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Abstract 

The study aimed to examine the mental health status of the patients with cancer  and the 

coping strategies that adopted by them in front of stressful situations. The sample consisted 

of (358) patients from different types of cancer in the oncology clinic at Shifa Hospital in 

Gaza Strip by representative sample of (114) males and (244) females aged 41 or less- 

71and above  years old.  The researcher used descriptive analytical study for data 

collection using interviewed directed questionnaire� However, the researcher used some of 

modified scales from which; socioeconomic questionnaire for the patients with cancer 

developed by the researcher; State-Trait Anxiety Inventory Spielberger et al (1970), 

translated by Ahmed Abd Al Khaliq , PTSD scale (Davidson, 1987) translated by Dr. 

Abdel Aziz Thabet, Ways of coping  (Folkman et al, 1986) which translated by Dr. Sameer 

Quta in 1997. 

According to the demographic data for patients with cancer results revealed that  from 

North Gaza were (24.9%), from Gaza (60.1%), and from middle area (15.1%). 

 the prevalence of mental health disorders among the study sample of cancer patients 

(Anxiety and PTSD), where   State anxiety at the highest rank (60.8%), followed by trait 

anxiety (54.6%), re-experiencing of PTSD at the third rank (47.%), followed by PTSD 

(42.5%), hyper arousal of PTSD was at the sixth rank (40.5%), where avoidance of PTSD 

at the lowest rank (40.1%) among the study sample of  patients with cancer. 

The group of 40 years and less were significantly higher in re-experiences than 71 years 

and above among the study sample. 

The prevalence of Anxiety and PTSD among the study sample of patients with cancer, 

found that affiliation at the highest rank (81.6%), followed by reinterpretation (75.5%), 

followed by self control coping strategy (75.3%), followed by problem solving (72.3%), 

wish and avoidance thinking was at the fifth rank (69.0%), trouble and escape was at the 
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sixth rank (61.8%), where accountability coping strategy was at the lowest rank (53.0%) 

among the study sample of cancer patients this may related to the high ratio among this 

study to female subjects more than male (female 68.2%, male 31.8%). 

 The group of 40 years and less were significantly higher in re-experiences than 71 years 

and above among the study sample. 

 

The only significant differences coping strategies with sex was in trouble and escape 

according to sex (t= 2.58, p= 0.010) in favor of males of the study sample, While there was 

significant difference between accountability and marital status (f= 2.754, p= 0.042) in 

favor to married groups, from the main finding there is significant differences between 

coping strategies and both type of tumor or treatment use except thinking according to type 

of treatment (f= 6.228, p= 0.001) 

In correlation between coping strategies; Wish and avoidance thinking, Problem solving, 

Re-interpretation, Affiliation, Accountability, Self control and Trouble and escape, and 

mental health problems represented by; State anxiety, Trait anxiety, PTSD (Re-

experiencing, Avoidance, Hyper arousal), all were significant with exceptions of (Wish 

and avoidance thinking and affiliation to PTSD). 
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Introduction 



 �

Introduction 

Globally, cancer is and will become an increasingly important cause of mortality in the 

global burden of disease in the decades to come. The estimated number of new cancer 

cases each year is expected to rise from 10 million in 2000 to 15 million by 2020. sixty 

percent of all these new cases will occur in the developed parts of the world . (MOH-PCR 

& HMIS, 2002). 

When confronted with stressful or traumatic life events such as war, fatal diseases (cancer, 

liver failure), individuals normally restore range of coping strategies to alleviate the 

resultant stress or outside support from family, friends and society.  

The conceptual underpinnings of much of the recent empirical developments in the field of 

coping with stress can be traced to the work of Lazarus and his coworkers (Lazarus, 1993; 

Lazarus & Folkman, 1984). These writers viewed the process of coping as comprised of 

two distinct phases: first of all; primary appraisal, which refers to a set of cognitions 

concerning the significance or impact of the stressful event for the individual, and 

secondary appraisal, which refers to a set of cognitions regarding the availability of 

resources or options (e.g., coping skills) for dealing with the stressful situation. Billings & 

Moos, 1981; Pearlin & Schooler, 1978, first generation coping theoreticians and 

researchers often viewed coping dimensions as comprised of two separate classes, namely, 

emotion-focused (i.e., efforts directed at affect regulation) and problem-focused (i.e., 

strategies directed at minimizing or solving the impact of the stressful event) coping. More 

recent efforts at conceptualizing coping included the addition of a third dimension (Endler 

and Parker, 1992), as well as other two-dimensional configurations, coping plays a 

significant role during the process of psychosocial adaptation to both sudden and gradual 

onset of chronic illnesses and cancer (Krohne, 1996; Tobin, et al, 1989). 
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Cancer is the most extensively researched as chronic illness. Cancer has been consistently 

implicated in the coping literature as necessitating a wide range of coping options to deal 

with shifting functional abilities, medical implications, treatment modalities, and 

psychosocial reactions� 

 Coping with cancer; individuals use frequently the psychological defense mechanisms 

(projection, suppression, denial, displacement, reaction formation) in adapting to the 

disease (Bahnson and Bahnson, 1969; leim, et al 1978; Weisman and Worden, 1976-77). 

These investigations particularly emphasized the role of psychological defense 

mechanisms in reducing emotional distress and containing fears of death, pain, and 

disfigurement. Ego-strength and problem-solving behaviors were associated with better 

psychosocial adaptation to cancer. On the other hand, pessimism, passivity, stoic 

submission, and self-blame were related to increased emotional distress (Weisman et al, 

1976-77; Worden and Sobel, 1978). 

 

1.2 Problem statement: 

The most considerable problem over the world generally and in Gaza strip mainly was  

patients with cancer who suffer from variety of psychosocial and mental health problems. 

However, a lot of  problems appear in this specific area because of the closed narrow area; 

also, the laconic recourses and other medical health facilities� 

The importance of the problem that researcher discussed her in this work inspired from the 

misery situation of coping failure between the patient and himself and others, while there is 

so helpful roles for health care givers in resolving or helping in this as asserted by Kadan-

Lottick et al (2005), "advanced patients with cancer experience major psychiatric disorders 

at a prevalence similar to the general population, but affected individuals have a low rate of 

utilizing mental health services. Oncology providers can enhance utilization of mental 
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health services, and potentially improve clinical outcomes, by discussing mental health 

concerns with their patients" Kadan-Lottick et al (2005). 

So this study will give the answers about the main coping strategies and defense 

mechanisms among cancer  patients in Gaza. 

 

1.3 Study Justification: 

Coping plays a significant role during the process of psychosocial adaptation to both 

sudden and gradual onset of chronic illnesses and cancer. Furthermore, this study tries to 

provide clear-cut of coping strategies that used and modified by patients with cancer�  

More specifically, this study tries to determine that� 

Wide range of coping efforts has been employed by persons with disabilities to deal with 

the stresses engendered by their conditions, these numerous efforts, both problem-solving 

and emotional-focused coping, as well as engagement- and disengagement- types of coping 

have been found to be adaptive, different coping efforts assume different roles and are, 

therefore, differentially employed to regulate stressful emotions and solve problems during 

the adaptation process, coping efforts have played both a direct role (i.e., are directly 

linked to measures of psychosocial adaptation to disability) and a mediator role (i.e., act as 

mediators between socio-demographic variables, personality attributes, disability-related 

factors, environmental conditions, and outcomes of psychosocial adaptation), and different 

disabling conditions imply different functional (e.g., mobility, manipulation, fatigue, 

cognitive) limitations, medical courses and prognostic indicators (e.g. deteriorating, 

unpredictable, stable), related health problems, treatment modalities, and psychosocial 

reactions� 
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1.4 Objectives 

Main goal 

To examine the types of coping strategies used by patients diagnosed with cancer and its 

relationship with their mental health at Al Shifa Hospital in Gaza Strip� 

 

Specific objective: 

1.4.1 To determine types and severities of mental health problems of patients with cancer� 

1.4.2 To determine the relationship between mental health problems and socio-

demographic variables. 

1.4.3 To identify types of coping strategies used by  patients  with cancer� 

1.4.4 To find the association between types of mental health problems and the types of 

coping strategies used� 

1.4.5 To find relationship between mental health problems, coping and socio-demographic 

variables among patients with cancer� 

1.5 Research questions: 

1.5.1 What is the rate of types and severities of mental health problems of patients with 

cancer? 

1.5.2 What is the relationship between mental health problems and socio-demographic 

variables. 

1.5.3 What are the types of coping strategies used by patients with cancer? 

1.5.4 What is the association between types of mental health problems and the  coping 

strategies used? 

1.5.5 What is the relationship between mental health problems, coping and socio-

demographic variables? 
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1.6 Definitions� 

1.6.1 Coping  

 Constantly changing cognitive and behavioral efforts to manage specific external/or 

internal demands that are apprised as taxing or exceeding the resources of the person 

(Lazarus and Folkman, 1984), the researcher adopt this definition. because it is a 

comprehensive measurement to the reality of Gaza people life 

 Coping as how people regulate their behavior, emotions and orientation under 

conditions of psychological stress (Skinner and Wellborn, 1994� 

 Coping strategies refer to the specific efforts, both behavioral and psychological, that 

people employ to master, tolerate, reduce, or minimize stressful events (Taylor, 

1998). 

 Coping: individuals have consistent coping preferences or dispositions that are 

employed across a wide range of situations.  This term and its dimensions explained 

fully in chapter three (Carver et al, 1989). 

1.6.2 Mental health: 

 Mental health is defined as a state of well-being in which every individual realizes 

his or her own potential, can cope with the normal stresses of life, can work 

productively and fruitfully, and is able to make a contribution to her or his 

community (WHO, 2007). 

1.7 Background of the study area and population: 

The Israel-PLO Declaration of Principles on Interim Self-Government Arrangements (the 

DOP), signed in Washington on 13 September 1993, provided for a transitional period not 

exceeding five years of Palestinian interim self-government in the Gaza Strip and the West 

Bank. Under the DOP, Israel agreed to transfer certain powers and responsibilities to the 

Palestinian Authority, which includes the Palestinian Legislative Council elected in 
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January 1996, as part of the interim self-governing arrangements in the West Bank and 

Gaza Strip. A transfer of powers and responsibilities for the Gaza Strip and Jericho took 

place pursuant to the Israel-PLO 4 May 1994 Cairo Agreement on the Gaza Strip and the 

Jericho Area and in additional areas of the West Bank pursuant to the Israel-PLO 28 

September 1995 Interim Agreement, the Israel-PLO 15 January 1997 Protocol Concerning 

Redeployment in Hebron, the Israel-PLO 23 October 1998 Wye River Memorandum, and 

the 4 September 1999 Sharm el-Sheikh Agreement. The DOP provides that Israel will 

retain responsibility during the transitional period for external and internal security and for 

public order of settlements and Israeli citizens. Direct negotiations to determine the 

permanent status of Gaza and West Bank that began in September 1999 after a three-year 

hiatus, were derailed by a second Intifadah that broke out in September 2000. The resulting 

widespread violence in the West Bank and Gaza Strip, Israel's military response, and 

instability within the Palestinian Authority continue to undermine progress toward a 

permanent agreement. Following the death of longtime Palestinian leader Yasir ARAFAT 

in November 2004, the election of his successor Mahmuod Abbas in January 2005 could 

bring a turning point in the conflict. In January 2006, the Islamic Resistance Movement, 

HAMAS, won control of the Palestinian Legislative Council (PLC). The international 

community refused to accept the HAMAS-led government. In June 2007, HAMAS 

militants succeeded in takeover of all military and governmental institutions in the Gaza 

Strip. During a November 2007 international meeting in Annapolis Maryland, ABBAS and 

OLMERT agreed to resume peace negotiations with the goal of reaching a final peace 

settlement by the end of 2008 (The World fact Book, 2008).     
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1.7.1 Area of study background: 

Palestine is situated in Eastern of the Mediterranean Sea about 26,323 square kilometers in 

size. It has an important strategic geographic location as  extremely of the Mediterranean 

Sea.                                                                                                                                                                                       

Palestine is bordered by Lebanon in North, Syria and Jordan in the East.  The Gulf of 

Aqaba in the South and by Egypt and Mediterranean Sea in the West (MOH 2002) 

politically and legally the territory has been under the Israeli military occupation since 

1967 until 1993 when peace agreement between the Palestinian liberation organization and 

Israeli government gives the Palestinians some control over part of the Gaza Strip and 

West Bank. 

The West Bank lies within an area of 5800 sq.km. is divided into four geographical 

regions. 

The North region including the districts of Nablus, Jenin, and Toulkarim, the central region 

that including the districts of Ramallah and Jerusalem the Southern region including the 

districts of Bethlahem and Elkhalil district and sparsely populated at the region of Jordan 

valley including Jericco (MOH, 2002).  

 

Shifa commutative medical center 

Shifa commutative medical center is the biggest in Palestine. Its located in the west part of 

Gaza, it was established on 1946, developed over years until it reaches to higher universal 

level over 45,000 sq.m. It has 590beds, Total man power :1285 Drs 400 Nurses, 432 

Pharmacist, 23 Admin. Members, 143 Tech, 109 Worker, 112  Anther Members 22. Shifa 

hospital consists of 3 hospitals: Surgical hospital, Gyn. Obst. Hospital, and Medical 

hospital.   
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Demographic context: 

Palestine is situated on the Eastern Coast of the Mediterranean Sea. It is of an ancient and 

of strategic important location. Now, Palestine comprises two areas separated 

geographically; the West Bank and Gaza Strip, the total area is 6,020 sq. Km. with total 

population living in is 3,761,646'individuals in 2007 (PCBS, 2007). Gaza Strip is a narrow 

piece of land lying on   coast of the Mediterranean sea. Its position on the crossroads 

between Africa and Asia made it a target for invaders and conquerors over the centuries. 

The last of these was the Israeli occupation of the Gaza Strip from Egyptians in 1967 

(PCBS, 2007). 

Gaza Strip is very crowded place with an area of 365 sq. Km and constitutes 6.1% of the 

total area of the Palestinian Territories. In 2007 the population number was 1,416,539 

mainly concentrated in the cities, small villages and eight refugee camps that contain two 

thirds of the population of Gaza Governorates with a population density of 3,808 

inhabitants/km2 that comprises the following main five governorates: North of Gaza, Gaza 

City, Mide-Zone, Khan-younis and Rafah. (PCBS,2007). 

The Palestinian Centre Bureau of Statistic (PCBS) reported that the current natural increase 

rate in Palestine was 3.3% (3.0% in WB and 3.8% in GS), the percentage of population 

under 15 years old was 46.3% of the total population (44.2% in WB and 49.1%in GS). 

There is a slight increase in the median age for population in Palestine between 1997 and 

2005, where it increased from 16.4 years in 1997 to 16.7 years in 2005. The Palestinian 

Ministry of Health has reported that, the crude birth rate (CBR) in Palestine was 27.5/1000 

population in 2005 (33.7 GS and 23.9 WB). MOH has reported that, the crude death rate 

CDR) in Palestine was 2.7/1000 population in 2005 (3.1 GS and 2.5 WB) (MOH, 2006). 
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1.7.2 Health indices in Gaza Strip 

Crude birth rate is the number of live births per 1000 population per year.  In year 2002 the 

average crude birth rate in the Gaza Strip is about 31.5 / 1000 (MOH. 2002). Infant 

mortality rate in the Gaza Strip was 22.9 / 1000 in year 2001.  Prematurity and low birth 

weights are considered the main contributors to infant mortality in the Gaza Strip.   They 

are responsible for 6.8 infant moralities per 1000 live births, followed by congenital 

anomalies that represent 5.8 �, pneumonia and other respiratory disease that represent 3.2 

�1000, septicemia and other infectious diseases that represent 1.1 / 1000, gastroenteritis and 

diarrhea diseases that represent 0.1 / 1000 and finally, delivery related causes represent 

0.08 / 1000 in year 2002. 

Maternal mortality ratio is one of the most important indicators of women�s health status. 

In the period of (1995 -2000) according to the statistical mortality rate data were reported 

on cancer in Gaza Strip: 

1.About 1,972 deaths of Cancer: 1,035 in male (52.5%) and 937 in female (47.5%). 

2. Mortality rate per 100,000 population was 32.4 in general population, 33.7 in male and 

31.1 in female. 

3. Mortality rate per 100,000 persons aged 50 year and above was 247.2 in general 

population 327 in male and 184 in female. 

4. About 82.3% of cancer mortality was solid cancer and the rest 17.7% were 

hematological malignances. 

  

1.7.3 Socio-economic background: 

The World Bank stated that the Gross National Product (GNP) in Palestine has been 

subjected to high fluctuations during the last five years. GNP was 5,454 million US$ in 

1999 and decreased to 4,169 million US$ in 2005. Gross Domestic Product (GDP) was 517 
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million US$ in 1999 and decreased to 3,832 million US$ in 2005. Gross National product 

per capita (GNP/capita) was 1,806 US$ in 1999 and decreased to 1,039 US$, in Gross 

Domestic Product per capita (GDP/capita) was 1,496 US$ in 1999 and decreased to 955 

US$ in 2005 (World Bank, 2005). 

The number of workers in Israel decreased from 135,000 in 1999 to 36,000 in WB. And 

completely stopped from GS. in 2005. The workers in Palestine also decreased from 

453,000 in 1999 to 135,000 in 2005 (World Bank, 2005). The World Bank reported that 

the unemployment rate was 32%. This revealed sharply increasing of the unemployment 

rate from 11.8% in 1999 to 32% and the poverty rate in Palestine was 44% in 2005. This 

situation is a result of Israeli enforced restriction on the Palestinian movement, military 

operations, land confiscation and leveling and the construction of Barrier in addition to 

other escalating activities imposed on Palestinian people (World Bank, 2005). the latest 

development after the Palestinian elections and the winning of Hamas have had a great 

impact on health situation as the Quartet has imposed a comprehensive siege on the 

government depriving Palestinians from the financial support that used to come from 

international donors for the government, the fact that deepened the socioeconomic crises in 

the country. 

  

1.8 Cancer morbidity in adults 

In the period 1998 and 1999, the following data were reported: 

In Palestine: about 3,474 cases were reported (1,741 in male and 1,733 in female) with an 

incidence rate per 100,000 population 58.7 (58.3 in male and 59.2 in female). In West 

Bank: about 2,283 cases were reported (1,185in male and 1,098in female) with an 

incidence rate per 100,000 population 60.2 (61.9 in male and 58.5 in female). In the period 

1995-2000, the following data were reported on cancer in Gaza Strip: about 3,646 cases of 
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cancer: 1,750 in male (48%) and 1,896 cases in female (52%). Incidence rate per 100,000 

population was 59.9 in general population, 57 in male and 62.9 in female. About 81% of 

cancer was solid cancer and the rest (19%) were hematological malignancies 

 

1.8.1 Distribution of cancer by category: 

Carcinoma: 2,539 cases with a proportion of 69.6% of total cancer cases, (1,131 

cases in male; 64.6% of total cancer in male and 1,408 cases in female; 74.3% of total 

female cancer). 

Sarcoma: 423 cases with a proportion of 11.6% of total cancer cases, (234 cases in 

male; 134% of total cancer in male and 189 cases in female; 10.0% of total female 

cancer). 

Hematological malignancies: 684 cases with a proportion of 18.8% of total cancer 

cases, (385 cases in male; 22% of total cancer in male and 299 cases in female; 15.8% of 

total female cancer). 

 

1.8.2 Distribution of carcinoma by age: 

Only 17 cases were reported in children under 15 year (0.7% of total cases). 36 cases were 

reported in adults aged 15-24 year (1.4% of total cases). About 1,189 cases were reported 

in adults aged 25-59 year (46.8%) of total cases. Most of cases, about 1,298 were reported 

in persons aged 60 year and above (5 1.1%). 

 

1.8.3 Distribution of sarcoma by age: 

Most of cases (170) were reported in children under 15 year (40.2% of total cases). 53 

cases were reported in adults aged 15-24 year (12.6% of total cases). About 139 cases were 



 ��

reported in persons aged 25-59 year (32.9%) of total cases. Only 61 cases were reported in 

persons aged 60 year and above (14.4%). 

 

1.8.4 Distribution of hematological malignancies by age: 

About 215 cases were reported in children aged under 15 year (31.4% of total cases). 71 

cases were reported in adults aged 15-24 year (10.4% of total cases). Most of cases (248) 

were reported in adults aged 25-59 year (36.2%) of total cases. About 151 were reported in 

persons aged 60 year and above (2 1.9%). 

 

1.8.5 Distribution of Hematological malignancies by category: 

Lymphomas: 359 cases with a proportion of 9.8% of total cancer cases, (217 cases in male; 

12.4% of total cancer in male and 142 cases in female; 7.5% of total female cancer). 

Leukemia: 280 cases with a proportion of 7.7% of total cancer cases, (146 cases in male; 

8.3% of total cancer in male and 134 cases in female; 7.1 % of total female cancer).  

Myeloma: 45 cases with a proportion of 1.2% of total cancer cases, (22 cases in male; 

1.3% of total cancer in male and 23 cases in female; 1.2% of total female cancer). 

Melanoma: Only 45 cases of melanoma were reported, 13% in children under 15 year, 

8.7% in adults aged 15-24 year, 65.2% in adults aged 25-59 year and the rest (13%) in 

persons aged 60 year and above. 

1.8.6 International comparison:  

The average incidence rate per 100,000 of Melanoma cancer was 12.5 in WHO regions, 

49.9 in Malta, 10.4 in Israel, 0.7 in Gaza governorates, 0 in Jordan and 0 in Kuwait. 
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1.8.7 Distribution of cases by marital status showed that: 

75% were married  

14% were single 

 Basis of diagnosis showed that: 

1. Histopathology of primary 79.8% 

2. Cytology/hematology 7.3% 

3. Death certificate only 3.6% 

4. Histopathology of metastases 3.5% 

 

1.8.8 The most common cancer morbidity were: 

In general population: Breast (15.7%), lymphomas (9.1%), bone marrow (9.1%), bronchus 

and lung (8.7%), colorectal (7.4%), brain and other nervous system (4.8%) urinary bladder 

(4.7%), stomach (3.5%), liver (3.3%), and prostate (2.9%). 

In male: bronchus and lung (14.7%), lymphomas (11.2%), bone marrow (9.8%), urinary 

bladder (8.8%), colorectal (7.4%), prostate (6.1%), brain and other nervous system (5.8%), 

liver (4.1%), stomach (3.9%), pancreas (2.9%) and larynx (2.9%). 

In female: Breast (30%), bone marrow (8.5%), colorectal (7.3%), lymphomas (7.2%), 

uterus (5.9%), thyroid (4.5%), brain and other nervous system (3.9%), bronchus and lung 

(3.1%), stomach (3%) and ovary (3%). 

Median age at diagnosis: for all cancer was 55 year (60 year for male and 51 year for 

female). 

International comparison: the average incidence rate per 100,000 population of all cancer 

was 1417.4 in WHO regions, 59.9 in Gaza governorates, 298.1 in Israel, 276.9 in Malta, 

64.3 in Jordan, 52.4 in Kuwait, 58.7 in Palestine and 60.2 in West Bank (MOH-

PCR&HMIS, 2002). 
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General overview: 

In this chapter the researcher mentioned the problem statement of the thesis and hints the 

general and specific objectives of the study.  Also, the justification of the study was clear 

in this section. Furthermore, some of the demographic data were pointed out concerning 

the core of his problem.  In chapter two the researcher will mention some of the theories 

concerning the coping strategies and previous studies in this filed.  But in chapter three the 

researcher will join the conceptual framework that take a part of this thesis. Chapter four 

will focus on the sampling process, instruments and piloting of the instruments that will be 

used in data collection. In chapter five the researcher will display the main results of his 

study and by which analyzed. However, in chapter six the researcher will comment of the 

results and compare other results of such filed concerning the coping strategies of patients 

with cancer and then will make the recommendation and future direction about the study. 
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Chapter 2 

Conceptual framework  

In this chapter we will focus on three major concerns of mental health problems 

specifically; anxiety and posttraumatic stress disorder. and we will mention  some of the 

Cancer impacts from various dimensions from which; social, spiritual, physical, 

demographic cancer mortality , morbidity, classification of cancer as well as psychological 

effects. Also, we will go for some clarifications for the reactions that undertaken by the 

patients with cancer in response to stressful situations and  traumatic events that occur due 

to their illness and their life expectancy form which; definition of cancer, mental health 

,and mental disorder followed such kind of illness.  And of the most the researcher will 

explain the coping background and the main coping strategies adapted by Patients with 

cancer in response to such events ,its relation to health,  and we will make some detail 

about the coping strategies that used by the patients with cancer . 

Furthermore, the researcher will hold in this session the burden of cancer in Palestine, 

mental health as part of community effect dealing with cancer and risk factors, and the 

coping strategies of patients with cancer living in Gaza Strip. In this chapter we presented 

some of the theories that concerning the coping strategies in general.  Furthermore, we will 

introduce our comments about it and will be followed by the basic studies that related to 

those patients especially in Gaza Strip and some of international studies that concerning 

this theme. The studies discussed some of the different types of cancer including all 

patients with cancer male or female and different organs that affected by cancer. 
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Conceptual Framework 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2.2 The nature of cancer: 

The term is used generically for more than 100 different diseases including malignant 

tumors of different sites (such as breast, cervix, prostate, stomach, colon/rectum, lung, 

mouth, leukemia, sarcoma of bone, Hodgkin disease, and non-Hodgkin lymphoma). 

Common to all forms of the disease is the failure of the mechanisms that regulate normal 

cell growth, proliferation and cell death. Ultimately, there is a progression of the resulting 

tumor from mild to severe abnormality, with invasion of neighboring tissues and , 

eventually , spread other areas of the body (MOH, 2002). 

The disease arises principally as a consequence of exposure of individuals to carcinogenic 

(cancer-causing) agents in what they inhale, eat and drink, and are exposed to it in their 

work or environment. Personal habits, such as tobacco use and dietary patterns, rather than 

inherited genetic factors, play the major roles in the etiology of cancer, as may 
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occupational exposure to carcinogens and biological factors such as viral hepatitis B 

infection and human papilloma virus infection. 

Knowledge of many of these factors can serve as the basis of cancer control .Vacation 

against hepatitis B, for instance, can protect against liver cancer (MOH, 2002). 

 

2.3 The burden of cancer: 

Of the 10 million new cancer cases each year, 4.7 million are in the more developed  

countries & nearly 5.5 million are in the less developed countries. Although the disease has 

often been regarded principally as a problem of the developed world, in fact, more than 

half of all cancers occur in the developing countries. In developed countries, cancer is the 

second most common cause of death, and epidemiological evidence points to the 

emergence of a similar trend in developing countries(MOH, 2002). 

