّٛعاث اٌذساعت ٌٍبشٔاِح اٌخع١ٍّٟ اٌزٞ ٠عٕٝ بخغز٠ت 30ِٓ )

. ٌٍحصٛي عٍٝ ب١أاث ِٓ ٔاِح اٌخع١ٌٍٍّٟبش ِشظٝ الأٚساَ ، اٌّدّٛعت اٌعابطت ِٓ ٔاح١ت أخشٜ، ٌُ حخعع

اٌّخغ١شاث الاخخّاع١ت  دضء الأٚي ٘ٛ: آٌلاعخب١اْ ٚحخىْٛ ِٓ خضئ١١ا داةاٌباحث ا صُّاٌّشاسو١ٓ فٟ اٌذساعت، 

صلاح١ت أداة  اٌخحمك ِٓ ُح .ِشظئ اٌغشغاْ /ة حٛي حغز٠تِعشفت اٌّّشض اٌدضء اٌثأٟٚاٌذ٠ّٛغشاف١ت ٚ

، ٚحُ حم١١ُ ِٛثٛل١خٙا باعخخذاَ ٔٙح الاٌخصاق اٌذاخٍٟ. ٌخحذ٠ذ اٌفشق خب١ش (18عٍٝ ) عشظٙاخلاي  اٌذساعت ِٓ

 ب١ٓ ِدّٛعاث اٌذساعت، حُ إخشاء اٌخح١ًٍ اٌٛصفٟ ٚاٌخح١ًٍ الاعخذلاٌٟ اٌخح١ٍٍٟ.

اٌذساعت أْ ٕ٘ان فشلاً وب١شًا خذاً ب١ٓ ِدّٛعاث اٌذساعت )لبً الاخخباساث ٚبعذ٘ا( ِٓ ح١ث )ِعشفت ٌتائج ال

( ِماسٔت إٌٝ دسخت الاخخباس MEAN ± SD = 2.37 ± 0.451) ،اٌغشغاْٝ ظٌّشخغز٠ت حٛي اٌ ١ٓاٌّّشظ

 ( بغبب فعا١ٌت اٌبشاِح اٌخع١ّ١ٍت.MEAN ± SD = 1.58 ± 0.402اٌمبٍٟ )

 اٌذساعت إٌٝ أْ اٌبشاِح اٌخع١ّ١ٍت اٌخٟ حشوض عٍٝ حغز٠ت ِشظٝ الأٚساَ ٌذ٠ٙا فشصت وب١شة ٌٍٕداذ. الاستٌتاج

اٌحاخت إٌٝ إٔشاء حخصص حّش٠ط حغز٠ت فٟ بٍذٔا عٍٝ غشاس اٌبٍذاْ اٌّخمذِت الأخشٜ ٌٍحفاظ عٍٝ  التىصياث

فٟ و١ٍاث اٌخّش٠ط /ة الأواد٠ّٟ إٔشاء دساعاث حّش٠ط ع١ٍا ٌّذة عاَ ٚاحذ ٌٍّّشضوزٌه صحت ِدخّعٕا. 

اث ٌلاعخفادة ٚاٌخأث١ش عٍٝ ِعشفت ِع الاِخحأ. ٚدٚساث حذس٠ب١ت ِخخصصت ٌخم٠ٛت ِٕٙت اٌخّش٠ط فٟ ٘زا اٌّداي

 فٟ اٌعًّالأٚساَ ٠دب أْ ٠ىْٛ ٌذ٠ُٙ دٚساث حع١ّ١ٍت خاصت فٟ ِشحٍت لبً /ة الأٚساَ، ِّٚشض /ةِّشض

 اٌغشغاْ. سد٘اث الاِشاض



 

 جوهىسيت العشاق

 وصاسة التعلين العالي والبحث العلوي

 كليت التوشيض                                                          -جاهعت بابل

 

 

 

لوشضى السشطاى  الووشضيي هعاسف في الغزائي التعليوي البشًاهج فاعليت

 في هشكض الاوسام في هحافظت الذيىاًيت

 

 أغــــشٚحـــت

 -/ خـــاِــعـــت بــــابـــــً اٌــخــّـــش٠ــطِـدـــٍــظ وــٍــ١ــت  ِـــمـــذِـــت اٌـــٝ 

فــــــــٟ  فـــٍـــغــفــت -خضء ِــٓ ِــخـطــٍـبـاث ٔــ١ــً دسخــت اٌــذوـخٛساٖ 

 اٌــخــّــش٠ــط

 

 ِـــٓ لــبــً

 

 وليذ علي اسهيح

 

 

 بأششاف

 حسي علىاى بيعيالاستار الذكتىس 
 

 

 

 

 

 

 تهجشي4111 رو القعذة                                                      تهيلادي 2022 حضيشاى
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