Cancer is currently the cause of 12% of all deaths worldwide. In approximately 20 year 

time, the number of cancer deaths annually will increase from about 60 million to 10 

million. The principal factors contributing to this projected increase are the increasing 

proportion of elderly people in the world (in whom cancer occurs more frequently than in 

the young), an overall decrease in deaths from communicable diseases, the decline in some 

countries in mortality from cardiovascular diseases, and the rising incidence of certain 

forms of cancer, notably lung cancer resulting from tobacco use. Approximately 20 million  

people are alive with cancer at present ; by 2020 there will probably by more than 30 

million .The impact of cancer is far greater than the number of cases alone would suggest. 

Regardless of prognosis , the initial diagnosis of cancer is still perceived by many patients 

as a life-threatening event , with over one-third of patients experiencing clinical range 

anxiety and depression. Cancer can be equally if not more distressing for the family , 

profoundly affecting both the family's daily functioning and economic situation . The 
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economic shock often include both the loss of income and the expenses associated with 

health care costs(MOH, 2002). 

 

2.4 Relative importance of various causes of cancer 

cancer of the oral cavity, which is the commonest from of the disease in much of south �

east Asia ,account for half of the total incidence of cancer in some parts of India, with 90%  

of cases attributable to smoking or chewing tobacco. 

 A quarter of all cancer deaths in North America are from lung cancer, and 80-90% of 

these are the result of cigarette smoking. Recent evidence suggests that the proportion of 

cancers related to diet is less than 35% although a definitive value is not yet available. 

Diet-related factors are now thought to account for about causes of cancer 15-30% of 

cancers in developed counties and perhaps 20% of cancers in developing countries. 

Infectious agents may account for about 15% of cancers in the world. The vast majority of 

these cases occur in the developing counties where communicable diseases are much more 

prevalent. There would be 21% fewer cases of cancer in developing countries and 9% 

fewer cases in developed countries if these cancer related infectious diseases were 

prevented (MOH, 2002).  

In industrialized countries, primary liver cancer � though relatively uncommon � is mainly 

the result of excessive alcohol consumption. The incidence of esophageal and lung cancer 

and cancers of the colon and rectum, breast and prostate increases in parallel with 

economic development. In the developing countries, an increased development is usually 

associated with many changes in diet and lifestyle. As a result, patterns of cancer tend to 

shift towards those of economically developed countries. The risk of cancer can also be 

multiplied by risk factors acting simultaneously. For example, the effect of alcohol on oral, 
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pharyngeal, laryngeal and esophageal cancer risk is multiplied by the combined use of 

tobacco (MOH, 2002). 

 

2.5 Background of Cancer in Palestine: 

2.5.1 Geographical Distribution:  

Palestine comprises two areas separated geographically: the West Bank and Gaza 

governorates (GS). West Bank (WB) lies within an area of 5,800 Km2 west of the river 

Jordan. Gaza governorates are a narrow piece of land lying on the coast of the 

Mediterranean Sea. Gaza governorates are very crowded place with an area of 360 sq. 

Km2. The population is mainly concentrated in the cities, small village, and eight refugee 

camps that contain two thirds of the population. In WB, up to sixty percent of the 

population lives in approximately 400 villages and rural refugee camps, and the reminder 

in urban refugee camps and cities of which Nabalus, East Jerusalem and Al Khaleil are the 

most populous. A part from the weak economic situation and its consequences for the 

public health, the population of Palestine has lived through several consecutive wars 

(1948), (1956) and (1967)and long stressful periods (the Israeli occupation) (MOH, 2002). 

 

2.5.2 Mortality:  

The crude death rate (CDR) is about 2.9 per 1000population and infant mortality rate 

(IMR) is 22 per 1000 live births. The leading cause of death in Palestine is heart diseases, 

with a proportion of 20 % (24.9% in WB Vs. 12.6% in GS). The other leading causes are, 

cerebrovascular disease 10.7%(9.9% in WB Vs. 9.5% GS), malignant neoplasm 9.3% 

(9.5% in WB Vs. 9% in GS) and hypertension disease 7.6% (6.4% in WBVs. 9.5% in 

GS).( Ministry of Health-PCR&HMIS;2002). 
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2.5.3 Cancer mortality : 

In the period 1995-2000, the following data were reported on cancer mortality in Gaza 

Strip: About 1,972 deaths of cancer: 1,035 in male (52.5%) and 937 in female (47.5%), 

mortality rate per 100,000 population was 32.4 in general population, 33.7 in male and 

31.1 in female. Mortality rate per 100,000 persons aged 50 year and above was 247.2 in 

general population, 327 in male and 184 in female. About 82.3% of cancer mortality was 

solid cancer and the rest (17.7%) were hematological malignancies. 

2.5.4 Distribution of cancer mortality by category: 

 Carcinoma: 1,398 deaths with a proportion of 70.9% of total cancer deaths, 

(716deaths in male; 69.2% of total deaths in male and 682 deaths in female; 72.8% of 

total female cancer deaths). 

 Sarcoma: 224 deaths with a proportion of 11.4% of total cancer deaths, (124 deaths 

in male; 12% of total deaths in male and 100 deaths in female; 10.7% of total female 

deaths). 

 Hematological malignancies 350 deaths with a proportion of 17.7% of total cancer 

deaths, (195 deaths in male; 18.8% of total deaths in male and 155 deaths in female; 

16.5% of total female deaths). 

2.5.5 Distribution of carcinoma by age: 

Only 12 deaths were reported in children under 15 year (0.8%), 24 deaths were reported in 

adults aged 15-24 year (1.7%), about 623 deaths were reported in adults aged 25-59 year 

(44.6%). Most of deaths 739 were reported in persons aged 60 year and above (52.9%). 

2.5.6 Distribution of sarcoma by age: 

Most of deaths (84) were reported in children under 15 year (37.5%), 24 deaths were 

reported in adult aged 15-24 year (10.7%), about 75 deaths were reported in persons aged 
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25-59 year (33.5%). Only 41 deaths were reported in persons aged 60 year and above 

(18.3%). 

2.5.7 Distribution of hematological malignancies by age: 

82 deaths were reported in children aged under 15 year (23.4%), 37 deaths were reported 

in adults aged 15-24 year (10.6% of total deaths), most of deaths (130) were reported in 

persons aged 25-59 year (37.1%) and about 101 deaths were reported in persons aged 60 

year and above (28.9%). 

2.5.8 Distribution of hematological malignancy deaths by category: 

 Lymphomas: 154 deaths with a proportion of 7.8% of total cancer deaths, (91 deaths 

in male; 8.8% of total cancer deaths in male and 63 deaths in female; 6.7% of total 

female cancer deaths). 

 Leukemia: 167 deaths with a proportion of 8.5% of total cancer deaths, (91 deaths 

 in male; 8.8% of total cancer deaths in male and 76 deaths in female; 8% of total 

female cancer deaths). 

 Myeloma: 29 deaths with a proportion of 1.5% of total cancer deaths, (13 deaths in 

male; 1.3% of total cancer deaths in male and 16 deaths in female; 1.7% of total 

female cancer deaths). 

 

2.5.9  The most common cancer mortality were: 

In general population: Bronchus and lung (12.7%), breast (11.1%), bone marrow (9.9%), 

lymphomas (7.2%), colorectal (7.1%), urinary bladder (3.9%), liver (5.2%), stomach 

(4.2%), brain and other nervous system (5.8%) and pancreas (3.8%). 

In male: bronchus and lung (19.9%), bone marrow (10.1%) lymphomas (7.7%) colorectal 

(7.2%), urinary bladder (6.8%), brain and other nervous system (6.6%), prostate (6.4%), 

liver (5.9%), pancreas (4.6%). and stomach (4.2%) 
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In female: Breast (23.1%), bone marrow (9.7%), colorectal (7%), lymphomas (6.5%), 

uterus (5.5%), brain and other nervous system (4.9%), bronchus and lung (4.8%), liver 

(4.4%), stomach (4.2%) and ovary (4.3%). 

Median age at death: Median age at death for all cancer was 59 year (63 year for male 

and 54 year for female). 

Case fatality rate: Case fatality rate of all cancer in Gaza Strip was 54.1% 

International comparison: the average mortality rate per 100,000 population of all cancer 

was 87.3 WHO regions, 38.7 in EMR, 32.4 in Gaza Strip, 27.4 in Palestine and 26.4 in 

West Bank.( Ministry of Health-PCR&HMIS;2000) 

2.6 Cancer morbidity and mortality: 

According to cancer registry centers (CRS) in West Bank and Gaza Strip in 2006,. 

epidemiology of cancer morbidity indicated the following: . 

2.6.1 Cancer reported cases:  

The total reported new cases were 1,623 (1,168 in the west bank, and 455 in Gaza Strip), 

with an incidence rate of 43.1 per 100,000 population, (49.2 per 100,000 

in the West Bank, 32.7 per 100,000 in Gaza Strip) (M.O.H, 2006) 

Distribution by sex showed that incidence rate for male was 37.7 per 100,000 with 

proportion of 44.8% of total reported cases, and incidence rate among female was 48.3 per 

100,000 with proportion of 55.2% of total reported cases. 

The most common malignancies in total population: 

Breast cancer occupied the first type of cancer among population(17.3%)with an incidence 

rate of 7.5 per100,000popula1ion (M.O.H, 2006) 

The most common adult male malignancies: 

 Lung cancer occupied the first type of male cancer; which constitute 13.8% of total males' 

cancer with an incidence rate of 5.2 per 100,000 males. (M.O.H, 2006) 
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The most common adult female malignancy: 

Breast Cancer occupied the first type of female cancer (31.4%) with an incidence rate of 

15.1 per 100,000 population  (M.O.H, 2006) 

2.6.2 Cancer mortality  

In 2005, there were 1,048 persons died in Palestine from cancer with a mortality rate of 

27.8 per 100,000. Since this figure was 27.4 per 100,000.population in the year 2000. 

Trachea, Bronchus& lung cancer occupied the first leading cause of death from cancer 

deaths (15.4%),with a mortality rate of 4.3 per 100,000 population.. 

Among Palestinian males. Trachea, Bronchus & lung cancer was the first leading cause of 

cancer deaths (22.8%) with a mortality rate of 7.1 per 100,000 males. 

Among Palestinian females, breast cancer was the first leading cause of cancer deaths 

(21.1%) with a mortality rate of 5.2 per 100.000 females (M.O.H, 2006). 

 

 

 

 

 

 

 

 

 

 

Graph (2) Leading causes of death among population in Palestine, 2000 

(Proportional of total deaths) 
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2.7 Mental health among patients with cancer: 

Mental health is considered one of the most important dimensions and branches that must 

be studied and taken in consideration among patients with cancer.  Patients with cancer 

suffer from various categories of mental health problems may include anxiety, stress, 

depression, PTSD and other mental problems that generated at the first touch with disease 

and continue in diagnosis and treatment process. Even so, people with cancer face the risk 

of substantial and permanent physical impairment, disability, and inability to perform 

routine activities of daily living, as well as the psychological and social problems that can 

result from the diagnosis and its sequelae. Additionally worrisome, the remarkable 

advances in biomedical care for cancer have not been matched by achievements in 

providing high-quality care for the psychological and social effects of cancer.( Maly et al, 

2005)  

The emotional stress of living with a diagnosis of cancer and its treatment, fear of 

recurrence, and the distress imposed by living with the day-to-day physical problems 

described above can create new or worsen preexisting psychological distress for people 

living with cancer, their families, and other informal caregivers. Physical and 

psychological impairments can also lead to substantial social problems, such as the 

inability to work or fulfill other normative social roles. .( Segrin et al, 2007) 

2.7.1 Anxiety: 

Anxiety disorders are the most common psychiatric mental health disorder in the world. 

The concept of anxiety is one of the most often-used and loosely defined concepts in 

psychology. It can be used to describe a temporary state or an enduring personality trait or 

used to assign cause and to describe an effect (Piotrowski, 2005). It is seen as the result of 

discrete objects or situations, such as snakes or heights, or as evolving from basic 

existential problems such as the trauma of birth, and permanent medical problems or the 
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fear of death. Anxiety is a pathological state characterized by a feeling of dread 

accompanied by somatic sings that indicate a hyperactive autonomic nervous system. The 

term anxiety is used to describe feelings of uncertainty, uneasiness, apprehension, or 

tension that a person experiences in response to an unknown object or situation. A (fight-

or-flight) decision is made by the person in an attempt to overcome conflict, stress, trauma, 

or frustration (Shives, 2005).  

Anxiety itself is experienced as a kind of psychological fire alarm (Bruno, 2002). The 

individual thinks, �Something terrible is going to happen!� Freud distinguished between 

neurotic anxiety and rational anxiety. Neurotic anxiety is irrational, and it is the kind of 

anxiety that plays a significant role in the anxiety disorders. Rational anxiety is identical to 

realistic fear. Anxiety may be described by many dimensions that considered the initiators 

of anxiety (theories of anxiety): genetics, biologic, psychological, and cognitive. 

Psychoanalytic theory originates in the work of Sigmund Freud, who suggested that 

anxiety is the result of unresolved, unconscious conflicts between impulses for aggressive 

or libidinal gratification and the ego's recognition of the external damage that could result 

from gratification (Shives, 2005).  The cognitive behavior theory, developed by Aaron 

Beck, suggests that anxiety is a learned or conditioned response to a stressful event or 

perceived danger. For example, individuals may perceive certain somatic sensations, such 

as heart palpitations or jittery feelings, as considerably more dangerous as they truly are 

(Shives, 2005). 

 

2.7.2 Posttraumatic Stress Disorder (PTSD): 

Post-traumatic stress disorder (PTSD) is a syndrome that develops after an individual sees, 

is involved in, or hears about a traumatic experience. Although PTSD can appear at any 



 ��

age (children have also experienced PTSD), it is most prevalent in young adults, because 

they tend to be exposed to precipitating situations (Shives, 2005).  

The more common antecedents of PTSD include sexual abuse; assaultive violence; 

accidents; traumatic losses such as the sudden death of a spouse; diagnosis of a life-

threatening illness in self or loved ones; acts of terrorism; witnessing a violent act; natural 

disaster; and war-related trauma (Davidson, 2001; Mellman, 1999).  

Women appear to be more susceptible to PTSD because they are exposed to more personal 

violence than men. Individuals with a history of a psychiatric disorder who lack social 

support, respond negatively to life events, perceive themselves as helpless, or have a 

history of a prior trauma exposure are at risk for the development of PTSD (Davidson, 

2001; Mellman, 1999). 

 

2.8 Emotional Problems: 

Although the majority of cancer patients and their families have normal psychological 

functioning (Kornblith, 1998), distressed psychological states are common in individuals 

with cancer. The prevalence of psychological distress varies by type of cancer, time since 

diagnosis, degree of physical and role impairment, amount of pain, prognosis, and other 

variables. In one U.S. comprehensive cancer center�s study of nearly 4,500 patients aged 

19 and older, the prevalence of significant psychological distress ranged from 29 to 43 

percent for patients with the 14 most common types of cancer (Zabora et al., 2001). These 

rates are consistent with those found in subsequent studies of diverse populations with 

cancer that have reported high rates of psychological symptoms meeting criteria for such 

clinical diagnoses as depression, adjustment disorders, and anxiety (Spiegel and Giese-

Davis, 2003; Carlsen et al., 2005; Hegel et al., 2006). Studies have also documented the 

presence of symptoms meeting the criteria for post-traumatic stress disorder (PTSD) and 
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post-traumatic stress symptoms (PTSS) in adults and children with cancer, as well as in the 

parents of children diagnosed with the illness (Kangas et al., 2002; Bruce, 2006). Indeed, 

experiencing a life-threatening medical illness or observing it in another to whom one is 

close can be a qualifying event for PTSD according to the American Psychiatric 

Association�s Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR)  

(APA, 2000). 

Even patients who do not develop clinical syndromes may experience worries, fears, and 

other forms of psychological stress. Chronic illness can bring about guilt, feelings of loss 

of control, anger, sadness, confusion, and fear (Charmaz, 2000; Stanton et al., 2001). 

Anxiety, mood disturbance, fear of recurrence, concerns about body image, and 

communication and other problems with family members are common in cancer patients as 

well (Kornblith, 1998). Patients may also experience more generalized worry; fear for the 

future; inability to make plans; uncertainty and a heightened sense of vulnerability; and 

other worries, such as the possible development of a second cancer, changes in sexual 

function and reproductive ability, and changes in one�s role within the family and other 

relationships (IOM and NRC, 2001). Moreover, cancer patients can face spiritual and 

existential issues involving their faith, their perceived relationship with God, and the 

possibility and meaning of death. Some cancer survivors report feelings of anger, isolation, 

and diminished self-esteem in response to such stress (NCI, 2004). 

Psychological distress is common among individuals with cancer. However, mental health 

problems and other types of psychological distress (which sometimes predate illness) 

(Hegel et al., 2006) are not unique to patients with cancer. People with chronic conditions 

such as diabetes, heart disease, HIV-related illnesses, and neurological disorders also are 

found to have high rates of depression, adjustment disorders, severe anxiety, PTSS or 

PTSD, and subclinical emotional distress (Katon, 2003).  
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Depressed or anxious individuals with a variety of comorbid general medical illnesses 

(including cancer) report lower social functioning, more disability, and greater overall 

functional impairment than patients without depression or anxiety (Katon, 2003). 

Distressed emotional states also often generate additional somatic problems, such as sleep 

difficulties, fatigue, and pain (Spitzer et al., 1995; APA, 2000), which can confound the 

diagnosis and treatment of physical symptoms. Among patients with a variety of chronic 

medical conditions other than cancer, those with depressive and anxiety disorders have 

significantly more medically unexplained symptoms than those without depression and 

anxiety, even when severity of illness is controlled for. Patients with depressive and 

anxiety disorders also have greater difficulty learning to live with chronic symptoms such 

as pain or fatigue; data suggest that depression and anxiety are associated with heightened 

awareness of such physical symptoms. Multiple studies of patients with major depression 

have also found higher-than-normal rates of unhealthy behaviors such as smoking, 

sedentary lifestyle, and overeating (Katon, 2003). 

 

2.8.1 Weakened coping abilities and increased mental illness: 

Psychological adjustment to an illness involves �adaptation to disease without continued 

elevations of psychological distress (e.g., anxiety, depression) and loss of role function 

(i.e., social, sexual, vocational)� (Helgeson and Cohen, 1996:136). Positive emotional 

support is linked to good psychological adjustment to chronic illnesses generally and 

cancer specifically, and to fewer symptoms of depression and anxiety (Helgeson and 

Cohen, 1996; Wills and Fegan, 2001; Maly et al., 2005). Conversely, higher rates of post-

traumatic stress disorder (PTSD) and post-traumatic stress symptoms (PTSS) in children 

with cancer (Bruce, 2006). 
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2.8.2 Weakened Motivation: 

Distressed psychological states can limit patients� concern about the importance of their 

health behaviors and contribute to their belief that the benefits of adherence are not worth 

the trouble (Fink et al., 2004). Distressed psychological states can also lead to diminished 

self-perceptions and limitations in personal self-efficacy,5 which in turn negatively affect 

health behaviors and adherence. Pessimism about the future and about oneself can forestall 

the adoption of new health practices and interfere with health behaviors and adherence 

(Peterman and Cella, 1998; DiMatteo et al., 2000; Taylor et al., 2004). Limitations in 

personal self-efficacy that derive from both anxiety and depression can interfere with the 

behavioral commitment essential to the adoption and maintenance of new health practices. 

Distressed psychological states can also amplify somatic symptoms, causing additional 

functional disability and further reducing patients� motivation to change behavior. 

 

2.8.3 Less Effective Coping: 

Self-efficacy and emotional resilience contribute to greater engagement in health-

promoting behaviors, including adherence to treatment regimens. Conversely, these 

behaviors can be undermined by ineffective coping with psychological distress. Optimism 

and positive coping also have been explored as mechanisms through which ill individuals 

can become more emotionally resilient and better able to cope with and manage the course 

of their disease. Coping (which involves seeking of social support, positive reframing, 

information seeking, problem solving, and emotional expression) can bolster one�s 

adjustment to chronic illness (Holahan et al., 1997), and improving patients� coping 

strategies can be effective in reducing symptoms of psychological distress that hinder 

health behaviors and the management of illness (Barton et al., 2003). For patients with 
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cancer, optimism also predicts improved quality of life and functional status and the 

effective management of pain (Astin and Forys, 2004). 

Finding meaning in the illness experience is another coping mechanism that can improve a 

patient�s psychological adjustment (Folkman and Greer, 2000), contributing to a greater 

sense of control, improved psychological adjustment, and more positive focus (Fife, 1995). 

As many as 83 percent of patients with breast cancer come to realize at least one benefit 

following their diagnosis (Sears et al., 2003); such a realization involves positive 

reappraisal of their situation and results in better coping, mood, and health status. Research 

on patients with tuberculosis in South Africa found a significant relationship between 

assessment of meaning in life and adherence to treatment for the disease (Corless et al., 

2006). Finding benefit also is linked to patients� adherence to antiretroviral therapy for 

HIV (Stanton et al., 2001; Luszczynska et al., 2006). 

Conversely, coping mechanisms that are less adaptive can help in dealing with the 

immediate emotional distress associated with illness but create longer-term problems. 

Avoidant coping, which involves denial, emotional instability, avoidant thinking (avoiding 

thoughts about the reality of the illness), and immature defenses, is associated with less 

engagement in healthy behaviors (e.g., healthy diet, exercise, adherence to treatment), as 

well as the adoption of unhealthful behaviors (e.g., smoking, drinking alcohol to excess, 

abusing psychotropic medications) in an effort to cope with emotional distress (Stanton et 

al., 2007). Avoidant thinking about the illness is considered �harmful coping� because 

problems are not faced and solutions are not found, contributing to unhealthy behaviors 

and non-adherence (Carver et al., 1993). 
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2.9 Theories of coping strategies: 

There is a major relationship between trauma and stress are directly linked to coping. The 

study of coping has evolved to encompass large variety of disciplines beginning with all 

areas of psychology such as health psychology, environmental psychology, neuro�

psychology and developmental psychology to areas of medicine spreading into the area of 

anthropology and sociology. Dissecting coping strategies into three broad components, 

(biological/physiological, cognitive, and learned) will provide a better understanding of 

what the seemingly immense area is about. 

  

2.9.1 Biological/physiological theory: 

 The body has its own way of coping with stress. Any threat or challenge that an individual 

perceives in the environment triggers a chain of neuro-endocrine events (Naughton, 1997). 

These events can be conceptualized as two separate responses, that being of 

sympathetic/adrenal response, with the secretion of catecholamine (epinephrine, nor 

epinephrine) and the pituitary/adrenal response, with the secretion of corticosteroids 

(Frankanhauser, 1986). The sympathetic/adrenal response takes the message from the brain 

to the adrenal medulla via the sympathetic nervous system, which secretes epinephrine and 

norepinephrine. This is the basic "fight or flight" response (Cannon, 1929), where the heart 

rate quickens and the blood pressure rises. In the pituitary/adrenal response, the 

hypothalamus is stimulated and produces the corticotrophin releasing factor (CRF) to the 

pituitary gland through the blood veins, then the adrenal corticotropic hormone (ACTH) is 

released from the pituitary gland to the adrenal cortex. The adrenal cortex in turn secretes 

cortisol, a hormone that will report back to the original brain centers together with other 

body organs to tell it to stop the whole cycle. But since cortisol is a potent hormone, the 
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prolonged secretion of it will lead to health problems such as the break down of 

cardiovascular system, digestive system, musculoskeletal system, and the recently 

established immune system. Also when the organism does not have a chance for recovery, 

it will lead to both catecholamine and corisol depletion and result in the third stage of the 

General Adaptation Syndrome of exhaustion that exceed the alarm reaction (Seyle, 1956). 

Social support has also been established by studies to be linked to stress (Bolger & 

Eckenrole, 1991). This can be seen as a dimension of the biological component since it is 

closely linked to the biological environment of that individual. There are many aspects to 

social support; the major categories would be of emotional, tangible, and informational. 

Personality types as so called Type A Personality have been defined to have such 

characteristics as competitive, impatient and hostile. Hostility has been linked to coronary 

heart disease which is thought be caused by stress (Rosenman, 1978). Eysenck (1988) has 

coined the term Type C Personality for those who are known to be repressors and are prone 

to cancer. Hardiness also is a personality that seems to have much to do with how an 

individual handles stress. Hardiness is defined as having a sense of control, commitment, 

and challenge towards life in general.. Although it may be possible to modifying ones 

personality, research has shown it to be heritable (Rahe, Herrig, & Rosenman, 1978).  

2.9.2 Cognitive theory : 

 The cognitive approach to coping is based on a mental process of how the individual 

appraises the situation. Where the level of appraisal determines the level of stress and the 

unique coping strategies that the individual partakes. (Lazarus & Folkman, 1984). There 

are two types of appraisals, the primary and the secondary. A primary appraisal is made 

when the individual makes a conscious evaluation of the matter at hand of whether it is 

either a harm or a loss, a threat or a challenge. Then secondary appraisal takes place when 

the individual asks him/herself "What can I do?" by evaluating the coping resources around 
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him/her. These resources include, physical resources, such as how healthy one is, or how 

much energy one has, social resources, such as the family or friends one has to depend on 

for support in his/her immediate surroundings, psychological resources, such as self-

esteem and self-efficacy, and also material resources such as how much money you have 

or what kind of equipment you might be able to use. How much personal control one 

perceives to have is another factor to consider when looking at coping from the cognitive 

perspective. Usually an individual will find themselves feeling more stressful in 

uncontrollable situations (Naughton, 1997). Also, since personal control is a cognitive 

process, the more one has a sense of personal control, better sense of coping ability one 

will have. The categories of the attribution theory give a good picture of the extreme ends 

of the "in control/lack of control" continuum. An individual will perceive to have the most 

control where the situations fit the categories of internal, transient, and specific. At the 

opposite end of the scale are the categories of external, stable, and global where the person 

will perceive lack of control. There are other ways of to approach coping from a cognitive 

perspective such as that of constructive and destructive thinking as conceptualized by 

Epstien and Meier (1989) a similar concept to that of optimistic versus pessimistic (Taylor, 

1991), the perceived level of self-efficacy and self-esteem and so on.  

2.9.3 Learned theory: 

 The learned component of coping includes everything from various social learning 

theories, which assume that much of human motivation and behavior is the result of what 

is learned through experiential reinforcement, learned helplessness phenomena which is 

believed to have a relationship to depression, and even implications of the particular 

culture or society that the stress at hand is affected by can also be included in this 

component (Naughton, 1997). Some of the examples for the social learning theories would 

be the wide range of stress management techniques that have been found to help ease 
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stress. Changing how you cognitively process a particular situation, so called cognitive 

restructuring, changing how you behave in a particular situation, so called behavior 

modification, biofeedback which uses operant conditioning to alter involuntary responses 

mediated by the autonomic nervous system, and the numerous relaxation techniques such 

as meditation, breathing, and exercise are all part of what is learned through experiential 

reinforcement. The learned helplessness phenomena has been linked to depression by such 

researchers as Coyne, Aldwin, and Lazarus (1981) when they studied subjects who tried to 

exert control when it was not possible to do so. Cultures and societies have their own set of 

rule of what they perceive to be stressful or not (Colby, 1987). People will have different 

responses in a monogamous culture to that of a polygamous culture. In Africa, where 

polygamy is the norm, when they find out that the significant other has another partner, it 

means more workforces to take care of the children and the household chores. If the 

husband does not take on many wives, it can become a strain on the rest of the wives. An 

interesting study was done by using Holmes and Rahe's (1967) stressful life event measure 

in South Africa, and found that it correlated very little with standard distress measures 

(Swartz, Elk, & Teggin, 1983). This suggests the existence of such cultural/societal 

differences.  
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2.10 Previous studies: 

2.10.1 Studies concerning mental health and cancer: 

In this section the researcher will put on the hand some of the relative studies concerning 

the mental health of patients suffering from cancer. Mental health considered one of the 

most important aspects among general people and especially among patients suffering 

from severe illnesses such as cancer. 

 Noyes et al (1990) The study aimed to examine distress associated with cancer patients. 

Over 400 cancer patients were given the Illness Distress Scale (IDS), a brief measure of the 

physical and emotional distress related to serious illness. Physical manifestations of the 

disease proved to be the source of greatest discomfort among these patients. Greater 

distress was reported by younger patients and by those who were unmarried. Also, patients 

with more advanced disease scored higher on the scale. The IDS appeared to measure four 

dimensions of distress related to the experience of illness, including loss of meaning, 

physical disease, medical treatment and social isolation. Scores on the instrument 

correlated highly with a measure of depression, the Beck Depression Inventory. The IDS 

appears to be a reliable and valid measure of distress associated with serious illness. 

 Hyodo et al (1996) The study aimed to assess the anxiety level among patients with cancer 

given information about their disease Using the State-Trait Anxiety Inventory (STAI). One 

hundred and sixty-one patients were solicited for participation in this study and complete 

answers to the Inventory were obtained from 118 patients. The STAI was administered 

twice, on the day of admission and after a precise explanation of the patient's disease, and 

was later compared. The findings showed that Many patients showed high State (43�72%) 

and Trait (21�46%) anxiety levels on admission. There was, however, no difference in the 

STAI scores between the groups. The State anxiety scores in most of the patients with 

benign diseases were reduced to the normal range after explanation. Scores for those 
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patients told euphemistically about their condition were also decreased significantly after 

admission, but their overall anxiety levels were still high. The patients diagnosed with 

cancer before admission and those newly diagnosed showed no significant changes in their 

STAI score.  

Pitman et al (2001) The study aimed to assess PTSD among patients with breast cancer and 

to performed psycho-diagnostic, psychometric, and psycho-physiologic evaluations on 37 

patients referred by local surgeons approximately 2 years after tissue diagnosis of Stage I 

to III breast cancer. The Clinician-Administered Posttraumatic Stress Disorder (PTSD) 

Scale (CAPS) was used to classify patients into the following groups: "Current PTSD" 

(n=5) "Past PTSD" (n=7), and "Never had PTSD" (n=25). Individualized "scripts" 

portraying personal life events were tape recorded and played back to the patients in the 

laboratory. Current PTSD patients showed significantly higher heart rate, skin 

conductance, and corrugator electro-myogram responses during imagery of their personal 

breast cancer experiences than Past and Never patients. Physiologic responses were 

significantly and positively correlated with CAPS scores. These results provide psycho-

physiologic support for the proposition that a diagnosis of with a life-threatening illness 

can cause PTSD. 

 In a study by Wellisch et al (2001) This study examines the difference on several 

demographic and psychosocial variables between women at high risk for breast cancer 

above and below the cut-off point of a depression measure (Center for Epidemiological 

Study Depression Scale). Data are presented for 430 consecutive patients from the UCLA 

Revlon Breast Center High Risk Clinic. Women scoring above the depression cut-off point 

were younger, had more relatives with breast cancer, reported more symptoms of anxiety, 

and had more self-perceived vulnerability to breast cancer. In addition, women above the 

depression cut-off point were more likely to be single, childless, to have not viewed the 
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results of the surgical treatment of their relative, and to feel more anxiety regarding 

screening practices (mammography, pap smears, and breast self-examinations).  

Maunsell  et al (2001) in a study aimed to identify the stressful life events and survival 

after breast cancer. This study was based on women with histologically confirmed, newly 

diagnosed, localized or regional stage breast cancer first treated in 1 of 11 Quebec City 

(Canada) hospitals from 1982 through 1984. Among 765 eligible patients, 673 (88%) were 

interviewed 3 to 6 months after diagnosis about the number and perceived impact of 

stressful events in the 5 years before diagnosis. The results showed that stress was 

conceptualized as life events presumed to be negative, undesirable, or to require 

adjustment by the person confronting them. Furthermore the researchers found no evidence 

indicating that this kind of stress during the 5 years before diagnosis negatively affected 

survival among women with non metastatic breast cancer.  

Lindberg et al (2004) The study was conducted to establish the degree to which women at 

increased familial risk for breast cancer showed traumatic reactions and to establish which 

demographic or psychological variables may contribute to the experience of such traumatic 

reactions in at-risk individuals. Seventy-three women from the Revlon UCLA Breast 

Center High Risk Clinic were assessed for traumatic reactions that might be consistent with 

the DSM-IV criteria for PTSD. The results showed that women at increased risk for breast 

cancer exhibited traumatic responses similar to those reported by cancer patients. When the 

authors used a self-report instrument that maps onto DSM-IV criteria, 4% of the study 

subjects reported symptoms consistent with criteria for a potential diagnosis of PTSD, and 

an additional 7% of the subjects reported symptoms consistent with potentially subclinical 

levels of PTSD, according to DSM-IV criteria.  

Roth et al (2005) The study aimed to Identifying which men with prostate cancer might 

benefit from mental health treatment has proven to be a challenging task. The authors 
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developed the Memorial Anxiety Scale for Prostate Cancer (MAX�PC) in order to 

facilitate the identification of prostate cancer-related anxiety. A revised version of this scale 

was tested in a more clinically varied population. Ambulatory men with prostate cancer 

(N=367) completed a baseline assessment packet that included the MAX�PC and other 

psychosocial questionnaires. PSA levels were not correlated with anxiety overall; however, 

anxiety was significantly higher among patients whose PSA levels were changing (i.e., 

rising, falling, and unstable), versus those with stable PSA levels.  

While Anderson et al (2005) in a study aimed to examine the psychological responses to 

cancer recurrence. An ongoing randomized clinical trial provided the context for 

prospective study. Women with Stage II/III breast carcinoma (N = 227) were initially 

assessed after their diagnosis/surgery and before adjuvant therapy and then reassessed 

every 6 months. Eight years into the trial, 30 patients had recurred (R) and were assessed 

shortly after receiving their second diagnosis. Their data were compared with a sample of 

trial patients who had no evidence of disease (disease free [DF]; n = 90). The groups were 

matched on study arm, disease stage, estrogen receptor status, menopausal status, and time 

since initial diagnosis. As hypothesized, patients' cancer-specific stress at recurrence in the 

R group was higher (P < 0.05) than stress levels for the DF group at the equivalent point in 

time. In contrast, analyses for emotional distress and social functioning showed no pattern 

of disruption for the R group at cancer recurrence and levels equivalent to that of the DF 

group. 

 Kadan-Lottick et al (2005) in a study aimed to identify the psychiatric disorders and 

mental health service use in patients with advanced cancer. This was a cross-sectional, 

multi-institutional study of 251 eligible patients with advanced cancer. Trained 

interviewers administered the Structured Clinical Interview for the Diagnostic Statistical 

Manual IV (DSM-IV) modules for major depressive disorder, generalized anxiety disorder, 
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panic disorder, Post-traumatic stress disorder, and a detailed questionnaire regarding 

mental health service utilization. The results showed that overall, 12% met criteria for a 

major psychiatric condition and 28% had accessed a mental health intervention for a 

psychiatric illness since the cancer diagnosis. Seventeen percent had discussions with a 

mental health professional; 90% were willing to receive treatment for emotional problems. 

Mental health services were not accessed by 55% of patients with major psychiatric 

disorders.  

Couper et al (2006) in a study aimed to identify the psychosocial impact of prostate cancer 

on patients and their partners. Observational, prospective study at Time 1 and 6 months 

later at Time 2 of two groups of couples facing PCA. Time 1 was when patients were first 

diagnosed with histologically confirmed localised (potentially curable) PCA or metastatic 

(incurable) PCA. Depression and anxiety disorders according to the diagnostic and 

Statistical Manual of Mental Disorders 4th edition (DSM-IV); psychological distress; 

marital satisfaction. At Time 1, partners had rates of DSM-IV major depression and 

generalised anxiety disorder twice those of women in the Australian community, and 

considerably higher than the patients� rates. At Time 2, psychological distress in partners 

had lessened but that in patients had increased. On the other hand, at Time 2, partners� 

marital satisfaction had deteriorated.  

Also the study of Blank and Bellizzi (2006)in a study aimed to examine how hope, 

optimism, use of coping strategies, and primary treatment predict well-being, positive and 

negative affect, impact, depression, and adaptive changes among PCa survivors. The final 

sample included 490 men. Basic univariate analyses demonstrated that the men reported 

being happy, hopeful, and positive, with low levels of negative outcomes. Regression 

analyses demonstrated that positive outcomes were influenced primarily by personality. 

Negative outcomes were found to be affected by both personality and coping strategies. 
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Adaptive changes were the only ones found to be significantly affected by primary 

treatment. Although longer-term survivorship of PCa does not appear to be a highly 

traumatic experiences, personality factors and the use of coping strategies years after 

treatment were found to introduce variability to well-being in complex ways, differing in 

relation to positive and negative outcomes. 

 Schreier and Williams (2007) The study aimed  to examine quality of life (QOL) and 

anxiety in a sample of women receiving radiation or chemotherapy for breast cancer. 

Longitudinal, descriptive design used with 48 women with cancer in southern united state. 

The Ferrans and Powers Quality of Life Index (QLI) and Speilberger's State-Trait Anxiety 

Inventory (STAI) were administered. The major findings showed that Total QOL improved 

significantly over time for the entire sample, as did scores on the health/functioning, 

psychological/spiritual, and family subscales of the QLI. No significant differences existed 

for total QOL or any subscales by treatment. Trait anxiety was significantly higher for 

women receiving chemotherapy, and state anxiety was significantly higher at all three 

measurement times for the women. State anxiety did not decrease significantly over the 

course of the treatment for either group. Trait anxiety and state anxiety at the start of 

treatment were significantly negatively correlated with total QLI score and the 

psychological/spiritual subscale. State anxiety at the start of treatment also was 

significantly negatively correlated with total QOL and the health/functioning and 

psychological/spiritual QLI subscales both at the start of treatment and one year later. 

 

2.10.2 Coping strategies of patients with cancer: 

The following are some of the previous studies of coping strategies of patients with cancer. 

Coping strategies highly valued if used appropriately by those patients. Also coping are 
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important mechanism for normal population, and play major role in their life; so it is very 

important mechanisms among patients with cancer.  

 Reardon and Aydin (1993) The purpose of this study was to explore the factors that might 

influence cancer patients to make health-promoting changes in their own behavior. Three 

factors � Coping Strategies, Social Support, and Patient Attitudes concerning 

responsibility for their own recovery � were hypothesized to influence changes in stress 

levels, diet, exercise, and mental outlook. Findings indicate that coping strategies are 

significant predictors of changes in stress level, diet, and mental outlook, and patient 

attitudes concerning responsibility for recovery contribute to positive changes in exercise. 

The latter finding suggests that taking responsibility for one's own health is important in 

motivating breast cancer patients to engage in health-promoting physical activity.  

 Feher et al (1999) in a study to identify religious and spiritual coping strategies among 

elderly women with newly diagnosed breast cancer. A convenience sample of 33 women 

age 65 years was recruited within 6 months of diagnosis. The findings showed that 

participants' religious background was varied: 17 Protestant, five Catholic, six Jews, and 

four other. There was great variation in the frequency of religious service attendance. 

Religious and/or spiritual belief either increased or stayed the same during the time of 

health crisis. Religious and spiritual faith provided respondents with the emotional support 

necessary to deal with their breast cancer (91%), with social support (70%), and with the 

ability to make meaning in their everyday life, particularly during their cancer experience 

(64%). Religious and spiritual faith provides elderly women newly diagnosed with breast 

cancer with important tools for coping with their illness and should be recognized by 

diagnosing physicians. 

 Reynolds et al (2000) The study aimed to evaluate the association between coping 

strategies and breast cancer survival among Black and White women in a large population-
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based study. A total of 442 Black and 405 White US women diagnosed with invasive 

breast cancer during 1985�1986 and actively followed for survival through 1994 were 

administered a modified Folkman and Lazarus Ways of Coping questionnaire. Coping 

strategies were characterized via factor analyses of the responses. Hazard ratios associated 

with coping strategies were estimated using Cox proportional hazards models, with 

adjustment for age, race, tumor stage, study location, tumor hormone responsiveness, 

comorbidity, health insurance status, smoking, relative body weight, and alcohol 

consumption. Emotion-focused coping strategies were significantly associated with 

survival. Expression of emotion was associated with better survival. When it was 

considered jointly with the presence or absence of perceived emotional support, women 

reporting low levels of both emotional expression and perceived emotional support 

experienced poorer survival than women reporting high levels of both. Similar risk 

relations were evident for Blacks and Whites and for patients with early and late stage 

disease.  

And in another study by Reynolds et al (2000) in a study aimed to examine the use of 

coping strategies and breast cancer survival: Results from the Black/White Cancer Survival 

Study. A total of 442 Black and 405 White US women diagnosed with invasive breast 

cancer In study during 1985�1986 and actively followed for survival through 1994 were 

administered a modified Folkman and Lazarus Ways of Coping questionnaire(1984). 

Coping strategies were characterized via factor analyses of the responses. Emotion-focused 

coping strategies were significantly associated with survival. Expression of emotion was 

associated with better survival. When it was considered jointly with the presence or 

absence of perceived emotional support, women reporting low levels of both emotional 

expression and perceived emotional support experienced poorer survival than women 
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reporting high levels of both. Similar risk relations were evident for Blacks and Whites and 

for patients with early and late stage disease.  

Leydon et al (2000) in a study aimed to identify Cancer patients' information needs and 

information seeking behaviour: in depth interview study. Qualitative study based on in-

depth interviews. Outpatient oncology clinics at a London cancer centre. 17 patients with 

cancer diagnosed in previous 6 months. Analysis of patients' narratives to identify key 

themes and categories. The findings show that while all patients wanted basic information 

on diagnosis and treatment, not all wanted further information at all stages of their illness. 

Hope was essential for patients to carry on with life as normal and could be maintained 

through silence and avoiding information, especially too detailed or "unsafe" information.  

In similar study concerning breast cancer done by Ben-Zur and Gilber (2001) in a study 

aimed to explore the coping with breast cancer: patient, spouse, and dyad models. 73 

patients with breast cancer and their spouses completed questionnaires that measured 

distress (Brief Symptom Inventory), psychosocial adjustment, and coping strategies. The 

findings show that the patients' distress was greater than their spouses', but a similar level 

of psychosocial adjustment was reported. The patients used more strategies involving 

problem-focused coping than their spouses. The use of emotion-focused coping, which 

included ventilation and avoidance strategies, was highly related to distress and poor 

adjustment on the part of the patient. The spouses' emotion-focused coping and distress 

were related to that of the patients. Dyad emotion-focused coping measures were highly 

associated with the patients' distress and adjustment.  

Hee-Seung et al (2002) The study aimed to identify the coping strategies and stress level 

among patients with cancer residing in South Korea using cross-sectional study for 257 

patient with cancer. Lazarus and Folkman's theory of stress and coping was used as the 

theoretical framework. The data were collected from November 1999 to March 2000 by 
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face-to-face interviews. Study participants were primarily male (62.6%) and married 

(91.4%). Cancer of the gastrointestinal system was the most prevalent type of cancer 

(31.3%). Women and the patients in the third-stage of cancer showed higher stress but less 

coping than other groups. Stress was negatively correlated with both problem-focused 

coping and emotion-focused coping. Korean patients with cancer used emotion-focused 

coping strategies more than problem-focused coping strategies. 

 List et al (2002) the aim of this study was to examine the coping strategies of patients with 

cancer in head and neck (HNC). Seventy-nine patients with HNC were assessed for quality 

of life (QOL) and coping strategy. Measures included the Functional Assessment of 

Cancer Therapy-Head and Neck, the Performance Status Scale for Head and Neck Cancer 

Patients, and the Ways of Coping-Cancer Version. Coping strategies were summarized and 

related to patient demographics and QOL. The results suggested that patients with HNC 

used a wide range of coping strategies, with social support seeking behaviors representing 

the greatest proportion of total coping effort (25%). The use of avoidant coping strategies 

(both cognitive and behavioral escape) was associated with poorer overall QOL. 

While in another study concerning the cancer of neck and head; List et al (2002) in a study 

of carcinoma of the head and neck" (HNC).  79 patients with HNC were assessed for 

quality of life (QOL) and coping strategy. Measures included the Functional Assessment of 

Cancer Therapy-Head and Neck, the Performance Status Scale for Head and Neck Cancer 

Patients, and the Ways of Coping-Cancer Version. Coping strategies were summarized and 

related to patient demographics and QOL. The results suggested that patients with HNC 

used a wide range of coping strategies, with social support seeking behaviors representing 

the greatest proportion of total coping effort (25%). The use of avoidant coping strategies 

(both cognitive and behavioral escape) was associated with poorer overall QOL. Although 

further examination of these issues in larger groups of patients with HNC is warranted, the 
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current findings suggested the adaptability of this group of patients and the potential 

benefit of social support-based assistance or intervention.  

Perczek et al (2002) in a study aimed to investigate the relationship between patients 

Facing a prostate cancer diagnosis: and who is at risk for increased distress?".  The study 

followed patients across 4 weeks, from prebiopsy to 2 weeks post diagnosis, using these 

two time points as measurements. Data were collected between 1995 and 1998 at the 

Miami and Palo Alto VA Medical Center urology clinics. Biopsies were performed on 101 

men (ages 46-87) to determine whether prostate cancer was present. These men completed 

prebiopsy and post diagnosis questionnaires. The findings show that  coping, and cancer 

status, the only significant predictor of increased distress at post diagnosis was 

dispositional avoidance at prebiopsy for both cancer and noncancer groups.  

Furthermore, Absetz et al (2002) in a study aimed to examine the associations of vicarious 

breast cancer experience, risk factor knowledge, and use of different coping styles with 

risk perception and psychological distress among 1544 women, shortly before they were 

invited to participate in a nationwide breast cancer screening program. In analyses of 

variance, experience and risk factor knowledge had a significant effect on risk perception 

but not on psychological distress; optimistic and emotion-focused coping styles had an 

effect on both. Risk perception had a strong association with distress with a 13% effect 

size, and not only with illness-related distress but also with anxiety and depression.  

Henderson et al (2003) The aim of the  study were to determine the coping strategies used 

by African American women with breast cancer and to explore socio-demographic 

variables such as age, income, education, marital status, and length of time since diagnosis 

on coping strategies among African American women with breast cancer. A cross-sectional 

design was used to study relationships among these variables. The sample consisted of 86 

African American women with a diagnosis of breast cancer living in the southeastern 
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United States. Participants were surveyed with a demographic data sheet and the Ways of 

Coping Questionnaire (WCQ). The results indicated that positive reappraisal and seeking 

social support are the most commonly used coping strategies among African American 

women with breast cancer. No significant relationships were found among 

sociodemographic variables and coping strategies among African American women. Also, 

a comparison of our mean coping strategy scores among African American women with 

breast cancer are higher than the mean coping strategy scores from a previous study of 

mostly Caucasian women with breast cancer.  

But new study concerning oral cancer done by Manoj et al;(2003) that aimed to identify 

the concern and coping strategies in patients with oral cancer: in a pilot study. The pilot 

study was carried out between April and July 1998 Aspects of cancer treatment beyond 

prolonging the survival have emerged with a focus on quality, not just quantity, of survival 

through the identification of psychosocial needs� The study was consists of 15 patients 

were married and have families Trivandrum Quality of Life Study (TQOLS) was started in 

April 1998 and the pilot was completed in July 1998. For this study 15 patient with head 

and neck cancers admitted to Surgical Oncology ward for primary surgery were included.� 

The study showed that religion was the most common coping mechanism among 80% of 

the patients.  

Others such as Tatsumura et al (2003) in a study aimed to identify the Religious and 

spiritual resources (RSR) , CAM (complementary and alternative medicine), and 

conventional treatment in the lives of cancer patients". Cancer patients in Hawaii were 

recruited from a group who had previously completed a questionnaire on CAM use. In-

depth interviews were conducted with a selected subset of survey participants. 143 cancer 

patients were interviewed 2 to 3 years following diagnosis. The findings show that 

Participants reported using a variety of RSR, including personal faith, individual (self) 
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prayer, relationship/dialog with God, prayers from fellow church members and others, 

counseling from pastor/priest or leader of faith, reading the bible, attending religious 

services, meditation, finding and spending time at locations of spiritual energy (i.e., 

churches, specific geographical locations, or certain natural settings), and help or 

counseling by ancestor(s).  

 Holly et al (2003) in a study aimed to compare the psychological outcome of breast cancer 

treatment in women who had either received mastectomy or immediate reconstruction 

using autogenous tissue (n = 30), or mastectomy alone (n= 34), and also determine 

adjustment factors in this population as a whole. Participants completed measures of 

depression, anxiety, body image, self-esteem, coping and perceived social support at a time 

point 3 � 15 months after initial surgery. No significant differences were revealed between 

the two groups on any of the outcome measures. Poor body image, low self-esteem, and a 

tendency to use coping strategies characterized by helpless/hopelessness and anxious 

preoccupation, rather than fighting spirit, were highly predictive of distress.  

But in another study for Lavee, Y. et al (2003) in a study aimed to examine the Patterns of 

Change in Marital Relationships among Parents of Children with cancer. The study 

consisted of 35 couples; 33 in their first marriage, and 2 were married with length of 

marriage ranging between 5-28 years. The scale of the study were; Marital quality� and 

�change in marital quality� were measured by two questionnaires ENR.JCH is a 10-item 

Likert-type scale assessing the respondent�s perceived quality of his or her marriage across 

10 dimensions of the relationship. The result finding indicated that the largest negative 

effect of the child�s illness, reported equally by mothers and fathers, was on their sexual 

relationship. Also, There was relatively little change in the marital quality of parents whose 

children had been ill for a year or less, and a positive change (improvement) in the 

relationship for those whose child had been ill for two or three years.  
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Trace et al (2004) in a study aimed to identify the Coping strategies and quality of life in 

women with advanced breast cancer and their family caregivers. The sample consisted of 

189 patient-family member dyads with advanced breast cancer. Profile analysis showed 

that patients reported greater use of emotional support, religion, positive reframing, 

distraction, venting, and humor coping while family members reported greater use of 

alcohol/drug coping. Regression analyses showed that among both patients and family 

caregivers, active coping was associated with higher quality of life and avoidant coping 

was associated with lower quality of life. In addition, the patient's level of symptom 

distress moderated the relationship between coping and quality of life. The negative 

relationship between family caregivers' avoidant coping strategies and family caregivers' 

mental quality of life was strongest when patients had low levels of symptom distress and 

weakest when patients had high levels of symptom distress. 

 A study by Anagnostopoulos et al (2004) attempts to identify those coping strategies that 

distinguish breast cancer patients from non-malignant controls. A sample of 180 breast 

cancer patients was assessed on how it coped with health threats. The control group was 

composed of 268 women who were diagnosed as having either a benign disease or were 

disease free. The Ways of Coping Questionnaire was administered in order to record the 

frequency of the coping strategies used under the health conditions. Univariate analyses 

were conducted to compare mean scores in coping strategies among the diagnostic groups. 

Multivariate analyses were performed to identify those variables that distinguish one group 

from the other. The findings indicated that Compared with women with benign breast 

disease and those who were disease free, breast cancer patients significantly infrequently 

exhibited attributions of blame to self, whereas they did not differ from controls in other 

ways of coping such as self-isolation, passive acceptance, seeking social support, problem-

focused coping, positive reappraisal, distancing, and wishful thinking.  
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Catherine et al (2005), in a study aimed to identify factors that impact on the sexual 

relationship, to explore coping strategies used by patients and partners, and to highlight 

service needs. In total, 12 women who had undergone breast reconstructive surgery within 

the last three years and their partners (10 men) took part in the study. Grounded theory 

methodology was used to analyze the data and identify key categories for both patients and 

partners. Patients' key categories included anxiety and worry, influencing factors, self-

image and sexual changes. All women experienced some degree of sexual change and 

sexual anxiety, and a minority reported a loss of sexual self. Partners' key categories 

included anxiety and stress, influencing factors and negotiating sexual changes. The 

majority of partners reported that initially, their priority was their partner's survival rather 

than sexual concerns; however the majority of men acknowledged some degree of sexual 

anxiety.  

Case et al (2005) in a study aimed to identify the relationship of information seeking to 

avoidance, blunting, coping and dissonance among studies that concerning patients with 

cancer. A historical review (1890-2004) of theory literature in communication and 

information studies, coupled with searches of recent studies on uptake of genetic testing 

and on coping strategies of cancer patients, was performed. The assumption that 

individuals actively seek information underlies much of psychological theory and 

communication practice, as well as most models of the information-seeking process. 

Cancer information in general and genetic screening for cancer in particular are discussed 

as examples to illustrate this pattern. Some patients avoid knowledge of imminent disease 

makes avoidance behavior an important area for social and psychological research, 

particularly with regard to genetic testing. 

McMillan et al (2005) in a study aimed to identify the impact of coping skills intervention 

with family caregivers of hospice patients with cancer.  three group randomized controlled 
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trial was conducted including baseline, 16 day, and 30 day assessments conducted from 

March 1999 to May 2003. The sample consisted of 354 family caregivers of community 

dwelling hospice patients with advanced cancer. Patient/caregiver dyads were randomly 

divided into three groups, including a control group (n = 109) who received standard 

hospice care, a group (n = 109) who received standard hospice care plus three supportive 

visits, and a group (n = 111) who received standard care plus three visits to teach a coping 

skills intervention. At the 30-day follow-up, the coping skills intervention led to 

significantly greater improvement in caregiver QOL. None of the groups showed 

significant change in overall care-giving mastery, caregiver mastery specific to care-giving 

tasks, problem-focused or emotion-focused coping.  

Cameron et al (2005) in a study aimed to identify the Cognitive and Affective 

Determinants of Decisions to Attend a Group Psychosocial Support Program for Women 

with Breast Cancer.  The sample were women recruited during clinic visits 2 to 4 weeks 

after diagnosis completed measures of affective and cognitive factors identified by 

Leventhal�s Common-Sense Model of illness self-regulation: cancer-related distress, 

avoidance tendencies, beliefs that the breast cancer was caused by stress and altered 

immunity, and personal control beliefs. Measures of general anxiety and depression, social 

support, and demographic characteristics were also completed; prognostic status 

information was obtained from medical records. All women were encouraged to participate 

in a free, 12-week program offering coping skills training and group support. Participation 

was recorded by program staff. The findings show that Of the 110 women, 54 (49%) 

participated in the group support program and 56 (51%) did not. Logistic regression 

analyses revealed that participation was predicted by stronger beliefs that the cancer was 

caused by altered immunity, higher cancer-related distress, lower avoidance tendencies, 

and younger age. 
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 In a study by Mytko et al (2005) That aimed to provide normative coping data, controlling 

for situation-specific variables with a homogeneous sample, targeted stressor, and fixed 

time point, using the Ways of Coping Questionnaire; and to identify coping strategies 

associated with distress before high-dose chemotherapy. Subjects were 49 patients 

scheduled to receive high-dose chemotherapy and an autologous bone marrow transplant. 

Consistent with previous coping research, we found that escape-avoidance was related to 

psychological distress on several measures. Item endorsement analyses of the escape-

avoidance subscale suggest that patients may have used more passive than active 

avoidance strategies. Subsequent participation in a longitudinal study was not affected by 

initial levels of avoidant coping. 

 Büssing et al (2005) The aim of the study was examine the basic attitudes of patients with 

severe diseases towards spirituality/religiosity (SpR) and their adjustment to their illness. 

In order to re-validate our previously described SpREUK instrument, reliability and factor 

analysis of the new inventory (Version 1.1) were performed according to the standard 

procedures. The test sample contained 257 German subjects (53.3 ± 13.4 years) with 

cancer (51%), multiple sclerosis (24%), other chronic diseases (16%) and patients with 

acute diseases (7%). The findings showed that As some items of the SpREUK construct 

require a positive attitude towards SpR, these items (item pool 2) were separated from the 

others (item pool 1). The reliability of the 15-item the construct derived from the item pool 

1 respectively the 14-item construct which refers to the item pool 2 both had a good 

quality. Factor analysis of item pool 1 resulted in a 3-factor solution (i.e. the 6-item sub-

scale 1: "Search for meaningful support"; the 6-item sub-scale 2: "Positive interpretation of 

disease"; and the 3-item sub-scale 3: "Trust in external guidance") which explains 53.8% 

of variance. Generally, women had significantly higher SpREUK scores than male 

patients.  
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De Faye et al (2006) The goal of this study was to examine patterns of coping across 

different dimensions of stress. Fifty-two patients who were receiving palliative care for 

cancer were asked to indicate their most significant stressors within social, physical, and 

existential dimensions. A structured interview was then conducted to describe how the 

participants coped with these stressors. The findings show that stressor severity ratings 

were correlated significantly across the three dimensions, although physical symptoms 

received the highest mean rating. Participants generally used a range of coping strategies to 

deal with their stressors, but there were clear differences across dimensions in the relative 

use of problem-focused versus emotion-focused strategies. Problem-focused coping was 

less frequent for existential issues, whereas emotion-focused strategies were used less 

frequently for physical stressors. Coping efforts were not clearly related to psychological 

distress. 

 Rntmsc et al (2006) The aim of this study was to test the feasibility of two instruments 

within an Icelandic context, the Brief Symptom Inventory 18 (BSI 18) and the Ways of 

Coping Inventory - Cancer Version (WOC-CA) with specific focus on gender and type of 

treatment and coping techniques among cancer patients during time of treatment. The 

sample consisted of 40 cancer patients in three oncology outpatient clinics in Iceland, 53% 

were women and 47% men. The majority of the participants belonged to the age group 51-

70. Anxiety was the factor causing the greatest distress, mainly reported by patients 

receiving chemotherapy. More women experienced depression than men, women (18.4%), 

men (8.3%). Distancing was the most frequently reported coping strategy, and men seemed 

to focus on the positive side more often than women did. 

 Silva et al (2006) This study aimed to assess coping strategies and to identify stress levels 

of patients with psoriasis. This is a cross-sectional study of a sample of 115 patients, which 

included 61 patients with psoriasis and 54 patients with other chronic dermatoses as 
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controls. Instruments: The Ways of Coping Questionnaire and the Lipp Stress Symptoms 

Inventory for Adults. The coping strategies of self-control (p=0.027) and escape-avoidance 

(p=0.014) were the most used by patients with psoriasis and both groups present high 

stress levels (p=0.838). 

Fariba et al (2006) in a study aimed to identify the coping with breast cancer in newly 

diagnosed Iranian women. In this qualitative study, 19 women with newly diagnosed breast 

cancer were interviewed during the period May�September 2004 about coping with their 

disease. Interviews were analysed using a content analysis method. The findings show that 

the main themes emerging from this qualitative study included coping using a religious 

approach (acceptance of disease as God's will; spiritual fighting), thinking about the 

disease (positive thinking: positive suggestion, hope, intentional forgetfulness; negative 

thinking: hopelessness, fear, impaired body image), accepting the fact of the disease 

(active acceptance; passive acceptance), social and cultural factors and finally finding 

support from significant others.  

Vidhubala et al (2006) in a study aimed to identify the coping preferences of head and neck 

cancer patients - Indian context". A prospective study was conducted at the Cancer 

Institute (WIA), Chennai. 176 HNC patients participated in the study. The age group 

ranged from 19 to 87 years. The questionnaire used for assessing coping preferences was 

Jalowiec coping preference scale containing 40 items, with responses ranging on a 5-point 

scale. The variables chosen were treatment, site, education, survival, age and gender. SPSS 

9.0 version was used for both descriptive and multivariate analysis. The findings show that 

No significant difference was observed in the preference of Emotion-Oriented Coping 

(EOC) in relation to age, treatment, site, education and survival. Treatment, site, education 

and gender showed significant differences in the preference of Problem-Oriented Coping 

(POC).  
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Tarakeshwar et al (2006) in a study aimed to examine the association between religious 

coping and QOL among 170 patients with advanced cancer. Both positive religious coping 

(e.g., benevolent religious appraisals) and negative religious coping (e.g., anger at God) 

and multiple dimensions of QOL (physical, physical symptom, psychological, existential, 

and support) were studied.  Structured interviews were conducted with 170 patients 

recruited as part of an ongoing multi-institutional longitudinal evaluation of the prevalence 

of mental illness and patterns of mental health service utilization in advanced cancer 

patients and their primary informal caregivers. Patients completed measures of QOL 

(McGill QOL questionnaire), religious coping (Brief Measure of Religious Coping 

[RCOPE] and Multidimensional Measure of Religion/ Spirituality), self-efficacy (General 

Self-Efficacy Scale), and socio-demographic variables. The findings show that greater use 

of positive religious coping was also related to more physical symptoms. In contrast, 

greater use of negative religious coping was related to poorer overall QOL and lower 

scores on the existential and psychological QOL dimensions. Religious coping plays an 

important role for the QOL of patients and the types of religious coping strategies used are 

related to better or poorer QOL. 

Thomas and Kieth (2006) in a study aimed to examine how hope, optimism, use of coping 

strategies, and primary treatment predict well-being, positive and negative affect, impact, 

depression, and adaptive changes among PCa survivors. Questionnaire tapping personality, 

primary treatment, and coping strategy predictor variables and outcome variables of both 

positive and negative aspects of well-being was sent to 1-8-year PCa survivors. The final 

sample included 490 men. The results show that Basic univariate analyses demonstrated 

that the men reported being happy, hopeful, and positive, with low levels of negative 

outcomes. Regression analyses demonstrated that positive outcomes were influenced 

primarily by personality. Negative outcomes were found to be affected by both personality 
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and coping strategies. Adaptive changes were the only ones found to be significantly 

affected by primary treatment.  

In a study by Büssing, Ostermann, and Koeing (2007) the study aimed to examine self-

categorizations of SpR (Spiritual/Religious) among patients with cancer for meaningful 

support, trust in higher source, positive interpretation of disease, and support in relations of 

life through SpR, as measured with the SpREUK questionnaire, in German medical 

patients. The sample consisted of  710 West-German patients with a mean age of 54. 

Forty-two percent had chronic pain diseases, 25% cancer, 10% multiple sclerosis, 21% 

other chronic diseases, and 3% acute diseases. The findings showed that interest in search 

for meaningful support was moderate. Trust in a higher source and support in life through 

SpR were rated higher, while almost all patients had a positive interpretation of their 

diseases, i.e, hint to change life. The interest in SpR issues was highest in cancer patients 

and lowest in patients with multiple sclerosis. Univariate analyses confirmed that the SpR 

self-categorization was the strongest predictor of all four factors, while trust in a higher 

source was also affected by religious affiliation and age. Positive interpretations of disease 

correlated well with search for meaningful support. 

 Tan (2007) This study aimed to determining the relationship between social support and 

coping strategies in cancer patients and that between the sociodemographic and medical 

properties of patients. One hundred forty-eight cancer patients admitted to an oncology and 

hematology clinic in Erzurum were studied. The data were collected using a questionnaire 

that determines sociodemographic features: the Ways of Coping Inventory and the 

Perceived Social Support From Family Scale. Among the coping strategies, patients were 

found to use unconfident approach (emotion focused) the most and seeking social support 

(problem focused) the least. Significant correlations were found among social support and 

coping strategies. While  a negative correlation between social support and emotion-
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focused coping strategies (unconfident approach and submissive approach). As the social 

support scores increased, scores regarding emotion-focused coping strategies decreased. 

On the other hand, there was a positive correlation between social support and problem-

focused coping strategies (confident approach, optimistic approach, and seeking social 

support); that is, mean social support scores increased as the mean problem-focused coping 

strategy scores increased.  

 Büssing et al (2007) The aim of the study was  to investigate the impact of spirituality and 

religiosity (SpR) in Arabic patients with a Muslim background as compared to patients 

from Western Germany. A total of 66 Arabic patients with hypertension were recruited 

between November 2005 and June 2006 consecutively at Al-Razi Hospital and Khalil 

Sulaiman Hospital in Jenin (Palestine) and completed the translated SpREUK 

questionnaire (SpREUK is an acronym of the German translation of spiritual and religious 

attitudes in dealing with illness). One hundred and eighty German patients were matched 

according to age, marital status, gender, and chronic diseases. Results: Arabic patients with 

a Muslim background had significantly higher scores for all 4 SpREUK scales than 

German patients, namely, "Search for meaningful support", "Trust in higher source", 

"Positive interpretation of disease", and "Support in relations of life through SpR".  

Aquino et al (2007) in a study aimed to investigate the meaning of religious beliefs for a 

group of cancer patients during rehabilitation. The study consisted of an ethnographic case 

with the participation of six laryngectomized male and female patients between 51 and 72 

years old, who had been operated on two to five years earlier. Data were collected by semi-

structured interviews and analyzed on the basis of the concepts of culture and religion. The 

results were synthesized into three descriptive categories: the moral representation of 

cancer, religious beliefs about the cancer trajectory, and negotiation with religion for 

survival. These categories give rise to the meaning "the hope for a second chance", which 
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emphasizes the importance of religion as part of the support networks that articulate with 

the patient's coping with the stigma of cancer, with the hope for cure, and with the ways of 

organizing everyday life, during survival. 

Hoff et al (2007) in a study aimed to identify  the impact of bad news - views of patients 

with acute leukaemia, myeloma or lung cancer about information, from diagnosis to cure 

or death". Twelve patients with malignant hematological diseases or lung cancer were 

followed with interviews from diagnosis to recovery or into the terminal phase or at most 

for two years. The method is qualitative, using semi-structured interviews. Orebro 

University Hospital or the patient's home. The findings show that all patients described 

themselves as well informed from the start but in later phases of their disease some of them 

came to express a great uncertainty about the progressing disease and about the 

approaching death. Different strategies for coping with information, however, affected how 

they then dealt with the information received. Four such coping strategies were found: 1) 

Information-dependent and accepting;2) Information-dependent but denying; 3) Medically 

informed and accepting; 4) Medically informed but denying.  

Aleksandra et al (2007) in a study aimed to examine Patients' coping profiles and partners' 

support provision. Cluster analysis based on 321 patients yielded three distinct coping 

patterns: Accommodative Coping, Disengaging Coping, and Assimilative Coping. These 

encapsulate ways and extent of coping during the week after cancer surgery. 

Accommodative Coping was characterized by low levels of active problem-directed 

strategies but a high degree of acceptance and humour, whereas Assimilative Coping 

represented positive reframing and active strategies. Based on 122 couples, associations 

between patients' coping profiles and subsequent spousal support provision were 

examined. Partners provided least support to patients in the Accommodative Coping 

category and most support to patients in the Assimilative Coping category. Female partners 
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provided more support than did male partners. Patients' coping behaviours in the week 

after cancer surgery affected subsequent provision of support by their partners. 

Pagona et al (2007) in a study aimed to examine the Patterns of Coping, Flexibility in 

Coping and Psychological Distress in Women Diagnosed with Breast Cancer". Greek 

women diagnosed with breast cancer reported on their coping efforts and levels of distress 

the day before surgery, 3 days after surgery, and 3 months later. Acceptance and humor 

were negatively related to distress at all three time points, whereas denial and emotional 

expression were positively related to distress post-surgery and 3 months later. The 

relationship between patterns of coping and distress was also examined. Specifically, 

participants who used emotion-focused engagement coping at pre-surgery, that is, 

acceptance or emotional expression combined with social support, experienced less 

distress 3 months later than participants who did not use any emotion-focused engagement 

coping. The results indicate that pre-surgery use of emotion-focused engagement coping 

can be adaptive and that the adaptiveness of each strategy may vary as the stressor evolves. 

Diane et al (2007) in a study aimed to identify Illness and treatment beliefs in head and 

neck cancer: Is Leventhal's common sense model a useful framework for determining 

changes in outcomes over time?" Fifty patients completed the following measures prior to 

treatment, 1 month and 6�8 months after treatment: IPQ-R, BMQ, Brief COPE, LOT-R, 

SCIP, EORTC QLQ-C30, SF-12, Patient Generated Index (PGI), and HADS. Results: 

Baseline illness and treatment beliefs were not predictive of HR-QoL, individualized QoL, 

or anxiety 6�8 months after treatment; however, beliefs about the chronicity of the disease 

(timeline beliefs) were predictive of depression after treatment. Coping strategies 

employed and levels of satisfaction with information before treatment were significant 

predictors of several outcomes. The findings suggest that a common sense model may be a 

useful framework for eliciting and understanding patients' beliefs regarding HNC; 
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however, there are concerns regarding the use of a �dynamic� model to predict longitudinal 

outcomes from baseline factors that may change over the course of an illness. 

 

Summary of the previous studies: 

 

Sample size: 

The mentioned studies have various sample size depend on the measured variable and the 

availability of the members of the sample. 

 

From which many studies used small sample size such as Manoj et al (2003) n= 15 patients 

with oral cancer , Catherine et al (2005) n= 12 women with breast cancer, Hoff et al (2007) 

n=12 patients with malignant hematological disease/or lung cancer , Leydon et al (2000) 

n= 17 patients with unspecified cancer, Fariba et al (2006) n= 19 women with breast 

cancer, Feher et al (1999) n= 33 women aged 65 year with breast cancer , Lavee et al 

(2003) n= 35 couples with children suffering cancer, Mytko et al (2005) n= 49 patients 

with cancer receiving chemotherapy, Holly et al (2003) n= 64 women with breast cancer  

and Diane et al (2007) n = 50 patients with head and neck cancer, De Faye et al (2006) n= 

52 cancer patients, Lindberg et al (2004) n= 73 breast cancer patienst, Ben-Zur et al (2001) 

n= 73 patient with breast cancer, List et al (2002) n= 79 cancer patients and list et al (2002) 

n= 79 patient with head and neck cancer; and  Henderson et al (2003) n= 86 breast cancer. 

But another studies have a medium sample size including Perczek et al (2002) n= 101 men 

aged 46-87 year with prostate cancer, Cameron et al (2005) n= 110 women with breast 

cancer, Hyodo et al (1996) 118 patients with cancer, Tatsumura et al (2003) n= 143 

patients with unspecified cancer, Tan (2007) n= 148 patients with cancer, Tarakeshwar et 

al (2006) n= 170 patients with unspecified advanced cancer, Vinduhbala et al (2006) n= 
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176 patients with neck and head cancer, Anagnostopoulos et al (2004) n=180 breast 

cancer,  Trace et al (2004) n= 189 patients with advanced breast cancer, Anderson et al 

(2005) n= 227 patients with cancer recurrence, Hee-Seung et al (2002) n= 257 patients 

with cancer and Kadan-Lottick et al (2005) n= 251 patients with advanced cancer. 

 

However, few studies conducted large sample size such as Aleksandra et al (2007) n=321 

patient with cancer, Roth et al (2005) n= 367 prostate cancer, Noyes et al (1990) n= 400 

patients with cancer Reynolds et al ?(2000) n= 442 black, and 405 white US women wit 

breast cancer, Wellisch et al (2001) n= 430 patients treating from cancer, Blank et al 

(2006) n= 490 men with prostate cancer, Büssing, Ostermann, and Koeing (2007) n= 710 

patients with cancer, Maunsell et al (2001) n= 765 patients with breast cancer, Reynolds et 

al (2000) n= 847 patients with breast cancer and Absetz et al (2002) n= 1544 women with 

breast cancer.  

 

Tools of the previous studies: 

The tools  that used in the studies depend on what measured exactly or what reflection of 

the cancer on mental health and coping among the analyzed samples for patients with 

different types of cancer.  

 

Some of the studies used interviews such as Maunsell et al (2001) used inspected interview 

3-6 months for the patients with cancer, Kadan-Lottick et al (2005) used structured clinical 

interview for (DSM-IV) modules, Tatsumura et al (2003) used in-depth interview 

conducted with a selected subset of survey participants, Fariba et al (2006) used interview 

using a content analysis method, Tarakeshwar et al ( 2006) structured interview, and 
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Aquino et al (2007) used semi-structured  interviews and Hoff et al (2007) used qualitative 

semi-structured interview. 

 

But, Hyodo et al (1996); Schreier and Williams (2007);  Wellisch et al (2001) used State-

Trait Anxiety Inventory, while Roth et al (2005) used Memorial Anxiety Scale for Prostate 

Cancer (MAX�PC); and Lindberg et al (2004); Pitman et al (2001) used PTSD scale and 

DSM IV criteria. 

 

Where Anderson et al (2005) used Randomized clinical trial, Sauan et al (2005) and 

McMillan et al (2005) used Random selection and division the group into three groups 

control group who receive standard hospice care, a group who receive standard hospice 

care plus three supportive visits, and a group who receive standard care plus three visit 

approach. 

 

However, Reynolds et al (2000); Anagnostopoulos et al (2004); Henderson et al (2003) ; 

Mytko et al (2005); Tan (2007); Hee-Seung et al (2002); Rntmsc et al (2006);  List et al 

(2002); Silva et al (2006) used Folkman and Lazarus Ways of coping Questionnaire, Ben-

Zur et al (2001) used brief symptom inventory, Psychological Adjustment Questionnaire, 

List et al (2002) used Functional Assessment of cancer (head and neck) ; the performance 

status scale (head and neck); and ways of coping �cancer Version., Holly et al (2003) used 

depression and anxiety scales and coping inventory, Lavee et al (2003) used ENR. JCH 

two questionnaire like a likert scale, Diane et al (2007) used IPQ-R, BMQ, Brief COPE, 

LOT-R, SCIP, EORTC QLQ-C30, SF-12. 

 



 ��

Other studies used screening program test like Absetz et al (2002) and Case et al (2005) 

but Cameron et al (2005) used completed measures of affective and cognitive factors 

identified by Leventhal's Common-sense model of Illnes self �regulation.  

Büssing, Ostermann, and Koeing (2007); Büssing et al (2005); Büssing et al (2007) used 

SpR (Spiritual/Religious) scale  among patients with cancer. 

 

Results of the previous studies: 

Hyodo et al (1996); Schreier and Williams (2007) found that the State anxiety scores in 

most of the patients with benign diseases were reduced to the normal range after 

explanation in the first study but didn�t decrease after explanation in the second study. 

anxiety was significantly higher among patients whose PSA levels were changing in Roth 

et al (2005). 

Lindberg et al (2004); and Pitman et al (2001) found that patients with cancer exhibit the 

traumatic experience and symptoms of PTSD. 

The studies of Maunsell et al (2001), Andreson et al (2005), and Couper et al (2006) 

showed that patients with cancer have high rate of stress  among the analyzed sample and 

they usually distressed and anxious about the disease.  Furthermore, they have mental 

health problem related to their illness characterized by their behavioral style. 

But, Kadan-Lottick et al (2005) mention that patients with cancer have psychological 

problems that need mental health intervention which observed among the most of them 

during the phase of the disease. 

The religious and spiritual coping were found significant and increased among patients 

with cancer in the studies of Feher et al (1999), List et al (2002), Tatsumura et al (2003), 

Aquino et al (2007), and Fariba et al (2006). 
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But in Reynolds et al (2000), Absetz et al (2002), Ben-Zur and Gilber (2001) and 

McMillan et al (2005) the patients with cancer  use mechanism of emotion-focused coping. 

While problem focused coping were found in Ben-Zur and Gilber (2001), McMillan et al 

(2005) and Vidhubala et al (2006). 

And  seeking behavior coping were found in Leydon et al (2000), Pagona et al (2007), and 

Case et al (2005). 
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Chapter 3 

Methodology 

 

The researcher will focus in this chapter on description of study design, setting of the 

study, sample, population, ethical consideration and the instrument that used in data 

collection.   

3.1 Design�   

This descriptive analytical study with cross sectional method for data collection using 

interviewed directed questionnaire applied by the researcher and three (G P) doctors� 

Cross-sectional studies can be through providing a "snapshot" of the frequency and 

characteristics of the event in a population at a particular point in time. This type of data 

can be used to assess the prevalence of acute or chronic conditions in a population. And  to 

answer the study questions about assessing the coping strategies of cancer patients at Shifa 

Hospital in Gaza Strip.  However, the scientific method for the analysis of data gathered. 

 

3.2 Setting of the study� 

Researcher chose Shifa Hospital in the study period between September (2007) and August 

(2008), and the data were collected in the period between 3/24/2008 till 4/23/2008 the 

questionnaire fulfilled by the researcher through interview directed questionnaire, which 

had given to all attendants to the oncology clinic. Suitable environment will be considered 

for all subjects in fulfilling the questionnaire�  

The settings were: 

Interviews done for one month between 3/24/2008 till 4/23/2008 and Interviewing days 

were Monday and Wednesday weekly, The time of interview was 8 Am to 12:30 Pm and 

interview interval for each subject was 10 to 15 minutes, However, the interviewers were 
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the researcher and his assistants (three GP Physicians), Each subject was assessed for the 

vulnerability for interviewing with no embarrassments, In addition all the subjects were 

exhibited the willingness for this study after they inform about the study and the goals of it, 

The interview accompanied by refreshments paid by the researcher  and tired subjects were 

excluded from the interview, Also the  place of interview was comfortable and air 

conditioned, and the researcher made the interviews up on the fluency of the subjects with 

no previous preparation. 

 

3.3 Population�  

All attendants to the oncology clinic in Shifa Hospital as a convenient sample. 

 

3.3.1 Study sample: 

The researcher selected cluster random sample will have (all attendants to the oncology 

clinic were around 6,000 case and the researcher will have 400 subject from the total 

population), they are chosen in certain period and certain time, the researcher chose the 

first arriving subject to the clinic randomly while each other subject from the referral files 

in the oncology clinic (when each subject receive his file from the clerk).  

 

3.3.2 Sample size� 

Sample size: 400 subjects from all attendants to the oncology clinic as simple random 

sample.  
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3.3.3 Real sample size:  

A convenient sample of 358 of patients with cancer 114 males and 244 females adult  age 

group were enrolled in this study as respondents by rate 89.5 %, while the irrespondents 

were 42 by rate 10.5 % from proposed sample as shown in the table 

 

3.4 Instruments� 

Interviewed directed questionnaire; this questionnaire was contains the following: 

- Socio-demographical data (developed by the researcher) socio-demographical status 

for patients with cancer (subjects of the study) to assess; age, sex, place of residence, 

income, shelter status, � etc (annex, 3). 

- Anxiety scale containing (Anxiety State and Anxiety Trait) have the validity and 

reliability previously, (annex 4, annex) 

- PTSD Scale, have the validity and reliability previously. (annex 6)  

- Ways  of coping strategies used with stressful situations. (annex 7) 

 

3.4.1 State-Trait Anxiety Inventory  

By: Spielberger et al (1970) 

Description: The State-Trait Anxiety Inventory (STAI) was initially conceptualized as a 

research instrument for the study of anxiety in adults. It is a self-report assessment device 

which includes separate measures of state and trait anxiety. According to the author, state 

anxiety reflects a "transitory emotional state or condition of the human organism that is 

characterized by subjective, consciously perceived feelings of tension and apprehension, 

and heightened autonomic nervous system activity." State anxiety may fluctuate over time 

and can vary in intensity. In contrast, trait anxiety denotes "relatively stable individual 
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differences in anxiety proneness." and refers to a general tendency to respond with anxiety 

to perceived threats in the environment.  

Scoring and Norms: Scores on the STAI have a direct interpretation: high scores on their 

respective scales mean more trait or state anxiety and low scores mean less. Both 

percentile ranks and standard (T) scores are available for male and female working adults 

in three age groups (19-39, 40-49, 50-69), male and female high school and college 

students, male military recruits, male neuropsychiatric patients, male medical patients, and 

male prison inmates.  

Reliability: The stability of the STAI scales was assessed on male and female samples of 

high school and college students for test-retest intervals ranging from one hour to 104 

days. The magnitude of the reliability coefficients decreased as a function of interval 

length. For the Trait-anxiety scale the coefficients ranged from .65 to .86, whereas the 

range for the State-anxiety scale was .16 to .62. This low level of stability for the State-

anxiety scale is expected since responses to the items on this scale are thought to reflect the 

influence of whatever transient situational factors exist at the time of testing.  

Validity: Correlations are presented in the manual between this scale and other measures 

of trait-anxiety: the Taylor Manifest Anxiety Scale, the IPAT Anxiety Scale, and the 

Multiple Affect Adjective Check List. These correlations are .80,.75, and .52, respectively.  

 

3.4.2 PTSD scale (Davidson et al 1989) translated by Dr. Abdel Aziz Thabet 

The PTSD scale consisted of 17 sections concerning PTSD that experienced by person. 

Each section related to the previous traumatic event.  Each section have 5 answers start the 

first answer with never, rarely, sometimes, most times, always.  The interviewee put mark 

(X) in front of the statement that agree and express his feeling.  all the statement are correct 
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and have scale start from absolute never and ends with assertiveness for these feelings.  

The answers concerned with one correct  statement for each section. 

Scale correction 

The scale degrees ranged from (0- 68) that the highest scores for those who experienced 

traumatic events and (0) Zero for whom never experience the traumatic events.  The 

answers start with never scored zero (0), rarely (1), sometimes (2), most times (3), and 

always (4). 

 

The scale divided in to three main subscale: 

Re-experience the traumatic events that include the following items 1, 2, 3, 4, 17. 

Avoidance of traumatic events that include the following items 5, 6, 7, 8, 9, 10, 11. 

Hyper-arousal that include the following item 12, 13, 14, 15, 16. 

The items calculated according to scale formulated from five points ( from 0-4)  the sum of 

the items grades will be 136 point. The diagnosis of PTSD confirmed as follow 

One symptom of re-experiencing the traumatic events 

Three symptoms from avoidance symptoms. 

Two symptoms from the hyper-arousal symptoms. 

Saidam (2005) estimated the alpha Cronbach for the translated PTSD scale version (17 

item)  and its subscales on a group of university students in Gaza governorates.  The 

researcher found that alpha Cronbach (0.82) which indicate the good stability for this scale. 

 

3.4.3 Ways of coping  (Folkman et al, 1986): 

The Ways of Coping (Revised) is a 66-item questionnaire containing a wide range of 

thoughts and acts that people use to deal with the internal and/or external demands of 

specific stressful encounters. Usually the encounter is described by the subject in an 



 ��

interview or in a brief written description saying who was involved, where it took place 

and what happened. Sometimes a particular encounter, such as a medical treatment or an 

academic examination, is selected by the investigator as the focus of the questionnaire. 

Each administration, however, is focused on coping processes in a particular stressful 

encounter and not on coping styles or traits. 

The revised Ways of Coping (Folkman & Lazarus, 1985) differs from the original Ways of 

Coping Checklist (Folkman & Lazarus, 1980) in several ways. The response format in the 

original version was Yes/No; on the revised version the subject responds on a 4-point 

Likert scale (0 = does not apply and/or not used; 3 = used a great deal). Redundant and 

unclear items were deleted or reworded, and several items, such as prayer, were added. 

The Way of Coping that used in this study shortened to 44 items divided in 7 subscale as 

follow: 

1) Wish and avoidance thinking including the following items (3,11,19,21,34,39,42). 

2) Problem solving including the following items (7,12,15,23,43,44) 

3) Reinterpretation including the following items (5,8,9,16,20,31,32,38,40) 

4) Affiliation including the following items (1,17,24,30,33) 

5) Accountability including the following items (2,10,18,26,41) 

6) Self control including the following items (6,13,14,22,28,35,37) 

7) Trouble and escape including the following items (4,25,27,29,36) 

In study by Folkman et al (1986) they were studied the ways of coping among community 

sample of people and show  their alphas independently as follow; confronting coping 

(alpha= 0.70); Distancing (alpha =0.61); self-controlling (alpha=0.70); seeking social 

support (alpha=0.76); accepting responsibility (alpha= 0.66); escape and avoidance 

(alpha=0.72); planful problems solving (alpha=0.68); and positive reappraisal 

(alpha=0.79).  The eight scales accounted for 46.2% of the variance. 
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3.5 Pilot study: 

The researcher applied the instruments of this study on a 52 of cancer patients as a pilot 

sample from the original population of the study sample; 20 males and 32 females, where 

this technique used to estimate and discuss the validity and reliability of the instruments 

used in this study. 

 

3.5.1 Validity and Reliability of anxiety scale "state and trait" 

3.5.1.1 Validity of anxiety scale "state and trait" 

To compute the internal consistency of the anxiety scale; the researcher calculate the 

correlation coefficients of every item of the scale with the total scores of every scale, as 

shown in the following table: 

 

Table (1): Internal consistency of items with total scores of every anxiety scale 

"state and trait" 

Anxiety 

state  

No. of items 

Correlation 

coefficients 

Sig. 

Level 

Anxiety 

trait 

No. of 

items 

Correlation 

coefficients 

Sig. 

Level 

1 0.606 0.001*** 1 0.660 0.001*** 

2 0.718 0.001*** 2 0.637 0.001*** 

3 0.744 0.001*** 3 0.458 0.001*** 

4 0.620 0.001*** 4 0.762 0.001*** 

5 0.494 0.001*** 5 0.731 0.001*** 

6 0.661 0.001*** 6 0.650 0.001*** 

7 0.722 0.001*** 7 0.538 0.001*** 

8 0.536 0.001*** 8 0.618 0.001*** 

9 0.736 0.001*** 9 0.326 0.018* 

*p< 0.05   **p< 0.01   ***p< 0.001 

 

As shown in table (1); there are all of items of two scales of anxiety "state and trait" had 

good levels of internal consistency validity with total score of every scale, were the 
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correlation coefficients ranged R= (0.494 - 0.744) for anxiety state and (0.326 � 0.762) for 

anxiety trait; and most of items significant at 0.01. 

 

3.5.1.2 Reliability of anxiety scale "state and trait" 

To calculate the reliability of the anxiety scale; the researcher uses the following two 

methods: 

 

1- Split half method 

Researcher calculated the reliability of anxiety scale by using split half method (part1 = 5 

items & part2 = 4 items for every image of anxiety scale); where the reliability coefficient 

was (R = 0.793) for anxiety state and (R= 0.699) for anxiety trait. 

2- Cronbach�s alpha equation 

Researcher estimated the reliability of the anxiety scale by using the equation of 

Cronbach�s alpha (No. of items = 9 for every image of anxiety); the value of alpha was 

(0.828) for anxiety state and (0.773) for anxiety trait. The previous results of validity and 

reliability were revealed that the anxiety scale is valid and reliable. 

 

3.5.2 Validity and Reliability of PTSD scale  

3.5.2.1 Validity of PTSD 

To compute the internal consistency of the PTSD scale; the researcher calculate the 

correlation coefficients of every item of the scale with the total score of scale, as shown in 

the following table: 
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Table (2): Internal consistency of items with total score of PTSD 

No. of items 
Correlation 

coefficients 

Sig. 

Level 

No. of 

items 

Correlation 

coefficients 

Sig. 

Level 

1 0.498 0.001*** 10 0.698 0.001*** 

2 0.511 0.001*** 11 0.715 0.001*** 

3 0.462 0.001*** 12 0.692 0.001*** 

4 0.626 0.001*** 13 0.516 0.001*** 

5 0.589 0.001*** 14 0.757 0.001*** 

6 0.559 0.001*** 15 0.752 0.001*** 

7 0.355 0.01** 16 0.784 0.001*** 

8 0.638 0.001*** 17 0.800 0.001*** 

9 0.826 0.001***  

*p< 0.05   **p< 0.01   ***p< 0.001 

 

As shown in table (2); there are all of items of PTSD scales had good levels of internal 

consistency validity with total score of the scale, were the correlation coefficients ranged 

R= (0.355 - 0.826) and all of items significant at 0.01. 

 

3.5.2.2 Reliability of PTSD: 

To calculate the reliability of PTSD scale; the researcher uses the following two methods: 

1- Split half method 

Researcher calculated the reliability of PTSD scale by using split half method (part1 = 9 

items & part2 = 8 items); where the reliability coefficient was (R = 0.809). 

2- Cronbach�s alpha equation 

Researcher estimated the reliability of the PTSD scale by using the equation of Cronbach�s 

alpha (No. of items = 17); the value of alpha was (0.908), were this results revealed that the 

scale is valid and reliable. 
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3.5.3 Validity and Reliability of coping strategies scale  

3.5.3.1 Validity of coping strategies 

To estimate the Internal consistency of the coping strategies scale; the researcher calculate 

the correlation coefficients of every item of the subscale with the total score of every 

subscale, as shown in the following table: 

Table (3) : Internal consistency of items with total score of coping strategies 

Sub scale 

No. 

of 

items 

Correlation 

coefficients 

Sig. 

Level 
Sub scale 

No. 

of 

items 

Correlation 

coefficients 

Sig. 

Level 

3 0.869 0.001*** 1 0.630 0.001*** 

11 0.890 0.001*** 17 0.446 0.001*** 

19 0.647 0.001*** 24 0.578 0.001*** 

21 0.732 0.001*** 30 0.674 0.001*** 

34 0.496 0.001*** 

4- Affiliation 

33 0.754 0.001*** 

39 0.732 0.001*** 2 0.630 0.001*** 

1- Wish and 

avoidance 

thinking 

42 0.854 0.001*** 10 0.611 0.001*** 

7 0.670 0.001*** 18 0.362 0.008  ** 

12 0.793 0.001*** 26 0.664 0.001*** 

15 0.733 0.001*** 

5- 

Accountability 

41 0.524 0.001*** 

23 0.532 0.001*** 6 0.768 0.001*** 

43 0.463 0.001*** 13 0.788 0.001*** 

2- Problem 

solving 

44 0.567 0.001*** 14 0.393 0.004  ** 

5 0.637 0.001*** 22 0.739 0.001*** 

8 0.490 0.001*** 28 0.772 0.001*** 

9 0.427 0.002  ** 35 0.636 0.001*** 

16 0.632 0.001*** 

6- Self control 

37 0.702 0.001*** 

20 0.490 0.001*** 4 0.626 0.001*** 

31 0.681 0.001*** 25 0.677 0.001*** 

32 0.624 0.001*** 27 0.731 0.001*** 

38 0.522 0.001*** 29 0.663 0.001*** 

3- 

Reinterpretation 

40 0.574 0.001*** 

7- Trouble and 

escape 

36 0.620 0.001*** 

*p< 0.05   **p< 0.01   ***p< 0.001 

As shown in table (3); there are all of items of coping strategies scales had good levels of 

internal consistency validity with total score of its every subscale, were the correlation 

coefficients ranged R= (0.362 - 0.890) and all of items significant at 0.01. 
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3.5.3.2 Reliability of coping strategies 

The researcher estimated the reliability of the subscales of coping strategies scale by using 

the equation of Cronbach�s alpha as shown in the following table: 

Table (4): Reliability by Cronbach�s alpha 

Subscale No. of items Alpha 

1- Wish and avoidance thinking 7 0.869 

2- Problem solving 6 0.674 

3- Reinterpretation 9 0.734 

4- Affiliation 5 0.568 

5- Accountability 5 0.419 

6- Self control 7 0.806 

7- Trouble and escape 5 0.675 

*p< 0.05  **p< 0.01  ***p< 0.001 

 

As shown in table(4), all of values of alpha were significant at 0.01., which means that the 

scale of coping strategies and its subscales is valid and reliable. 

 

3.6 Ethical considerations� 

Permission from ministry of health (MOH), approval from Helsinki Committee (annex 1)� 

approval from subjects (the approval taken at the time of interview and each one have the 

right to refuse the interview, and approval from health sectors for field study 

administration and clinic medical team (approval to search for the subjects data mainly in 

their files) (annex 2). 

 

3.7 Data entry and analysis  

After data collection of the researcher  used  SPSS  (version 13) computer program for data 

entry and analysis . While the researcher used different methods of  statistical analysis that 

clarifying the differences between the groups such as frequencies, t- independent test, 
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comparing means, one way A NOVA, and chi-square that also denoted the differences 

between the groups and within the groups of the study variables  

 

3.8  Eligibility criteria:  

3.8.1  Inclusion criteria: 

All oncology clinic attendants in AL 'Shifa Hospital, all subjects experience disease two 

years or more, ages of subjects were more than 12 years old, and all subjects who have 

files in the clinic 

 

3.8.2 Exclusion criteria 

Critical cases were haven't the ability to do interview and patients who haven't files in the 

clinic. 

 

3.9 Limitations 

3.9.1 Transportations for both researcher and subjects. 

3.9.2 Time and money consuming. 

3.9.3 Validity and reliability to the instrument used . 

3.9.4 Subjects intolerance for interview. 

3.9.5 Security invasion" for some subjects during data collection because they don't want 

to tell about their illness . 
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Chapter 4 

Results 

In this chapter the researcher will view the results of the study in four models; the first is 

the socio-demographic characteristics of the study sample, the second about mental health 

problems "state and trait anxiety and PTSD and there relations with socio-demographic 

data of cancer patients, the third about the coping strategies and their relations with socio-

demographic data of cancer patients, while the fourth is about the relationship between 

mental health problems and coping strategies among the study sample. 

 

4.1 Demographic results of the study sample:  

The following table shows the demographic results of the study sample, which described 

the study sample according to Place of residence, sex, age, marital status, educational level 

type of work, and monthly income. 

The sample consisted of 358 patients with cancer, 114 were males (31.8%) and 244 were 

females (68.2%). patients with cancer from North Gaza were (24.9%), from Gaza (60.1%), 

and from middle area (15.1%). According to marital status were married (82.4%), single 

(3.4%), Divorced (0.6%), and Widowed (13.7%). According to educational level were 

Primary and less (26.8%), Preparatory (27.7%), Secondary (38.0%), and University 

(7.5%).  According to type of work were Unemployed (17.9%), Employee (10.9%), 

Worker & private work (8.9%), Retired (5.9%), and Others "cannot, house wife" (56.4). 

According to monthly income, were (39.4%) of patients had monthly income 1000 and less 

NIS, (35.5%) monthly income was from 1001-2000 NIS, (22.3 %) of patients were from 

2001-3000, (2.8%) were 3001 NIS and above.  
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Table (5) 

Demographic characteristics of the study Sample (N=358)  

Place of residence  N % 

North 89 24.9 

Gaza 215 60.1 

Middle 54 15.1 

Total 358 100.0 

Sex 

Males 114 31.8 

Females 244 68.2 

Total 358 100.0 

Age    

40 and less 39 10.9 

41-50 80 22.3 

51-60 105 29.3 

61-70 84 23.5 

71 and above 50 14.0 

Total 358 100.0 

Marital status 

Married 295 82.4 

Single 12 3.4 

Divorced 2 0.6 

Widowed 49 13.7 

Total 358 100.0 

Educational level 

Primary and less 96 26.8 

Preparatory 99 27.7 

Secondary 136 38.0 

Diploma - 0.0 

University 27 7.5 

Post graduate - 0.0 

Total 358 100.0 

Work 

Unemployed 64 17.9 

Employee 39 10.9 

Worker & private work  32 8.9 

Retired 21 5.9 

Others "cannot, house wife" 202 56.4 
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Total 358 100.0 

Monthly income 

1000 and less  141 39.4 

1001-2000 127 35.5 

2001-3000 80 22.3 

3001 NIS and above 10 2.8 

Total 358 100.0 

 

Table (6) 

Medical conditions of patients with cancer 
 

Type of tumor N % 

Lung 21 5.9 

Breast 164 45.8 

Colon 45 12.6 

Uterus 7 2.0 

Ovary 3 0.8 

Larynx 5 1.4 

Liver 3 0.8 

Thyroid gland 28 7.8 

Other 82 22.9 

Total 358 100.0 

Duration of illness 

less than 2 years 139 38.8 

2-5 years 116 32.4 

6-10 years 68 19.0 

more than 10 years 35 9.8 

Total 358 100.0 

Type of treatment 

Hormonal 3 .8 

Chemotherapy 38 10.6 

Radiation 3 0.8 

Surgical 3 0.8 

Mixed 311 86.9 

Total 358 100.0 
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4.2 Mental health problems according to demographic variables among the study 

sample 

4.2.1 Symptoms and Prevalence of mental health problems among the study sample 

4.2.1.1 Symptoms of state of anxiety among the study sample 

 

The following table shows that the symptoms of state of anxiety among the study sample 

of cancer patients, where the ratio scales plays the role of this step. Symptom of disturbed 

at what may happen is unfortunate at the highest rank (69.7%), followed by very nervous 

(67.5%), and tense (66.7%) among the study sample of cancer patients. 

Table (7) : Symptoms of anxiety state among the study sample 

Symptoms N of items Mean St. Dev. 
Ratio 

scale % 

Now I am disturbed at what may happen is 

unfortunate 
1 2.79 1.056 69.7 

I'm very nervous (asses) 1 2.70 1.023 67.5 

I'm tense 1 2.67 1.061 66.7 

I feel relaxed 1 2.67 1.018 66.7 

I feel disturbance 1 2.64 0.990 66.0 

I feel (relax) 1 2.63 1.136 65.7 

I feel safe 1 2.31 1.070 57.7 

feel complacent 1 1.76 0.926 44.0 

I feel confident in the soul 1 1.69 0.928 42.2 

 

4.2.1.2  Frequency of anxiety trait  among the study sample: 

The following table shows that the symptoms of trait of anxiety items, where the symptom 

of feel comfortable at the highest rank (69.5%), followed by wounded of a state of tension 

or trouble when I think of my interests and concerns in the recent period (64.5%), and feel 

nervous and instability at the third rank (63.2%) among the study sample of cancer 

patients. 
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Table (8) : frequency of Anxiety trait among the study sample 

Symptoms N of items Mean St. Dev. 
Ratio 

scale % 

I feel comfortable 1 2.78 0.939 69.5 

Wounded of a state of tension or trouble when I think of my 

interests and concerns in the recent period 
1 2.58 0.893 64.5 

I feel nervous and instability 1 2.53 0.893 63.2 

I feel safe 1 2.41 1.018 60.2 

I have disturbing ideas 1 2.26 0.925 56.5 

I feel that the difficulties to accumulate so I can not overcome 1 2.13 0.909 53.2 

I feel convinced myself 1 2.07 0.955 51.7 

I feel incompetent 1 1.56 0.809 39.0 

I feel as if I failed 1 1.31 0.629 32.7 

 

4.2.1.3  Symptoms of PTSD among the study sample: 

The following table shows that the symptoms of PTSD, where avoiding any thoughts or 

feelings about the event is the highest rank symptom (60.7%), followed by avoiding doing 

things or going into situations which remind you by the events (59.5%), and upset by some 

things which reminded you of the events at the third rank (57.0%) among the study sample 

of cancer patients. 

Table (9) : Symptoms of PTSD among the study sample 

Symptoms N of items Mean St. Dev. 
Ratio scale 

% 

Avoiding any thoughts or feelings about the event. 1 2.43 1.274 60.7 

Avoiding doing things or going into situations which remind 

you by the events. 
1 2.38 1.284 59.5 

Upset by some things which reminded you of the events. 1 2.28 1.231 57.0 

Painful imagoes or memories of the events. 1 2.23 1.168 55.7 

Irritable or had outbursts of anger. 1 1.93 1.080 48.2 

Thoughts of the events was reoccurring. 1 1.91 1.254 47.7 

Jumble easily started. 1 1.70 1.170 42.5 

Difficulty enjoying things. 1 1.60 1.173 40.0 
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Trouble falling a sleep or staying sleep. 1 1.58 1.136 39.5 

Physically up set by reminders of the event. 1 1.56 1.334 39.0 

Distressing dreams of the events. 1 1.54 1.075 38.5 

On edge been easily distracted or hade to stay. 1 1.46 1.230 36.5 

Difficulty in concentration. 1 1.43 1.132 35.7 

Found it hard to imagine having along life span fulfilling your 

goals. 
1 1.41 1.239 35.2 

Distant or cut off from others people. 1 1.38 1.202 34.5 

Unable to have sad or loving feeling. 1 1.27 1.142 31.7 

Found your self unable to recall important parts of the event. 1 0.74 1.109 18.5 

 

4.2.1.4 Prevalence of mental health problems among the study sample: 

The following table shows that the prevalence of mental health problems among the study 

sample of cancer patients, where the ratio scales plays the role of this step.  State anxiety at 

the highest rank (60.8%), followed by trait anxiety (54.6%), re-experiencing of PTSD at 

the third rank (47.%), followed by PTSD (42.5%), hyper arousal of PTSD was at the sixth 

rank (40.5%), where avoidance of PTSD at the lowest rank (40.1%) among the study 

sample of cancer patients. 

Table (10) : Prevalence of mental health problems among the study sample 

Variables N of items Mean St. Dev. 
Ratio 

scale % 

Arrange-

ment 

State anxiety 9 21.91 6.690 60.8 1 

Trait anxiety 9 19.67 5.466 54.6 2 

PTSD 17 28.91 14.358 42.5 5 

Re- experiencing 5 9.55 4.757 47.7 3 

Avoidance 7 11.25 6.070 40.1 7 

Hyper arousal 5 8.11 4.795 40.5 6 

 

4.2.2 Mental health problems according to sex: 

The researcher adopts t-independent test to investigate the differences between male (n= 
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114) and female (n= 244) in demonstrating dependent variables State anxiety;  trait 

anxiety; and  PTSD (Re-experiencing, avoidance, hyper arousal). 

As shown in following table; the result found that there were no significant differences in 

state anxiety (t= 1.21, p= 0.223), trait anxiety (t= 1.65, p= 0.099) according to sex of the 

study sample. There were no significant differences in PTSD (t= 0.31, p= 0.753) and its 

dimensions re-experiences (t= 0.49, p= 0.622), avoidance (t= 0.38, p= 0.704), hyper 

arousal (t= 0.95, p= 0.342) according to sex of the study sample. 

 

Table (11): Independent t-test comparing means of  mental health problems according to sex 

Variable Sex N Mean Std. Dev t-value p-value 

Male 114 22.54 7.459 
State anxiety 

Female 244 21.61 6.294 
1.21 0.223 

Male 114 20.36 6.016 
Trait anxiety 

Female 244 19.34 5.169 
1.65 0.099 

Male 114 29.26 15.595 
PTSD 

Female 244 28.75 13.772 
0.31 0.753 

Male 114 9.36 5.199 
Re-experiencing 

Female 244 9.63 4.544 
0.49 0.622 

Male 114 11.42 6.590 
Avoidance 

Female 244 11.16 5.823 
0.38 0.704 

Male 114 8.46 5.164 
Hyper arousal 

Female 244 7.94 4.615 
0.95 0.342 

*p< 0.05   **p< 0.01   ***p< 0.001 

4.2.3 Mental health problems according to age of the study sample: 

In order to investigate the difference in mental health problems according to age of the 

study sample (40 years and less, 41 � 50, 51 � 60, 61 � 70, 71 years and above) the 

researcher demonstrate one-way ANOVA analysis. 

The following table shows that: there were no significant differences in state anxiety (f = 

2.029; P= 0.090) and trait anxiety (f = 2.286; P= 0.060) according to the groups of ages of 

the study sample. 

There were no significant differences in PTSD (f= 1.856, p= 0.118), avoidance (f= 1.497, 
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p= 0.202), and hyper arousal (f= 0.872, p= 0.481) according to age of the study sample. 

While there was significant difference in re-experiences dimension of PTSD according to 

age of the study sample (f= 3.519, p= 0.008). 

 

Table (12): One-way ANOVA comparing mental health problems according to age 

Variable Source of variance 
Sum of 

Squares 
Df Mean Square F- value 

Sig. 

Level 

Between Groups 359.267 4 89.817 

Within Groups 15623.048 353 44.258 State anxiety 

Total 15982.316 357  

2.029 0.090 

Between Groups 269.342 4 67.336 

Within Groups 10397.764 353 29.455 Trait anxiety 

Total 10667.106 357  

2.286 0.060 

Between Groups 1516.070 4 379.018 

Within Groups 72080.245 353 204.193 PTSD 

Total 73596.316 357  

1.856 0.118 

Between Groups 309.800 4 77.450 

Within Groups 7768.795 353 22.008 Re-experiencing 

Total 8078.595 357  

3.519 
** 

0.008 

Between Groups 219.478 4 54.870 

Within Groups 12935.896 353 36.646 Avoidance 

Total 13155.374 357  

1.497 0.202 

Between Groups 80.386 4 20.097 

Within Groups 8131.144 353 23.034 Hyper arousal 

Total 8211.531 357  

0.872 0.481 

*p< 0.05   **p< 0.01   ***p< 0.001 

 

Post �hoc analysis using Scheffee statistical test was done and indicated; the means of re-

experiences according to age of the study sample (40 years and less, 41 � 50, 51 � 60, 61 � 

70, 71 years and above). 

As shown in the following table; the group of 40 years and less were significantly higher in 

re-experiences than 71 years and above among the study sample. 
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Table( 13): Means of re-experiencing according to age 

Variable N Mean S.D 

40 years and less 50 10.820 4.077 

41 � 50 years 80 10.650 4.647 

51 � 60 years 105 9.085 4.422 

61 � 70 years 84 9.440 4.885 

Re-experiencing 

71 years and above 50 7.960 5.375 

 

 

4.2.4 Mental health problems according to marital status of the study sample: 

In order to investigate the difference in mental health problems according to marital status 

of the study sample (single, married, divorced, widowed) the researcher demonstrate one-

way ANOVA analysis. The following table shows that: there were no significant 

differences in state anxiety (f = 1.978; P= 0.117) and trait anxiety (f = 2.258; P= 0.081) 

according to marital status of the study sample. While there were significant differences in 

PTSD (f= 4.623, p= 0.003), and its dimensions re-experiences (f= 4.677, p= 0.003), 

avoidance (f= 3.629, p= 0.013), and hyper arousal (f= 4.421, p= 0.005) according to 

marital status of the study sample. 

 



 ��

Table (14): One-way ANOVA comparing mental health problems according to marital status 

Variable Source of variance 
Sum of 

Squares 
Df Mean Square F- value 

Sig. 

Level 

Between Groups 263.451 3 87.817 

Within Groups 15718.865 354 44.404 State anxiety 

Total 15982.316 357  

1.978 0.117 

Between Groups 200.386 3 66.795 

Within Groups 10466.720 354 29.567 Trait anxiety 

Total 10667.106 357  

2.259 0.081 

Between Groups 2774.643 3 924.881 

Within Groups 70821.673 354 200.061 PTSD 

Total 73596.316 357  

4.623 
** 

0.003 

Between Groups 308.012 3 102.671 

Within Groups 7770.583 354 21.951 Re-experiencing 

Total 8078.595 357  

4.677 
** 

0.003 

Between Groups 392.484 3 130.828 

Within Groups 12762.890 354 36.053 Avoidance 

Total 13155.374 357  

3.629 
* 

0.013 

Between Groups 296.538 3 98.846 

Within Groups 7914.993 354 22.359 Hyper arousal 

Total 8211.531 357  

4.421 
** 

0.005 

*p< 0.05   **p< 0.01   ***p< 0.001 
 

 

Post �hoc analysis using Scheffee statistical test was done and indicated; the means of 

PTSD and its dimensions according to marital status of the study sample (Single - married 

-  widowed -  divorced). 

As shown in the following table; Scheffee statistical test indicate that the differences in 

PTSD and its dimensions were between married group and widowed group, in favor to 

married group of the study sample. 
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Table (15): Means of PTSD according to marital status 

Variable N Mean S.D 

Single 12 31.916 13.520 

Married 295 29.935 14.108 

Widowed 49 21.979 14.527 
PTSD 

Divorced 2 30.000 12.727 

Single 12 10.666 4.141 

Married 295 9.891 4.718 

Widowed 49 7.367 4.626 
Re-experiencing 

Divorced 2 6.000 2.828 

Single 12 12.166 6.630 

Married 295 11.647 5.962 

Widowed 49 8.632 6.163 
Avoidance 

Divorced 2 11.500 2.121 

Single 12 9.083 3.752 

Married 295 8.396 4.758 

Widowed 49 5.979 4.661 
Hyper arousal 

Divorced 2 12.500 7.778 
 

 

4.2.5 Mental health problems according to educational level of the study sample: 

In order to investigate the difference in mental health problems according to educational 

level of the study sample (Primary and less, Preparatory, Secondary, University) the 

researcher demonstrate one-way ANOVA analysis. 

The following table shows that: there were no significant differences in state anxiety (f = 

0.300; P= 0.825) and trait anxiety (f = 0.593; P= 0.620) according to educational level of 

the study sample.  

There were no significant differences in PTSD (f= 0.676, p= 0.567), and its dimensions re-

experiences (f= 1.060, p= 0.366), avoidance (f= 0.708, p= 0.548), and hyper arousal (f= 

0.272, p= 0.846) according to educational level of the study sample. 
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Table (16): One-way ANOVA comparing mental health problems according to 

educational level 

Variable Source of variance 
Sum of 

Squares 
Df Mean Square F- value 

Sig. 

Level 

Between Groups 40.556 3 13.519 

Within Groups 15941.760 354 45.033 State anxiety 

Total 15982.316 357  

0.300 0.825 

Between Groups 53.298 3 17.766 

Within Groups 10613.808 354 29.983 Trait anxiety 

Total 10667.106 357  

0.593 0.620 

Between Groups 419.138 3 139.713 

Within Groups 73177.178 354 206.715 PTSD 

Total 73596.316 357  

0.676 0.567 

Between Groups 71.898 3 23.966 

Within Groups 8006.697 354 22.618 Re-experiencing 

Total 8078.595 357  

1.060 0.366 

Between Groups 78.487 3 26.162 

Within Groups 13076.888 354 36.940 Avoidance 

Total 13155.374 357  

0.708 0.548 

Between Groups 18.854 3 6.285 

Within Groups 8192.677 354 23.143 Hyper arousal 

Total 8211.531 357  

0.272 0.846 

*p< 0.05   **p< 0.01   ***p< 0.001 

 

4.2.6 Mental health problems according to work of the study sample: 

In order to investigate the difference in mental health problems according to work of the 

study sample (un-employed, employed, retired, others) the researcher demonstrate one-way 

ANOVA analysis. 

The following table shows that: there were significant differences in state anxiety (f = 

5.365; P= 0.001) and trait anxiety (f = 8.465; P= 0.001) according to work of the study 

sample. There were significant differences in PTSD (f= 7.712, p= 0.001), and its 

dimensions re-experiences (f= 6.162, p= 0.001), avoidance (f= 7.534, p= 0.001), and 

hyper-arousal (f= 6.030, p= 0.001) according to work of the study sample. 
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Table (17): One-way ANOVA comparing mental health problems according to work 

Variable Source of variance 
Sum of 

Squares 
Df Mean Square F- value 

Sig. 

Level 

Between Groups 695.010 3 231.670 

Within Groups 15287.306 354 43.184 State anxiety 

Total 15982.316 357  

5.365 
*** 

0.001 

Between Groups 713.984 3 237.995 

Within Groups 9953.122 354 28.116 Trait anxiety 

Total 10667.106 357  

8.465 
*** 

0.001 

Between Groups 4514.856 3 1504.952 

Within Groups 69081.459 354 195.145 PTSD 

Total 73596.316 357  

7.712 
*** 

0.001 

Between Groups 400.909 3 133.636 

Within Groups 7677.686 354 21.688 Re-experiencing 

Total 8078.595 357  

6.162 
*** 

0.001 

Between Groups 789.527 3 263.176 

Within Groups 12365.847 354 34.932 Avoidance 

Total 13155.374 357  

7.534 
*** 

0.001 

Between Groups 399.245 3 133.082 

Within Groups 7812.286 354 22.069 Hyper arousal 

Total 8211.531 357  

6.030 
*** 

0.001 

*p< 0.05   **p< 0.01   ***p< 0.001 

Post �hoc analysis using Scheffee statistical test was done and indicated; the means of 

PTSD and its dimensions according to work of the study sample (un-employed, employed, 

retired, others). 

 

As shown in the following table; Scheffee statistical test indicate that the differences in all 

mental health problems were between retired group versus other three groups, in favor to 

the three groups "unemployed, employed, other" of the study sample. 
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Table (18): Means of mental health problems according to work 

Variable N Mean S.D 

Unemployed 64 22.156 7.400 

Employed 71 23.619 6.225 

Retired 21 17.142 7.786 
State anxiety 

Others 202 21.732 6.273 

Unemployed 64 19.984 5.945 

Employed 71 21.366 5.032 

Retired 21 14.809 5.259 
Trait anxiety 

Others 202 19.480 5.183 

Unemployed 64 29.718 15.720 

Employed 71 30.704 13.129 

Retired 21 14.809 13.418 
PTSD 

Others 202 29.495 13.721 

Unemployed 64 9.281 5.078 

Employed 71 9.957 4.451 

Retired 21 5.428 5.343 
Re-experiencing 

Others 202 9.920 4.513 

Unemployed 64 11.906 6.955 

Employed 71 12.070 5.391 

Retired 21 5.428 5.626 
Avoidance 

Others 202 11.361 5.752 

Unemployed 64 8.531 5.291 

Employed 71 8.676 4.656 

Retired 21 3.952 4.043 
Hyper arousal 

Others 202 8.212 4.573 

 

 

4.2.7 Mental health problems according to monthly income of the study sample: 

In order to investigate the difference in mental health problems according to monthly 

income of the study sample (1000 NIS and less, 1001 - 2000, 2001- 3000, 3001 and above) 

the researcher demonstrate one-way ANOVA analysis. 

The following table shows that: there were no significant differences in state anxiety (f = 

0.877; P= 0.453) and trait anxiety (f = 1.321; P= 0.267) according to monthly income of 



 ��

the study sample. 

There were no significant differences in PTSD (f= 0.794, p= 0.498), and its dimensions re-

experiences (f= 0.291, p= 0.832), avoidance (f= 1.364, p= 0.254), and hyper-arousal (f= 

0.693, p= 0.557) according to monthly income of the study sample. 

 
 
 

Table (19): One-way ANOVA comparing mental health problems according to 

monthly income 

Variable Source of variance 
Sum of 

Squares 
Df Mean Square F- value 

Sig. 

Level 

Between Groups 117.876 3 39.292 

Within Groups 15864.440 354 44.815 State anxiety 

Total 15982.316 357  

0.877 0.453 

Between Groups 118.104 3 39.368 

Within Groups 10549.002 354 29.799 Trait anxiety 

Total 10667.106 357  

1.321 0.267 

Between Groups 492.079 3 164.026 

Within Groups 73104.237 354 206.509 PTSD 

Total 73596.316 357  

0.794 0.498 

Between Groups 19.876 3 6.625 

Within Groups 8058.719 354 22.765 Re-experiencing 

Total 8078.595 357  

0.291 0.832 

Between Groups 150.324 3 50.108 

Within Groups 13005.050 354 36.737 Avoidance 

Total 13155.374 357  

1.364 0.254 

Between Groups 47.964 3 15.988 

Within Groups 8163.567 354 23.061 Hyper arousal 

Total 8211.531 357  

0.693 0.557 

*p< 0.05   **p< 0.01   ***p< 0.001 

 

4.2.8 Mental health problems according to type of tumor of the study sample: 

In order to investigate the difference in mental health problems according to type of tumor 

of the study sample (lung, breast, colon, uterus, ovary, larynx, liver, thyroid, other) the 

researcher demonstrate one-way ANOVA analysis.  
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The following table shows that: there were no significant differences in state anxiety (f = 

0.578; P= 0.796) and trait anxiety (f = 0.548; P= 0.820) according to type of tumor of the 

study sample. 

There were no significant differences in PTSD (f= 0.635, p= 0.748), and its dimensions re-

experiences (f= 0.554, p= 0.815), avoidance (f= 0.853, p= 0.557), and hyper-arousal (f= 

0.667, p= 0.720) according to type of tumor of the study sample. 

 

Table (20): One-way ANOVA comparing mental health problems according to type 

of tumor 

Variable Source of variance 
Sum of 

Squares 
Df Mean Square F- value 

Sig. 

Level 

Between Groups 209.052 8 26.131 

Within Groups 15773.264 349 45.196 State anxiety 

Total 15982.316 357  

0.578 0.796 

Between Groups 132.375 8 16.547 

Within Groups 10534.731 349 30.185 Trait anxiety 

Total 10667.106 357  

0.548 0.820 

Between Groups 1055.523 8 131.940 

Within Groups 72540.792 349 207.853 PTSD 

Total 73596.316 357  

0.635 0.748 

Between Groups 101.307 8 12.663 

Within Groups 7977.288 349 22.858 Re-experiencing 

Total 8078.595 357  

0.554 0.815 

Between Groups 252.207 8 31.526 

Within Groups 12903.167 349 36.972 Avoidance 

Total 13155.374 357  

0.853 0.557 

Between Groups 123.681 8 15.460 

Within Groups 8087.850 349 23.174 Hyper arousal 

Total 8211.531 357  

0.667 0.720 

*p< 0.05   **p< 0.01   ***p< 0.001 

4.3 Coping strategies "State according to socio-demographic variables among the 

study sample 

4.3.1 Types of coping strategies among the study sample 

The following table shows that the prevalence of mental health problems among the study 
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sample of cancer patients. The results found that affiliation at the highest rank (81.6%), 

followed by reinterpretation (75.5%), followed by self control coping strategy (75.3%), 

followed by problem solving (72.3%), wish and avoidance thinking was at the fifth rank 

(69.0%), trouble and escape was at the sixth rank (61.8%), where accountability coping 

strategy was at the lowest rank (53.0%) among the study sample of cancer patients. 

 

Table (21): Types of coping strategies among the study sample 

Variables N of items Mean St. Dev. 
Ratio 

scale % 

Arrange-

ment 

Wish and avoidance thinking 7 19.33 2.452 69.0 5 

Problem solving 6 17.37 3.764 72.3 4 

Reinterpretation 9 27.19 5.088 75.5 2 

Affiliation 5 16.33 2.807 81.6 1 

Accountability 5 10.60 2.766 53.0 7 

Self control 7 21.09 3.339 75.3 3 

Trouble and escape 5 12.36 2.505 61.8 6 

 

4.3.2 Coping strategies according to sex 

The researcher adopts t-independent test to investigate the differences between male (n= 

114) and female (n= 244) in demonstrating coping strategies according to sex. 

As shown in following table; the result found that there were no significant differences in 

most of coping strategies; wish and avoidance thinking (t= 0.36, p= 0.716), problem 

solving (t= 0.78, p= 0.434), reinterpretation (t= 1.21, p= 0.227), affiliation (t= 1.29, p= 

0.198), accountability (t= 1.26, p= 0.205), and self control (t= 0.71, p= 0.473) according to 

sex of the study sample. 

There is significant differences in trouble and escape according to sex (t= 2.58, p= 0.010) 

in favor to males of the study sample. 

 

 



 ��

Table (22): Independent t-test comparing means of  coping strategies according to sex 

Variable Sex N Mean Std. Dev t-value p-value 

Male 114 19.26 2.627  Wish and avoidance 

thinking Female 244 19.36 2.371 
0.36 0.716 

Male 114 17.60 3.630 
Problem solving 

Female 244 17.27 3.828 
0.78 0.434 

Male 114 26.71 4.892 
Reinterpretation 

Female 244 27.41 5.171 
1.21 0.227 

Male 114 16.05 2.862 
Affiliation  

Female 244 16.46 2.777 
1.29 0.198 

Male 114 10.87 2.723 
Accountability  

Female 244 10.47 2.782 
1.26 0.205 

Male 114 20.91 3.271 
Self Control  

Female 244 21.18 3.374 
0.71 0.473 

Male 114 12.85 2.516 
Trouble and Escape 

Female 244 12.13 2.471 
2.58 0.010 ** 

*p< 0.05   **p< 0.01   ***p< 0.001 

 

4.3.3 Coping strategies according to age of the study sample: 

In order to investigate the difference in coping strategies according to age of the study 

sample (40 years and less, 41 � 50, 51 � 60, 61 � 70, 71 years and above) the researcher 

demonstrate one-way ANOVA analysis. 

 

The following table shows that: there were no significant differences in all of coping 

strategies; wish and avoidance thinking (f = 1.520; P= 0.196), problem solving (f = 0.312; 

P= 0.870), Reinterpretation (f= 0.707, p= 0.587), Affiliation (f= 0.373, p= 0.828), and 

accountability (f= 1.876, p= 0.114), self control (f= 1.046, p= 0.383), and trouble and 

escape (f= 0.516, p= 0.724) according to age of the study sample. 
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Table (23): One-way ANOVA comparing coping strategies according to age 

Variable 
Source of 

variance 

Sum of 

Squares 
Df 

Mean 

Square 

F- 

value 

Sig. 

Level 

Between Groups 36.358 4 9.090 

Within Groups 2111.086 353 5.980 
Wish and avoidance 

thinking 
Total 2147.444 357  

1.520 0.196 

Between Groups 17.832 4 4.458 

Within Groups 5042.260 353 14.284 Problem solving 

Total 5060.092 357  

0.312 0.870 

Between Groups 73.475 4 18.369 

Within Groups 9168.838 353 25.974 Reinterpretation 

Total 9242.313 357  

0.707 0.587 

Between Groups 11.851 4 2.963 

Within Groups 2801.593 353 7.937 Affiliation 

Total 2813.444 357  

0.373 0.828 

Between Groups 56.849 4 14.212 

Within Groups 2674.617 353 7.577 Accountability 

Total 2731.466 357  

1.876 0.114 

Between Groups 46.634 4 11.658 

Within Groups 3934.945 353 11.147 Self control 

Total 3981.578 357  

1.046 0.383 

Between Groups 13.018 4 3.254 

Within Groups 2227.776 353 6.311 Trouble and escape 

Total 2240.793 357  

0.516 0.724 

*p< 0.05   **p< 0.01   ***p< 0.001 

 

4.3.4 Coping strategies according to marital status of the study sample: 

In order to investigate the difference in coping strategies according to marital status of the 

study sample (single, married, divorced, widowed) the researcher demonstrate one-way 

ANOVA analysis. 

The following table shows that: there were no significant differences in most of coping 

strategies; wish and avoidance thinking (f = 0.552; P= 0.647), problem solving (f = 1.689; 

P= 0.169), Reinterpretation (f= 0.454, p= 0.715), Affiliation (f= 1.082, p= 0.357), self 

control (f= 0.911, p= 0.436), and trouble and escape (f= 0.934, p= 0.424) according to 
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marital status of the study sample. 

While there is significant difference in accountability (f= 2.754, p= 0.042) according to 

marital status of the study sample. 

 

Table (24): One-way ANOVA comparing coping strategies according to marital status 

Variable 
Source of 

variance 

Sum of 

Squares 
Df 

Mean 

Square 

F- 

value 

Sig. 

Level 

Between Groups 10.008 3 3.336 

Within Groups 2137.437 354 6.038 
Wish and avoidance 

thinking 
Total 2147.444 357  

0.552 0.647 

Between Groups 71.417 3 23.806 

Within Groups 4988.675 354 14.092 Problem solving 

Total 5060.092 357  

1.689 0.169 

Between Groups 35.436 3 11.812 

Within Groups 9206.877 354 26.008 Reinterpretation 

Total 9242.313 357  

0.454 0.715 

Between Groups 25.561 3 8.520 

Within Groups 2787.883 354 7.875 Affiliation 

Total 2813.444 357  

1.082 0.357 

Between Groups 62.296 3 20.765 

Within Groups 2669.170 354 7.540 Accountability 

Total 2731.466 357  

2.754 
* 

0.042 

Between Groups 30.511 3 10.170 

Within Groups 3951.068 354 11.161 Self control 

Total 3981.578 357  

0.911 0.436 

Between Groups 17.594 3 5.865 

Within Groups 2223.199 354 6.280 Trouble and escape 

Total 2240.793 357  

0.934 0.424 

*p< 0.05   **p< 0.01   ***p< 0.001 

 

Post �hoc analysis using Scheffee statistical test was done and indicated; the means of 

accountability coping strategy according to marital status of the study sample (Single - 

married -  widowed -  divorced). 

As shown in the following table; Scheffee statistical test indicate that the difference in 
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accountability was between single group and widowed group, in favor to single marital 

status group of the study sample. 

Table (25): Means of accountability according to marital status 

Variable N Mean S.D 

Single 12 12.25 3.744 

Married 295 10.65 2.722 

Widowed 49 9.85 2.483 
Accountability 

Divorced 2 11.50 6.363�  

 

4.3.5 Coping strategies according to educational level of the study sample: 

In order to investigate the difference in coping strategies according to educational level of 

the study sample (Primary and less, Preparatory, Secondary, University) the researcher 

demonstrate one-way ANOVA analysis. The following table shows that: there were no 

significant differences in all of coping strategies; wish and avoidance thinking (f = 0.380; 

P= 0.767), problem solving (f = 0.246; P= 0.864), Reinterpretation (f= 1.093, p= 0.715), 

Affiliation (f= 1.727, p= 0.161), accountability (f= 1.618, p= 0.185), self control (f= 1.143, 

p= 0.332), and trouble and escape (f= 0.084, p= 0.969) according to educational level of 

the study sample. 

Table (26): One-way ANOVA comparing coping strategies according to educational level 

Variable 
Source of 

variance 

Sum of 

Squares 
Df 

Mean 

Square 

F- 

value 

Sig. 

Level 

Between Groups 6.899 3 2.300 

Within Groups 2140.545 354 6.047 
Wish and avoidance 

thinking 
Total 2147.444 357  

0.380 0.767 

Between Groups 10.527 3 3.509 

Within Groups 5049.565 354 14.264 Problem solving 

Total 5060.092 357  

0.246 0.864 

Between Groups 84.842 3 28.281 

Within Groups 9157.471 354 25.869 Reinterpretation 

Total 9242.313 357  

1.093 0.352 
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Between Groups 40.578 3 13.526 

Within Groups 2772.866 354 7.833 Affiliation 

Total 2813.444 357  

1.727 0.161 

Between Groups 36.958 3 12.319 

Within Groups 2694.509 354 7.612 Accountability 

Total 2731.466 357  

1.618 0.185 

Between Groups 38.203 3 12.734 

Within Groups 3943.376 354 11.139 Self control 

Total 3981.578 357  

1.143 0.332 

Between Groups 1.591 3 0.530 

Within Groups 2239.202 354 6.325 Trouble and escape 

Total 2240.793 357  

0.084 0.969 

*p< 0.05   **p< 0.01   ***p< 0.001 

4.3.6 Coping strategies according to work of the study sample: 

In order to investigate the difference in coping strategies according to work of the study 

sample (un-employed, employed, retired, others) the researcher demonstrate one-way 

ANOVA analysis. The following table shows that: there were significant differences in 

most of coping strategies; wish and avoidance thinking (f = 3.298; P= 0.021), problem 

solving (f = 3.442; P= 0.017), Reinterpretation (f= 2.818, p= 0.039), accountability (f= 

3.365, p= 0.019), and trouble and escape (f= 3.652, p= 0.013) according to work of the 

study sample. While there were no significant differences in Affiliation (f= 1.562, p= 

0.198) and self control (f= 0.038, p= 0.990) according to work of the study sample.  

Table (27): One-way ANOVA comparing coping strategies according to work 

Variable 
Source of 

variance 

Sum of 

Squares 
Df 

Mean 

Square 

F- 

value 

Sig. 

Level 

Between Groups 58.383 3 19.461 

Within Groups 2089.061 354 5.901 
Wish and avoidance 

thinking 
Total 2147.444 357  

3.298 
* 

0.021 

Between Groups 143.405 3 47.802 

Within Groups 4916.688 354 13.889 Problem solving 

Total 5060.092 357  

3.442 
* 

0.017 

Between Groups 215.565 3 71.855 Reinterpretation 

Within Groups 9026.748 354 25.499 

2.818 * 

0.039 
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Total 9242.313 357  

Between Groups 36.757 3 12.252 

Within Groups 2776.687 354 7.844 Affiliation 

Total 2813.444 357  

1.562 0.198 

Between Groups 75.735 3 25.245 

Within Groups 2655.732 354 7.502 Accountability 

Total 2731.466 357  

3.365 
* 

0.019 

Between Groups 1.280 3 .427 

Within Groups 3980.298 354 11.244 Self control 

Total 3981.578 357  

0.038 0.990 

Between Groups 67.272 3 22.424 

Within Groups 2173.522 354 6.140 Trouble and escape 

Total 2240.793 357  

3.652 
* 

0.013 

*p< 0.05   **p< 0.01   ***p< 0.001 

Post �hoc analysis using Scheffee statistical test was done and indicated; the means of 

coping strategies according to work of the study sample (un-employed, employed, retired, 

others). As shown in the following table; Scheffee statistical test indicate that the 

differences in wish and avoidance thinking, accountability, and trouble and escape coping 

strategies were between retired group versus employed group, in favor to the employed 

group of the study sample. While the difference reinterpretation coping strategy were 

between retired group versus employed group in favor to the retired group of the study 

sample.In addition; the difference problem solving coping strategy were between retired 

group versus group of other in favor to the retired group of the study sample. 

Table (28): Means of coping strategies according to work 

Variable N Mean S.D 

Unemployed 64 18.87 2.875 

Employed 71 19.95 2.134 

Retired 21 18.42 3.668 

Wish and avoidance 

thinking 

Others 202 19.35 2.208 

Unemployed 64 17.51 3.450 

Employed 71 17.38 3.563 

Problem solving 

Retired 21 19.80 3.043 
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Others 202 17.07 3.922 

Unemployed 64 26.79 4.902 

Employed 71 26.56 4.789 

Retired 21 30.09 4.826 
Reinterpretation 

Others 202 27.24 5.202 

Unemployed 64 10.96 2.845 

Employed 71 11.32 2.791 

Retired 21 9.76 1.670 
Accountability 

Others 202 10.32 2.771 

Unemployed 64 12.82 2.394 

Employed 71 12.95 2.492 

Retired 21 11.57 2.038 
Trouble and escape 

Others 202 12.08 2.537 

 

4.3.7 Coping strategies according to monthly income of the study sample: 

In order to investigate the difference in coping strategies according to monthly income of 

the study sample (1000 NIS and less, 1001 - 2000, 2001- 3000, 3001 and above) the 

researcher demonstrate one-way ANOVA analysis. 

The following table shows that: there were no significant differences in all of coping 

strategies; wish and avoidance thinking (f = 0.431; P= 0.731), problem solving (f = 0.407; 

P= 0.748), Reinterpretation (f= 0.338, p= 0.708), Affiliation (f= 0.316, p= 0.814), 

accountability (f= 0.978, p= 0.403), self control (f= 1.266, p= 0.286), and trouble and 

escape (f= 0.062, p= 0.980) according to monthly income of the study sample. 

Table (29): One-way ANOVA comparing coping strategies according to monthly income 

Variable 
Source of 

variance 

Sum of 

Squares 
Df 

Mean 

Square 

F- 

value 

Sig. 

Level 

Between Groups 7.819 3 2.606 

Within Groups 2139.625 354 6.044 
Wish and avoidance 

thinking 
Total 2147.444 357  

0.431 0.731 

Between Groups 17.376 3 5.792 

Within Groups 5042.716 354 14.245 Problem solving 

Total 5060.092 357  

0.407 0.748 

Reinterpretation Between Groups 26.398 3 8.799 0.338 0.798 
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Within Groups 9215.915 354 26.034 

Total 9242.313 357  

Between Groups 7.509 3 2.503 

Within Groups 2805.936 354 7.926 Affiliation 

Total 2813.444 357  

0.316 0.814 

Between Groups 22.453 3 7.484 

Within Groups 2709.013 354 7.653 Accountability 

Total 2731.466 357  

0.978 0.403 

Between Groups 42.262 3 14.087 

Within Groups 3939.316 354 11.128 Self control 

Total 3981.578 357  

1.266 0.286 

Between Groups 1.181 3 0.394 

Within Groups 2239.612 354 6.327 Trouble and escape 

Total 2240.793 357  

0.062 0.980 

*p< 0.05   **p< 0.01   ***p< 0.001 

4.3.8 Coping strategies according to type of tumor of the study sample: 

In order to investigate the difference in coping strategies according to type of tumor of the 

study sample (lung, breast, colon, uterus, ovary, larynx, liver, thyroid, other) the researcher 

demonstrate one-way ANOVA analysis.  

The following table shows that: there were no significant differences in all of coping 

strategies; wish and avoidance thinking (f = 0.990; P= 0.443), problem solving (f = 1.160; 

P= 0.323), Reinterpretation (f= 1.898, p= 0.059), Affiliation (f= 1.354, p= 0.216), 

accountability (f= 0.661, p= 0.726), self control (f= 0.526, p= 0.837), and trouble and 

escape (f= 0.588, p= 0.788) according to type of tumor of the study sample. 

Table (30): One-way ANOVA comparing coping strategies according to type of tumor 

Variable 
Source of 

variance 

Sum of 

Squares 
Df 

Mean 

Square 

F- 

value 

Sig. 

Level 

Between Groups 47.662 8 5.958 

Within Groups 2099.782 349 6.017 
Wish and avoidance 

thinking 
Total 2147.444 357  

0.990 0.443 

Between Groups 131.075 8 16.384 

Within Groups 4929.017 349 14.123 Problem solving 

Total 5060.092 357  

1.160 0.323 

Reinterpretation Between Groups 385.363 8 48.170 1.898 0.059 
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Within Groups 8856.950 349 25.378 

Total 9242.313 357  

Between Groups 84.665 8 10.583 

Within Groups 2728.779 349 7.819 Affiliation 

Total 2813.444 357  

1.354 0.216 

Between Groups 40.778 8 5.097 

Within Groups 2690.688 349 7.710 Accountability 

Total 2731.466 357  

0.661 0.726 

Between Groups 47.461 8 5.933 

Within Groups 3934.117 349 11.273 Self control 

Total 3981.578 357  

0.526 0.837 

Between Groups 29.801 8 3.725 

Within Groups 2210.992 349 6.335 Trouble and escape 

Total 2240.793 357  

0.588 0.788 

*p< 0.05   **p< 0.01   ***p< 0.001 

4.3.9 Coping strategies according to type of treatment of the study sample: 

One-way ANOVA analysis test demonstrated to investigate the difference in coping 

strategies according to type of treatment of the study sample. The following table shows 

that: there were no significant differences in most of coping strategies; problem solving (f 

= 0.948; P= 0.436), Reinterpretation (f= 0.293, p= 0.883), Affiliation (f= 0.772, p= 0.544), 

accountability (f= 0.436, p= 0.782), self control (f= 2.287, p= 0.060), and trouble and 

escape (f= 0.594, p= 0.667) according to type of treatment of the study sample. However; 

there is significant difference in wish and avoidance thinking according to type of 

treatment of the study sample (f= 6.228, p= 0.001). 

Table (31): One-way ANOVA comparing coping strategies according to type of treatment 

Variable 
Source of 

variance 

Sum of 

Squares 
Df 

Mean 

Square 

F- 

value 

Sig. 

Level 

Between Groups 141.567 4 35.392 

Within Groups 2005.878 353 5.682 
Wish and avoidance 

thinking 
Total 2147.444 357  

6.228 
*** 

0.001 

Between Groups 53.765 4 13.441 

Within Groups 5006.327 353 14.182 Problem solving 

Total 5060.092 357  

0.948 0.436 

Reinterpretation Between Groups 30.578 4 7.644 0.293 0.883 
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Within Groups 9211.735 353 26.096 

Total 9242.313 357  

Between Groups 24.396 4 6.099 

Within Groups 2789.048 353 7.901 Affiliation 

Total 2813.444 357  

0.772 0.544 

Between Groups 13.439 4 3.360 

Within Groups 2718.027 353 7.700 Accountability 

Total 2731.466 357  

0.436 0.782 

Between Groups 100.568 4 25.142 

Within Groups 3881.010 353 10.994 Self control 

Total 3981.578 357  

2.287 0.060 

Between Groups 14.976 4 3.744 

Within Groups 2225.817 353 6.305 Trouble and escape 

Total 2240.793 357  

0.594 0.667 

*p< 0.05   **p< 0.01   ***p< 0.001 

Post �hoc analysis using Scheffee statistical test was done and indicated; the means of wish 

and avoidance thinking according to type of treatment of the study sample (hormonal, 

chemotherapy, radiation, surgical, mixed). 

Scheffee statistical test indicate that the difference in wish and avoidance thinking coping 

strategy was between group who hormonal treated side versus the three groups who 

chemotherapy, surgical, and mixed treated. in favor to the three groups of the study 

sample. 

Table(32): Means of coping strategies according to type of treatment 

Variable N Mean S.D 

Hormonal 3 12.66 5.507 

Chemotherapy 38 19.05 2.865 

Radiation 3 18.66 4.163 

Surgical 3 19.00 1.000 

Wish and 

avoidance 

thinking 

mixed�  311 19.44 2.275 
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4.4 correlation between coping strategies and mental health problems among the 

study sample: 

As shown in the following table, there were positive significant correlation between wish 

and avoidance thinking and state anxiety (Person's correlation r= 0.178, p=0.001), trait 

anxiety (r= 0.193, p=0.001),  re-experience of PTSD (r= 0.125, p=0.05). In addition there 

were positive significant correlation between accountability and state anxiety (r= 0.276, 

p=0.001), trait anxiety (r= 0.353, p=0.001),  PTSD (r= 0.184, p=0.001), re-experience of 

PTSD (r= 0.127, p=0.05), avoidance of PTSD (r= 0.159, p=0.001), hyper-arousal of PTSD 

(r= 0.225, p=0.001). In addition there were positive significant correlation between 

Trouble and escape and state anxiety (r= 0.213, p=0.001), trait anxiety (r= 0.263, p=0.001),  

PTSD (r= 0.158, p=0.01), re-experience of PTSD (r= 0.109, p=0.05), avoidance of PTSD 

(r= 0.135, p=0.05), hyper-arousal of PTSD (r= 0.194, p=0.001). While; there were negative 

significant correlation between problem solving and state anxiety (r= -0.507, p=0.001), 

trait anxiety (r= -0.494, p=0.001),  PTSD (r= -0.585, p=0.001), re-experience of PTSD (r= 

-0.466, p=0.001), avoidance of PTSD (r= -0.591, p=0.001), hyper-arousal of PTSD (r= -

0.541, p=0.001). In addition there were negative significant correlation between Re-

interpretation and state anxiety (r= -0.335, p=0.001), trait anxiety (r= -0.393, p=0.001),  

PTSD (r= -0.507, p=0.001), re-experience of PTSD (r= -0.347, p=0.001), avoidance of 

PTSD (r= -0.538, p=0.001), hyper-arousal of PTSD (r= -0.494, p=0.001). In addition there 

were negative significant correlation between affiliation and PTSD (r= -0.209, p=0.001), 

avoidance of PTSD (r= -0.304, p=0.001), hyper-arousal of PTSD (r= -0.198, p=0.001). In 

addition there were negative significant correlation between self control and state anxiety 

(r= -0.168, p=0.001), trait anxiety (r= -0.173, p=0.001),  PTSD (r= -0.154, p=0.01), 

avoidance of PTSD (r= -0.190, p=0.001), hyper-arousal of PTSD (r= -0.136, p=0.01). 

That means the high incidence of mental health problems will combined with high 

incidence of wish and avoidance thinking, accountability and trouble and escape.  
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While the high incidence of mental health problems will combined with low incidence of 

problem solving, re-interpretation, affiliation and self control. 

  Table(33) : Correlation between coping strategies and mental health problems 

Variable State anxiety Trait anxiety PTSD 
Re-

experiencing 
Avoidance 

Hyper 

arousal 

Wish and avoidance 

thinking 

 

0.178*** 
0.193*** 0.089 0.125* 0.054 0.073 

Problem solving - 0.507*** - 0.494*** -0.585*** - 0.466*** - 0.591*** - 0.541*** 

Re-interpretation - 0.335*** - 0.393*** - 0.507*** - 0.347*** - 0.538*** 
 

- 0.494*** 

Affiliation - 0.027 - 0.082 - 0.209*** - 0.044 - 0.304*** - 0.198*** 

Accountability 0.276*** 0.353*** 0.184*** 0.127* 0.159*** 0.225*** 

Self control - 0.168*** - 0.173*** - 0.154** - 0.085 - 0.190*** - 0.136** 

Trouble and escape 0.213*** 0.263*** 0.158** 0.109* 0.135* 0.194*** 

*p< 0.05   **p< 0.01   ***p< 0.001 

4.4.1 Coping strategies according to PTSD 

T-independent test demonstrated to investigate the differences between Traumatized (n= 

95) and non traumatized (n= 263) in coping strategies. 

As shown in following table; the result found that there were significant differences in 

most of coping strategies; problem solving (t= 7.27, p= 0.001), reinterpretation (t= 6.58, p= 

0.001), and affiliation (t= 2.42, p= 0.016) according to PTSD, in favor to non traumatized 

cancer patients of the study sample, while the difference in trouble and escape (t= 3.21, p= 

0.001) according to PTSD was in favor to non traumatized cancer patients of the study 

sample. Where; there were no significant differences in wish and avoidance thinking (t= 

0.36, p= 0.817), accountability (t= 0.66, p= 0.505), and self control (t= 0.54, p= 0.584) 

according to PTSD. 
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Table (34) : Independent t-test comparing means of  coping strategies according to PTSD 

Variable PTSD N Mean Std. Dev t-value p-value 

No 263 19.30 2.524 Wish and avoidance 

thinking Yes 95 19.41 2.252 
0.36 0.817 

No 263 18.19 3.405 
Problem solving 

Yes 95 15.12 3.812 
7.27 

 

0.001*** 

No 263 28.20 5.086 
Reinterpretation 

Yes 95 24.41 3.942 
6.58 0.001*** 

No 263 16.54 2.841 
Affiliation  

Yes 95 15.73 2.634 
2.42 0.016* 

No 263 10.54 2.774 
Accountability  

Yes 95 10.76 2.750 
0.66 0.505 

No 263 21.15 3.402 
Self Control  

Yes 95 20.93 3.171 
0.54 0.584 

No 263 12.11 2.568 
Trouble and Escape 

Yes 95 13.06 2.187 
3.21 0.001*** 

*p< 0.05   **p< 0.01   ***p< 0.001 
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chapter 5 

discussion and recommendations 

 

In this chapter the researcher will show the results of the study in four models; the first is 

the socio-demographic characteristics of the study sample, the second about mental health 

problems "state and trait anxiety, PTSD, " and their relations with socio-demographic data 

of patients with cancer, the third about the coping strategies and their relations with socio-

demographic data of patients with cancer, while the fourth is about the relationship 

between mental health problems and coping strategies among the study sample. 

 

5.1 Main results  

- The sample consisted of 358 patients with cancer, 114 were males (31.8%) and 244 

were females (68.2%). patients with cancer from North Gaza were (24.9%), from Gaza 

(60.1%), and from middle area (15.1%). According to marital status were married 

(82.4%), single (3.4%), Divorced (0.6%), and Widowed (13.7%). According to 

educational level were Primary and less (26.8%), Preparatory (27.7%), Secondary 

(38.0%), and University (7.5%).  According to type of work were Unemployed 

(17.9%), Employee (10.9%), Worker & private work (8.9%), Retired (5.9%), and 

Others "cannot, house wife" (56.4). According to monthly income, were (39.4%) of 

patients had monthly income 1000 and less NIS, (35.5%) monthly income was from 

1001-2000 NIS, (22.3 %) of patients were from 2001-3000, (2.8%) were 3001 NIS and 

above.  

- The symptoms of state of anxiety among the study sample of patients with cancer. 

Symptom of disturbed at what may happen is unfortunate at the highest rank (69.7%), 

followed by very nervous (67.5%), and tense (66.7%) among the study sample of 
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cancer patients. 

- The symptoms of trait of anxiety, where the symptom of feel comfortable at the highest 

rank (69.5%), followed by wounded of a state of tension or trouble when I think of my 

interests and concerns in the recent period (64.5%), and feel nervous and instability at 

the third rank (63.2%) among the study sample of cancer patients. 

- The symptoms of PTSD, where avoiding any thoughts or feelings about the event is the 

highest rank symptom (60.7%), followed by avoiding doing things or going into 

situations which remind you by the events (59.5%), and upset by some things which 

reminded you of the events at the third rank (57.0%) among the study sample of cancer 

patients. 

- The prevalence of mental health problems among the study sample of cancer patients.  

State anxiety at the highest rank (60.8%), followed by trait anxiety (54.6%), re-

experiencing of PTSD at the third rank (47.%), followed , PTSD (42.5%), hyper 

arousal ,PTSD was at the sixth rank (40.5%), where avoidance of PTSD at the lowest 

rank (40.1%) among the study sample of cancer patients. 

- While there was significant difference in re-experiences dimension of PTSD according 

to age of the study sample (f= 3.519, p= 0.008). the group of 40 years and less were 

significantly higher in re-experiences than 71 years and above among the study sample. 

- There were significant differences in PTSD (f= 4.623, p= 0.003), and its dimensions re-

experiences (f= 4.677, p= 0.003), avoidance (f= 3.629, p= 0.013), and hyper arousal 

(f= 4.421, p= 0.005) according to marital status of the study sample. Scheffee statistical 

test indicate that the differences in PTSD and its dimensions were between married 

group and widowed group, in favor to married group of the study sample. 

- There were significant differences in state anxiety (f = 5.365; P= 0.001) and trait 

anxiety (f = 8.465; P= 0.001) according to work for retired group versus other three 



 ���

groups, in favor to the three groups "unemployed, employed, other" of the study 

sample. 

- There were significant differences in PTSD (f= 7.712, p= 0.001), and its dimensions re-

experiences (f= 6.162, p= 0.001), avoidance (f= 7.534, p= 0.001), and hyper-arousal 

(f= 6.030, p= 0.001) according to work of the study sample. Scheffee statistical test 

indicate that the differences in all mental health problems were between retired group 

versus other three groups, in favor to the three groups "unemployed, employed, other" 

of the study sample. 

- The results found that affiliation at the highest rank (81.6%), followed by 

reinterpretation (75.5%), followed by self control coping strategy (75.3%), followed by 

problem solving (72.3%), wish and avoidance thinking was at the fifth rank (69.0%), 

trouble and escape was at the sixth rank (61.8%), where accountability coping strategy 

was at the lowest rank (53.0%) among the study sample of cancer patients. 

- There is significant differences in trouble and escape according to sex (t= 2.58, p= 

0.010) in favor to males of the study sample. 

- There is significant difference in accountability (f= 2.754, p= 0.042) according to 

marital status of the study sample. Scheffee statistical test indicate that the difference in 

accountability was between single group and widowed group, in favor to single marital 

status group of the study sample. 

- There were significant differences in most of coping strategies; wish and avoidance 

thinking (f = 3.298; P= 0.021), problem solving (f = 3.442; P= 0.017), Reinterpretation 

(f= 2.818, p= 0.039), accountability (f= 3.365, p= 0.019), and trouble and escape (f= 

3.652, p= 0.013) according to work of the study sample. Scheffee statistical test 

indicate that the differences in wish and avoidance thinking, accountability, and trouble 

and escape coping strategies were between retired group versus employed group, in 
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favor to the employed group of the study sample. While the difference reinterpretation 

coping strategy were between retired group versus employed group in favor to the 

retired group of the study sample. 

- There were positive significant correlation between wish and avoidance thinking and 

state anxiety (Person's correlation r= 0.178, p=0.001), trait anxiety (r= 0.193, p=0.001),  

re-experience of PTSD (r= 0.125, p=0.05),  among the study sample of  patients with 

cancer. 

- There were positive significant correlation between accountability and state anxiety (r= 

0.276, p=0.001), trait anxiety (r= 0.353, p=0.001),  PTSD (r= 0.184, p=0.001), re-

experience of PTSD (r= 0.127, p=0.05), avoidance of PTSD (r= 0.159, p=0.001), 

hyper-arousal of PTSD (r= 0.225, p=0.001), among the study sample of patients with 

cancer. 

- There were positive significant correlation between trouble and escape and state 

anxiety (r= 0.213, p=0.001), trait anxiety (r= 0.263, p=0.001),  PTSD (r= 0.158, 

p=0.01), re-experience of PTSD (r= 0.109, p=0.05), avoidance of PTSD (r= 0.135, 

p=0.05), hyper-arousal of PTSD (r= 0.194, p=0.001) among the study sample of cancer 

patients. 

- The result found that there were significant differences in most of coping strategies; 

problem solving (t= 7.27, p= 0.001), reinterpretation (t= 6.58, p= 0.001), and affiliation 

(t= 2.42, p= 0.016) according to PTSD, in favor to non traumatized patients with 

cancer of the study sample, while the difference in trouble and escape (t= 3.21, p= 

0.001) according to PTSD was in favor to non traumatized patients with cancer of the 

study sample. 
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5.2 Discussion: 

The symptoms of anxiety state scale among patients with cancer who feel disrupted at what 

may happened at unfortunate at high rank followed by nervous, and tense due to the 

current problems (cancer). The researcher hypothesized that  related to the severity of the 

disease, the clients' future, and the responsibilities of the patients with cancer that they 

carried in relation to their occupation, families, sons, and significant others. The anxiety 

state increased due to different issues identified by the patients  with cancer from which the 

diagnosis of disease, treatment, and follow-up in the hospital. All these factor contribute to 

high level of anxiety state among patients with cancer. Furthermore, they experienced 

specific situation that different from other which reflected on their mood and behavior, so 

they appeared to have high level of anxiety especially in their treatment regime at the 

hospital. 

Hyodo et al (1996)  found that the State anxiety scores in most of the patients with benign 

diseases were reduced to the normal range after explanation.  And Scores for those patients 

told euphemistically about their condition were also decreased significantly after 

admission, but their overall anxiety levels were still high which indicate the consistency 

with our results. 

But in the symptoms of trait anxiety we found that the patients with cancer feel 

comfortable comes on high rank, trouble when thinking on the interest and concern, and 

followed by nervous and instability comes on the third rank. The researcher hypothesized 

that because they attribute their disease to God test to justify their believe (in Allah) and 

this give them security and psychological stability.  Also, they described it as God choice 

and they instructed to be patient with disease to have the paradise. While, they trouble 

when thinking about interest and concern of life because they frightened about their 

children's future, occupation and the successful achievement they reach in their life.  So it 
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reflected on their psychological aspects which increased anxiety level among them.  They 

become nervous and instable due to their values among the community and the attitude of 

the community about them as patients with cancer. All these contribute to high level of 

anxiety among patients with cancer. But Hyodo et al (1996) found that  Many patients 

showed high State (72%) and Trait (46%) anxiety levels on admission and there were no 

difference in the STAI scores between the  groups. Also, The patients diagnosed with 

cancer before admission and those newly diagnosed showed no significant changes in their 

STAI scores. 

While the study of  Schreier et al (2004) found that trait anxiety was significantly higher 

for women receiving chemotherapy, and state anxiety was significantly higher at all three 

measurement times for the women. State anxiety did not decrease significantly over the 

course of the treatment for either group but in our results it was high for both male and 

female patients. 

Roth et al (2006) found that anxiety was significantly higher among patients whose PSA 

levels were changing (i.e., rising, falling, and unstable), versus those with stable PSA levels 

but in our results not specified for specific gender. In total it comes relevant and 

compatible. 

The symptoms of PTSD among patients with cancer were prevalent, since they since they 

avoid any thoughts or feelings about the disease comes on high rank followed by avoiding 

doing things or situations remind them by the disease, and upset by things reminded them 

by the disease.  The researcher hypothesized that related to instability of the psychological 

dimension of patients with cancer, so they try to forget the consequences of disease and its 

concerns.  However, cancer represented as traumatic event and dangerous disease so they 

try to avoid thoughts, feelings, or actions that remind the patient with it. Patients with 

cancer struggle to survive and they try to avoid the thoughts or situation that may repeat 



 ���

their experience with such disease.  Unfortunately, they know that their avoidance not 

beneficial but they try to avoid instant reminders. Which thought to be consistent with the 

results of  Lindberg et al (2004) who found that women at increased risk for breast cancer 

exhibited traumatic responses similar to those reported by cancer patients. When the 

authors used a self-report instrument that maps onto DSM-IV criteria, 4% of the study 

subjects reported symptoms consistent with criteria for a potential diagnosis of PTSD, and 

an additional 7% of the subjects reported symptoms consistent with potentially subclinical 

levels of PTSD, according to DSM-IV criteria. 

The re-experience of PTSD symptoms were found significant among patients with cancer 

according to age group, since 40 years and less have  higher rate of re-experience of PTSD 

symptom than 70 years and more.  The researcher attribute  this to that young patients 

thinking about their future, life concerns, disease progress. While the 70 years and more  

didn�t think about such thoughts of the disease since they feel that they reached the 

maximum age to live and they didn�t care about the situations they live. Which agreed with 

the results of Noyes et al (1990) who found that greater distress was reported by younger 

patients and by those who were unmarried. Also, patients with more advanced disease 

scored higher on the scale. 

PTSD dimensions re-experience, avoidance, and hyper-arousal were found significant 

according to marital status in favor of married. The researcher hypothesized that married 

patients carried a great responsibility towards their families, children, occupation, and 

other live concern.  But widowed patients have less concerns about their children and 

occupation and there is no direct contact with close relative such as (siblings, daughters, 

husband/wife).  However, the differences in PTSD symptoms among married and widowed 

patients reflected cultural background and the connectivity between the family. 
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In addition PTSD dimensions  were significant according to work status in favor 

employed, and unemployed patients.  The researcher hypothesized that the retired patients 

with cancer have less PTSD symptoms because they don�t thought about their work since 

they finished their services toward their work, so they have been secured and stable 

income.  But others who are unemployed they have more PTSD symptoms because they 

suffer in financial covering for the treatment of cancer. While other who employed they 

exhibit PTSD symptoms since they thought in their occupation and the future of their work 

because they are mostly at young ages. Which differ from the results of Pitman et al (2001) 

regarding work status and  consistent regarding the symptoms of PTSD who found that 

Current PTSD patients showed significantly higher heart rate, skin conductance, and 

corrugators electro-myogram responses during imagery of their personal breast cancer 

experiences than Past and Never patients. Physiologic responses were significantly and 

positively correlated with CAPS scores. These results provide psycho-physiologic support 

for the proposition that a diagnosis of with a life-threatening illness can cause PTSD. 

The most widely used coping strategy according to ratio scale was affiliation (81.6%) 

which comes on the highest rank followed by reinterpretation (75.5%), self�control 

(75.3%), problem solving (72.3%), wish and avoidance thinking (69%), trouble and escape 

(61.8%), and finally accountability (53%).   The researcher hypothesized that because 

patients with cancer have high spirituality and attribute their disease to God significance 

not others.  They believe in Allah and the causes in which they are diseased, so they 

demonstrate affiliation on their behavior and socializing process.  However, these patients 

accommodated to various aspects of their disease because of their use for affiliation and 

coped effectively to their cancer. However, a study by Büssing,  Ostermann  and Koenig 

(2007) found that trust in a higher source was also affected by religious affiliation and age 

that agreed on this subscale. Also, another study by Büssing et al (2007) found that Arabic 
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patients with a Muslim background had significantly higher scores for all 4 SpR( 

Spirituality and religious Questionnaire) scales than German patients, namely, "Search for 

meaningful support", "Trust in higher source", "Positive interpretation of disease", and 

"Support in relations of life through SpR" scale which demonstrate the consistency with 

our results. 

But Henderson et al (2003) found that positive reappraisal and seeking social support are 

the most commonly used coping strategies among African American women with breast 

cancer. 

 Reinterpretation came next to affiliation due to the connection between the two 

dimensions, so positive reinterpretation  express the meaning of the life and make great 

deal with socializing process among those patients. In the study of Büssing,  Ostermann  

and Koenig (2007) they found the general interest in search for meaningful support was 

moderate. Trust in a higher source and support in life through SpR were rated higher, while 

almost all patients had a positive interpretation of their diseases, i.e, hint to change life 

which different from the results of our study. The interest in SpR issues was highest in 

patients cancer. But another study by Büssing et al (2005)  found that the main important 

strategies were �Search for information and medical help� and �Positive arrangement of 

life,� while �Religious support� and �Positive interpretation of illness� were less 

important. However another different study by Büssing et al (2007) found that Positive 

interpretation of disease have high significance among Arab Muslim Background which 

demonstrate the general consistency for the scale. 

Furthermore, self�control also play major role in the coping process, the patients with 

cancer demonstrated high self control to their feelings, emotions, and social skills.  This 

reflect their ability to cope effectively with their cancer, since they try to seek medical 

consultation looking for treatment and also trying to achieve their wellness through the 
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medical help. In a study by Silva et al (2006) found that The coping strategies of self-

control was  the most used coping by patients with psoriasis and both groups present high 

stress levels thought to be highly consistent with our study. 

Problem�solving considered a positive coping strategy that patients with cancer use it 

effectively during their disease process.  They appeared to solve their problems regarding 

their disease process and deal with their cancer effectively since they didn�t appear to be 

depressed. But in wish and avoidance thinking they appeared to be realistic trying to get rid 

of their disease and they make the possible for treating the cancer which suffering from. De 

Faye  et al (2006) found that Problem-focused coping was less frequent for existential 

issues, whereas emotion-focused strategies were used less frequently for physical stressors. 

This study demonstrate the importance of problem solving subscale in both studies. 

Trouble and escape come on sixth rank because they suffering from a real problem and 

which restrict them and make them in from of a big dilemma.  They trying to forget the 

disease process and think that they bypassing the problem during their existence in the 

hospital. But the study of Silva et al (2006) found that The coping strategies of escape-

avoidance and self-control was  the most used coping by patients with psoriasis and both 

groups present high stress levels which indicate the difference between the cultures in 

using ways of coping. But in another study by Mytko et al (2005) found  that escape-

avoidance was related to psychological distress on several measures. Item endorsement 

analyses of the escape-avoidance subscale suggest that patients may have used more 

passive than active avoidance strategies which demonstrate the importance of the traumatic 

cause and its related consequences. While in a study of Rntmsc et al (2006) found that 

distancing was the most frequently reported coping strategy, and men seemed to focus on 

the positive side more often than women did. These results indicate the importance of the 

coping strategies according to community and its depend on culture or belief of people. 
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Accountability coping strategy, patients with cancer appeared to take the complete 

accountability regarding their disease and determined by their insist to resolve this problem 

and contributing this problems as mentioned before (God choice) that helped them to take 

the positive and negative aspects of the disease. We found a study of Anagnostopoulos et 

al (2004) that suggest under the conditions of a cancer diagnosis, patients do not tend to 

assign responsibility on themselves and their character, since they possibly need to avoid 

guilt, low self-esteem, and social distance, and to maintain a potential to invest in the 

adjustment process appeared to be consistent with our results regardless the priority of the 

coping strategies. 

But the study of Reardon et al (1993) found that taking responsibility for one's own health 

is important in motivating breast cancer patients to engage in health-promoting physical 

activity which indicate the consistency of the results.  

Fortunately the study of  Anagnostopoulos et al (2004) found that when Comparing  

women with benign breast disease and those who were disease free, breast cancer patients 

significantly infrequently exhibited attributions of blame to self, whereas they did not 

differ from controls in other ways of coping such as self-isolation, passive acceptance, 

seeking social support, problem-focused coping, positive reappraisal, distancing, and 

wishful thinking. 

Trouble and escape coping strategy were significant for sex in favor for male group in the 

study sample. The researcher hypothesized that because male patients more active than 

female also they socialized more than female, so this reflected on their socialization and 

working in the society. But the female usually isolated or have no direct contact or touch 

with others as male do. 

But accountability coping was significant for marital status in favor for singles among the 

study sample.  The researcher hypothesized that because singles not dependent on others 
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and they have no wives or children who may complain because of their loss, also they have 

not connections in work, institutions, or others that may affected by their illness. Which 

come consistent with the results of  Wellisch et al (2001) who found that Women scoring 

above the depression cut-off point were younger, had more relatives with breast cancer, 

reported more symptoms of anxiety, and had more self-perceived vulnerability to breast 

cancer. In addition, women above the depression cut-off point were more likely to be 

single, childless, to have not viewed the results of the surgical treatment of their relative, 

and to feel more anxiety regarding screening practices (mammography, pap smears, and 

breast self-examinations).  

There were significant differences in most of coping strategies; wish and avoidance 

thinking, problem solving , Reinterpretation , accountability , and trouble and escape, 

according to work of the study sample for work variable in favor of employed on the 

expense of the retired group.  The researcher hypothesized that for the importance of work 

to the patients with cancer and its connectivity with their life.  Also, patients with cancer 

feel inadequacy with others because their illness, so they try to cope effectively during the 

disease process. But retired patients have nothing to think about as a source of problems or 

stressful situations. 

There were positive significant correlation between wish and avoidance thinking and state 

anxiety, trait anxiety, re-experience of PTSD among the study sample of  patients with 

cancer. The researcher hypothesized that because patients with cancer have stressful life 

events which different from other people and this cause them feel with anxiety on both 

state and trait  and re�experience PTSD  as a result of their disease so they cope 

ineffectively with these situations.  

The researcher hypothesized that the positive correlation between accountability and state 

anxiety, trait anxiety, re-experience of PTSD, avoidance of PTSD,  hyper-arousal of PTSD 
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among the study sample of patients with cancer came from the nature of cancer that they 

experience and its consequences.  Furthermore, it depend on the severity of the cancer and 

its type and at what stage the cancer ends. Which exhibit inconsistency with the results of  

Schreier et al (2005) found that trait anxiety and state anxiety at the start of treatment were 

significantly negatively correlated with total QLI score and the psychological/spiritual 

subscale. State anxiety at the start of treatment also was significantly negatively correlated 

with total QOL and the health/functioning and psychological/spiritual QLI subscales both 

at the start of treatment and one year later. 

The researcher hypothesized that the positive correlation between trouble and escape and 

state anxiety, trait anxiety , re-experience of PTSD, avoidance of PTSD, hyper-arousal of 

PTSD among the study sample of patients with cancer depend on the socio-demographic 

variables for these patients, since it differs according age, sex,  marital status and work. 

Which come consistent with the results of  Tan (2007) who found that there was a positive 

correlation between social support and problem-focused coping strategies (confident 

approach, optimistic approach, and seeking social support); that is, mean social support 

scores increased as the mean problem-focused coping strategy scores increased. But in 

consistent with the results of  Hee-Seung  et al (2002) found that Stress was negatively 

correlated with both problem-focused coping and emotion-focused coping. Korean patients 

with cancer used emotion-focused coping strategies more than problem-focused coping 

strategies. 

The result found that there were significant differences in most of coping strategies; 

problem solving, reinterpretation, and affiliation  according to PTSD in favor to non 

traumatized patients with cancer of the study sample.  The researcher hypothesized that the 

differences related to the type of cancer which the patients suffering and at what age the 

cancer start and/or who the patient (male/female) also the marital status.  All these factors 
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play significant role in the connection between the type of coping strategies used and 

PTSD subtypes.  Non traumatized patients usually have simple or mild cancer type and/or 

may be old age and singles or widowed patients.  These patients accommodated effectively 

with cancer. 

 

5.3 Recommendations: 

  Therapeutic and educational programmes � including counseling for those patients 

with cancer and their families, support groups, and behavioural therapy for patients 

with anxiety , P.T.S.D, and other psychiatric disorders. 

 Family therapy programmes � these programmes are aimed at improving 

communications and interactions between family members, as well as teaching 

problem-solving skills to assist the family members in confronting the mental health 

problems associated with cancer. 

 Home visitation programmes � these programmes include regular visits from 

specialist or psychiatric a nurse or other health professional to the homes of patients 

with cancer for support and guidance. Interventions can include counselling, training 

and referrals to specialists or other agencies. 

 Public educational programmes using the media to target entire communities for the 

pre-disposing and risk factors of cancer . 

 Special activities for young patients with cancer to relief their anxiety, such as sports, 

art and music. 

 Educational programmes for the caregivers and the employees to detect early signs 

and symptoms of anxiety and other psychological phenomena's  associated with 

cancer.. 
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  Community and health arrangement to create partnerships between the community 

and different health centers at community level. 

 Coordinated community interventions � involving many sectors and geared toward 

improving services and programmes. 

 

5.4 Suggested research studies: 

 Impact of cancer on the mental health. 

 Longitudinal research of patients with cancer to determine further mental health 

problems.  

 Effects of the sudden onset of cancer on mental health. 

 Identifying the risk and protective factors that link with the patients with cancer. 

 Factors that promote resilience or positive outcome to the patients with cancer after 

exposure to chemotherapy and radiotherapy. 
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. Ũŏ�řŗŕŠŏ�ŚƊŕƄ�Ŕ��řƁƜŸƅŔ�ŕƈž�ƇŸƊ�  ŖƗŔ� �ƇƗŔ� ŧŠƅŔ� ŤƗŔ� ŚŦƗŔ�  ƇŸƅŔ���¿ŕŦƅŔ  
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Annex (4) 
Anxiety State scale 

 
�ŘœƆƒƄŶř���

���������������������řƈƜŷ�ŶŲ�Ƈŝ���Řũŕŗŷ�¿Ƅ�ŌũƁŔ���ŕƎŗ�ƇƎŬſƊŌ�ŽŰ�Ə�ūŕƊƅŔ�ŧŕśŷŔ�ƓśƅŔ�ŚŔũŕŗŸƅŔ�Ɖƈ�ŧŧŷ�ƓƆƔ�ŕƈƔž������ŧ»ţŌ�¿»ŦŔŧ
�����Ɣŗśƅ���ŕƎƊƈ�¿Ƅƅ�řƔƅŕśƅŔ�ŚŕŸŗũƈƅŔ�����������Ə�řţƔţŰ�ŚŕŗŕŠŏ�ƃŕƊƍ�ŚŬƔƅ���řŴţƆƅŔ�ƋŨƍ�Ɠž�ƒŌ���ƉƕŔ�ĻƜŸž�ƌŗ�ũŸŮś�ƒŨƅŔ�ŕƈ�Ɖ

�����������������������ř»ƔƅŕţƅŔ�ƃũŷŕŮƈ�ŽŰś�ŕƎƊŌ�ƏŧŗƔ�ƓśƅŔ�řŗŕŠƙŔ�ŶŲ�ƉƄƅ�Ə���ŕƎƊƈ�Řũŕŗŷ�ƒŌ�Ɠž�ĻƜƔƏų�ũƄſś�ƛ�Ə���řœųŕŦ�ƐũŦŌ
ƌŠƏ�¿ŲžŌ�ƑƆŷ���

ƅ ťƈŕƃŒ��� ĹœƀƄűƆ�ƙ œƆ�ťš�Əƃō ŗűŪƍřƆ�ŗŞŧťŕ ĹŒťŞ�ĹŒŧƒśƂ 
� Ɨŕŗ�ũŸŮŌƉŕƈ��    
� ũśƏśƈ�ŕƊŌ��    
� �ƓƊƊŌ�ũŸŮŌ���ƓśţŔũ�ƑƆŷ���    
� ŖŔũųŲƛŕŗ�ũŸŮŌ��    
� Ŵţ�ŉƏŬ�Ɖƈ�ŜŧţƔ�ŧƁ�ŕƈƈ�şŷŪƊƈ�ƉƕŔ�ŕƊŌ��    
� �ŶƊŕƁ�ƓƊŌ�ũŸŮŌ���ƓŲŔũ���    
� ūſƊƅŔ�Ɠž�řƂŝƅŕŗ�ũŸŮŌ��    
� �řƔŗŰŸƅŔ�ŧƔŧŮ�ŕƊŌ���ũſƊśŬƈ���    
� ŉŕŦũśŬƛŕŗ�ũŸŮŌ��    

������ 
Annex (5) 

Anxiety trait scale 
�ŘœƆƒƄŶř���

���������������������řƈƜŷ�ŶŲ�Ƈŝ���Řũŕŗŷ�¿Ƅ�ŌũƁŔ���ŕƎŗ�ƇƎŬſƊŌ�ŽŰ�Ə�ūŕƊƅŔ�ŧŕśŷŔ�ƓśƅŔ�ŚŔũŕŗŸƅŔ�Ɖƈ�ŧŧŷ�ƓƆƔ�ŕƈƔž������ŧ»ţŌ�¿»ŦŔŧ
������������ƛ�Ə���řœųŕŦ�ƐũŦŌ�Ə�řţƔţŰ�ŚŕŗŕŠŏ�ƃŕƊƍ�ŚŬƔƅ���Ƈŕŷ�ƌŠƏŗ�ƌŗ�ũŸŮś�ƒŨƅŔ�ŕƈ�ƉƔŗśƅ���ŕƎƊƈ�¿Ƅƅ�řƔƅŕśƅŔ�ŚŕŸŗũƈƅŔ

ũŕŗŷ�ƒŌ�Ɠž�ĻƜƔƏų�ũƄſś�ƌŠƏ�¿ŲžŌ�ƑƆŷ�řƔƅŕţƅŔ�ƃũŷŕŮƈ�ŽŰś�ŕƎƊŌ�ƏŧŗƔ�ƓśƅŔ�řŗŕŠƙŔ�ŶŲ�ƉƄƅ�Ə���ŕƎƊƈ�Ř���
ƅ ťƈŕƃŒ��� ĹŒťŕŊ ĹœƈœƒšŊ ĹŒŧƒśƂ ĹœƆőŒť 
� ũŔũƂśŬƛŔ�Ƈŧŷ�Ə�řƔŗŰŸƅŕŗ�ũŸŮŌ��    
� ƓŬſƊŗ�ŶƊśƂƈ�ƓƊƊŌ�ũŸŮŌ��    
� ¿Ůŕž�ƓƊƊōƄ�ũŸŮŌ��    
� řţŔũƅŕŗ�ũŸŮŌ��    
� ŕŗƏŸŰƅŔ�ƉŌ�ũŸŮŌŕƎƔƆŷ�ŖƆżśƅŔ�ŶƔųśŬŌ�ƛ�ŜƔţŗ�ĉƓƆŷ�ƇƄŔũśś�Ś��    
� �ĉƒŧƅ���ƒŧƊŷ��řŠŷŪƈ�ũŕƄžŌ��    
� ƉŕƈƗŕŗ�ũŸŮŌ��    
� ŉŽƄ�ũƔŻ�ƓƊƊŌ�ũŸŮŌ��    
� �ƓƆŻŕŮƈ�Ɠž�ũƄžŌ�ŕƈŧƊŷ�ŖŔũųŲƛŔ�ƏŌ�ũśƏśƅŔ�Ɖƈ�řƅŕţ�ƓƊŗƔŰś

ŘũƔŦƗŔ�ŘũśſƅŔ�Ɠž�ƓśŕƈŕƈśƍŔ�Ə��
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Annex (6) 
PTSD scale 

 
 

ŵƑřŨƒŨ���
ƆœŬƗŔ����������řƔŲŕƈƅŔ�ŘũśſƅŔ�¿ƜŦ�ŕƎƅ�ŚŲũŸś�ƓśƅŔ�řƈŧŕŰƅŔ�ŘũŗŦƅŕŗ�ƀƆŸśś�řƔƅŕśƅŔ�ř�����ŽŰƂƆƅ�űũŸśƅŔ�ƓƍƏ�����ŚŔũ»ƔżśƅŔ�ŽŰƔ�¿ŔŎŬ�¿Ƅ

��������������řƆœŬƗŔ�¿Ƅ�ƓƆŷ�ŖŠŌ�ƃƆŲž�Ɖƈ�řƂŗŕŬƅŔ�ŘũśſƅŔ�¿ƜŦ�ƃũŷŕŮƈ�Ə�ƃśţŰ�Ɠž�Śŝŧţ�ƓśƅŔ���������ŚƛŕƈśţƛŔ�ŧţŌ�ŨŦōś�ŚŕŗŕŠƙŔ�Ɖōŗ�ŕƈƆŷ�
�� ŔŧŗŌ���� ƊŔũŧŕ���� ŕƊŕƔţŌ���� ŕŻŕŗƅ���� ŕƈœŔŧ��

 

  � � � � � 

ƅſŧƃŒ ŗƆťœŮƃŒ�ŖŧŕŤƃŒ ŒťŕŊ ƈŒŧťœ  œƈœƒšŊ œŕƃœŹ œƆőŒť 
��  ũƏŰ�ƃŗŕśƊś�¿ƍ��ŚŕƔũƄŨ����Ɖŷ�ũŕƄžŌƏűũƈƅŔ� ��     
��  �Ɖŷ�řŠŷŪƈ�ƇƜţŌ�ƃŗŕśƊś�¿ƍűũƈƅŔ ���     
��  � ƐũŦŌ�Řũƈ�ŜŧţƔŬ�Ŝŧţ�ŕƈ�Ɖōŗ�ŚŔũŗŦ�ƏŌ�řƔœŕŠž�ũŷŕŮƈ�ƃŗŕśƊś�¿ƍ��     
���  ƀƔŕŲśś�¿ƍƌƅ�ŚŲũŸś�ŕƈŗ�ƃũƄŨś�ƓśƅŔ�ŉŕƔŮƗŔ�Ɖƈ�ƈ��ƉűũƈƅŔ ���     
��  �ƃũƄŨś�ƓśƅŔ�ũŷŕŮƈƅŔ�ƏŌ�ũŕƄžƗŔ�ŖƊŠśś�¿ƍűũƈƅŕŗ ���     
��  �ƃũƄŨś�ƓśƅŔ�ŉŕƔŮƗŔ�Ə�ŽƁŔƏƈƅŔ�ŖƊŠśś�¿ƍűũƈƅŕŗ ���     
��  ����������ŕƎƅ�ŚŲũŸś�ƓśƅŔ�řƈŧŕŰƅŔ�ŜŔŧţƘƅ�ŘũƄŔŨƆƅ�ƉŔŧƂž�ƃƔŧƅ�¿ƍ��������ƓŬ»ſƊ�Řũ»ƄŔŨ�ƉŔŧ»Ƃž

ŧŧţƈ���
     

��   řƔƈƏƔƅŔ�ŚŕųŕŮƊƅŔƏ�ŘŕƔţƅŕŗ�ŵŕśƈśŬƛŔ�Ɠž�řŗƏŸŰ�ƃƔŧƅ�¿ƍ��     
��   ųŕŬŗƊƛŔ�ƏŌ�Ŗţƅŕŗ�ũƏŸŮƅŔ�ŶƔųśŬƔ�ƛ�ƉƔũŦƕŔ�Ɖŷ�ŧƔŸŗ�ƃƊōŗƏ�řƅŪŸƅŕŗ�ũŸŮś�¿ƍ��     
���  �ŖţƅŔ�Ə�ƉŪţƅŔ�ũŷŕŮƈŗ�ũƏŸŮƅŔ�ƑƆŷ�ũŧŕƁ�ũƔŻ�ŚƊŌ�¿ƍ�ūŕŬţƙŔ�ŧŗƆśƈ���     
���  �������ſƅ�ŭƔŸśŬ�ƃƊōŗ�¿ƔŦś�řŗƏŸŰƅŔ�Ɖƈ�ŧŠś�¿ƍ������¿»ƈŸƅŔ�Ɠ»ž�ƃžŔŧ»ƍŌ�ƀ»Ƃţśƅ�řƆƔƏų�Řũś

 �¿ŕſųŌ�ŖŕŠƊŏ�ŞŔƏŪƅŔ��
     

���   ŕƈœŕƊ�ŉŕƂŗƅŔ�ƏŌ�ƇƏƊƅŔ�Ɠž�řŗƏŸŰ�ƃƔŧƅ�¿ƍ��     
����   ŖŲżƅŔ�Ɖƈ�ŚŕŗƏƊ�Ə�ũśƏśƅŔ�Ɖ�ŚŕŗƏƊ�ƃŗŕśƊś�¿ƍ��     
���   ŪƔƄũśƅŔ�Ɠž�ŚŕŗƏŸŰ�Ɖƈ�ƓƊŕŸś�¿ƍ��     
���  ������řžŕţ�ƑƆŷ�ƃƊōŗ�ũŸŮś�¿ƍũŕƔƎƊƛŔ���Ŕ�ƑƆŷ�ƃŕŸƈ�řƆŰŔƏũŦƗ��������ŚƔśŮ»ś�¿ƎŬ»ƅŔ�Ɖ»ƈ

 ƃƍŕŗśƊŔ��
     

���  �ũŕŝśŬś�¿ƍƗ Ūſţśƈ�ŕƈœŔŧƏ�ŖŕŗŬƗŔ�ƌſś��     
���  ��������������ƀƔ»Ų�Ɖƈ�řŗƏƊ�Ɠž�ƃƆŸŠś�řƈŧŕŰƅŔ�ŘũŗŦƅŕŗ�ƃƊƏũƄŨƔ�ƉƔŨƅŔ�ůŕŦŮƗŔ�ƏŌ�ŉŕƔŮƗŔ�¿ƍ

 ŖƆƂƅŔ�ŚŕŗũŲ�Ɠž�řŷũŬƏ�ũƔŪżƅŔ�ƀũŸƅŔ��řŮŷũƅŔ��ūſƊśƅŔ��
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Annex (7) 
Coping scale 

 
ũśŬŔ�ƃƅŕƊƍŗũŌ�ƃƅŕƊƍƏ�ƇƎŗ�ũƈś�ƓśƅŔ�řƔŬŕƂƅŔ�ŚƜƄŮƈƅŔ�ƏŌ�řųŻŕŲƅŔ�ŽƁŔƏƈƅŔ�Ŷƈ�¿ƈŕŸśƅŔ�Ɠž�ūŕƊƅŔ�ŕƎƈŧŦśŬƔ�ŘũƔŝƄ�ŚŕƔŠƔśŔŶ�ŚƛŕƈśţŔ�

�ŖƏƆŬŌ�¿Ƅƅ�ŚƊŌ�ƃƈŔŧŦśŬƛ�řŗŬƊƅŕŗ� 

�� ��œſƚűō�ƊƆťŤřŪř�ƙ�ƁƈŒ�œƆŊ���ŗƄƒƄſ�œƈœƒšŊ�ƊƆťŤřŪř������ŗűŪƍřƆ�ŗŞŧťŕ�ƊƆťŤřŪř�����ĹŒŧƒśƂ�ƊƆťŤřŪř��� 

ƅſŧƃŒ 
 
 
ƃŒŖŧœºŕŶ  

�¾ŶżŒ�ƅƃ
ĹœƀƄűƆ�ƁƃŦ 

���  

�ƁƃŦ�ŘƄŶż
ĹŒŧťœƈ 

���  

�ƁƃŦ�ŘƄŶż
œƈœƒšŊ 

���  

�ƁƃŦ�ŘƄŶż
ĹŒŧƒśƂ 

���  

� 
�ŽƁƏƈƅŔ�Ɖŷ�ŚŕƈƏƆŸƈƅŔ�Ɖƈ�ŧƔŪƈƅŔ�řžũŸƈ�űũżŗ�ƃƅŨƏ�ůŕŦŮƗŔ�űŸŗƅ�Śŝŧţś

ųŻŕŲƅŔ� 
    

� ƓŬſƊ�ŚŧƂśƊŔ�     

� řƂƔũų�ƒōŗ�şŷŪƈƅŔ�ŽƁƏƈƅŔ�ƓƎśƊƔ�ƉŌ�ŚƔƊƈś�     

� ƓƂƔŲ�Ɖŷ�Śũŗŷ�ŧƂƅřƆƄŮƈƅŔ�ŔƏŗŗŬ�ƉƔŨƅŔ�ůŕŦŮƘƅ��     

� ũƏƈƘƅ�ƀũŮƈƅŔ�ŖƊŕŠƆƅ�ũŴƊŌ�ƉŌ�ŚƅƏŕţ�     

� ƓŬſƊƅ�ƒũŷŕŮƈŗ�ŴŕſśţƛŔ�ŚƅƏŕţ�     

� ũƏƈƗŔ�ũƔŬś�ƓƄ�ƒŧƏƎŠ�ŚſŷŕŲ�ƃƅŨƅƏ�ƌƆŸžŔ�ƉŌ�ƓżŗƊƔ�ŕƈ�ŽũŷŔ�ŚƊƄ�ŧƂƅ�     

� ¿ŲžŌ�¿ƄŮŗ�ŽũŰśƔ�ůŦŮƄ�ŚƏƈƊƏ�ŚũƔżś�ŧƂƅ�     

� ŨƅŔ�ůŕŦŮƗŔ�űŸŗƅ�ŚŝŧţśřƆƄŮƈƅŔ�ƉōŮŗ�ŕƈ�ĻŕœƔŮ�ŔƏƆŸſƔ�ƉŌ�ƉƄƈƔ�ƉƔ�     

�� řƆƄŮƈ�ƓŬſƊƅ�ŚŗƆŠ�ƓƊƊŌ�ŚƄũŧŌ�     

�� ŘŪŠŸƈ�ŜƏŧţ�ŚƔƊƈś�     

�� ŧƔũŌ�ŕƈ�¿ŠŔ�Ɖƈ�ŚƆŲŕƊƏ�ĻŕŗƆŰ�ŚſƁƏ�     

�� řŠŷŪƈƅŔ�ƏŌ�řœƔŬƅŔ�ũƏƈƗŔ�¿Ƅ�ƑŬƊŌ�ƉŌ�ŚƅƏŕţ�     

�� �řœƔŬƅŔ�ũƏƈƗŔ�Ɖŷ�ƉƔũŦƕŔ�ũŕŗŦŏ�Ƈŧŷ�ŚƅƏŕţ�     

�� �ŕƎśŸŗśŔƏ�¿ƈŷ�řųŦ�ŚŸŲƏ�ŧƂƅ���    

�� ƀŗŕŬƅŔ�Ɠž�ƌƔƆŷ�ŚƊƄ�ŕƈƈ�ƐƏƁŌ�ƓƊƆŸŠ�ŽƁƏƈƅŔ�ƉŌ�ũŸŮŔ�ŚŌŧŗ���    

�� ƇŔũśţƛŔ�ƇƎƅ�ƉƄŌ�ƉƔŨƅŔ�ůŕŦŮƗŔ�űŸŗ�Ɖƈ�řţƔŰƊƅŔ�ŚŗƆų�ŧƂƅ���    

�� řƈŧŕƂƅŔ�ŘũƈƅŔ�Ɠž�¿ŲžŌ�ũƏƈƗŔ�ƉƏƄś�ƉŌ�ƓŬſƊ�ŚŧŷƏ���    

�� ŕƈƗŔƏ�řƔƅŕƔŦƅŔ�ŚŔũƏŰśƅŔ�űŸŗ�ƒŧƊŷ�ƉŕƄ�ŽƁƏƈƅŔ�ŉŕƎśƊŔ�řƔſƔƄ�Ɖŷ�ƓƊ���    

�� řŰũž�ŜƏŧţ�ŚũŴśƊŔ��řƆƄŮƈƅŔ�řƎŠŔƏƈƅ�ŘũųŕŦƈ�ƑƆŷ�ƒƏųƊś�ŚƊŕƄ�Əƅ�Ƒśţ���    

�� ŽƁƏƈƅŕŗ�¿ŰśƔ�ŕƈ�¿Ƅ�ƑŬƊŌ�ƉŌ�ŚƅƏŕţ���    

�� 
��

řţƏśſƈ�ŚŔũŕƔŦƅŔ�ŶƔƈŠ�ƓƂŗŌ�ƉŔƏ�řŸŠũƅŔ�ųŦ�ŶųƁ�Ƈŧŷ�ŚƅƏŕţ���
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�� �ĻŕƂţƛ�ƌƆŸžŔ�ƉŌ�ƓżŗƊƔ�ŕƈŗ�ƒŧƏƎŠ�ŚŪƄũ�ŧƂƅ���    

�� ŕƈ�ůŦŮ�Ɖƈ�ĻŕƈƎſśƏ�ĻŕſųŕŸś�ŚƔƂƆś�ŧƂƅ���    

�� �ŧŕśŸƈƅŔ�Ɖƈ�ũŝƄŌ�řƆƔƏų�ŚŕŷŕŬ�ŚƈƊ�ŧƂƅ���    

�� �ōųŦƅŔ�ŢƔţŰśƅ�ŕƈ�ĻŕœƔŮ�ŚƆŸž�ƏŌ�ŚũŨśŷŔ�ŧƂƅ���    

�� řƔƏŧƗŔ�ƇŔŧŦśŬŔ�ƏŌ�ƉƔŦŧśƅŔ�ƏŌ�¿ƄƗŔ�řųŬŔƏŗ�ƉŬţŌ�ŶŲƏŗ�ƉƏƄŌ�ƉŌ�ŚƅƏŕţ���    

�� Ɣ�Ƈƅ�ƉŔƏ�ŕƈ�ŉƓŮ�¿ƈŷ�ŚƅƏŕţ�ŧƂƅ�ŚƅƏŕţ�¿ƁƗŔ�ƑƆŷ�ƓƊƊōž�ĻŕƔŧŠƈ�ƉƄ���    

�� �ĻŕœƔŬ�ƓŴţ�ŕƊŕƔţŌ�ƉƏƄƔ�ŜƔţ�ƒũŧƂƅ�ŚƈƆŬśŬŔ�ŧƂƅ���    

�� �ųŻŕŲƅŔ�ŽƁƏƈƅŔ�¿ƜŦ�ĻŕŷũŬśƈƏ�ĻŔũƏƎśƈ�ƉƏƄŌ�ƛŌ�ŚƅƏŕţ����    

�� �¿ŲžƗŔ�ƏţƊ�ũƏƈƗŔ�ũƔŬś�ŚŌŧŗ�ŔŨƄƍƏ�ũƏƈƗŔ�űŸŗ�ũƔƔżśŗ�ŚƈƁ�ŧƂƅ���    

�� Ŕ�ŉƓŮƅŔ�Əƍ�ŕƈ�ŧƔŧŠ�Ɖƈ�ŚſŮśƄŔ�ŘŕƔţƅŔ�Ɠž�ƇƎƈƅ���    

�� �ŘŧŷŕŬƈƅŔ�ŚŗƆų�ŧƂƅ���    

�� �Ƈŕŷ�¿ƄŮŗ�ūŕƊƅŔ�ŚŗƊŠś���    

�� 
�ƌŗ�ŖŠŷŌƏ�ƌƈũśţŔ�ůŦŮƅ�ƉƄƈƔ�ŽƔƄ�ũƄžŌ�ŚŌŧŗ���ŔŨƍ�¿ŝƈ�Ɠž�ŽũŰśƔ�ŽƔƄ

ƌƆŝƈ�ŚƆƈŷƏ�ŽƁƏƈƅŔ���
    

�� �¿ƄƄ�ŽƁƏƈƅŔ�Ɠž�ũƄžŌ�ƉŌ�ŚŲžũ���    

�� Ƒƅŏ�ŕƎƆƔƏţś�ƇŧŷƏ�ƉŕƄƈƙŔ�ũŧƁ�ƒũŷŕŮƈ�ųŗŲ�ŚƅƏŕţƐũŦŌ�ũƏƈŌƏ�ŚŕžũŰś����    

�� �ŉŕŷŧƅŔƏ�ŘƜŰƅŔ�Ƒƅŏ�ŚƎŠśŔ���    

�� �Śŝŧţ�ŧƁ�řƆƄŮƈƅŔ�ƏŌ�ŽƁƏƈƅŔ�ƉŌ�ƀŧŰŔ�Ƈƅ���    

�� �ƌƅƏƁŌ�ƏŌ�ƌƆŸžŔ�ƉŌ�ƓżŗƊƔ�ŕƈŗ�ũƄžŌ�ŚŌŧŗ���    

�� �ƓŬſƊ�Ɠž�ŉŕƔŮƗŔ�űŸŗ�ũƔŻŌ�ŚŌŧŗ���    

�� �ƉƔũŦƕŔ�ƑƆŷ�ƇƏƆƅŔ�ŚƔƂƅŌ���    

�� ŕŬƅŔ�ƓśŔũŗŦ�ŵŕŠũśŬŔ�ŚŌŧŗ�ƌŗŕŮƈ�ŽƁƏƈ�Ɠž�ŚƊƄ�ŕƈŧƊŷ�řƂŗ���    

�� �ŜŧţƔ�Ƈƅ�ĻŕœƔŮ�ƉōƄƏ�ŚƔŲƈ���    
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Annex (�) 
Distribution of cases by( type , sex and age). 

Distribution of cases by type/ sex  Distribution of cases by age 

Cancer type Total 

cases 

male female Under 15 

year 

15-24 25-59 Above 60 

Carcinoma  2539 1131 1408 17 36 1189 1298 

Sarcoma  423 234 189 170 35 139 61 

Hematological 

malignancies 

684 385 299 215 71 248 151 

Lymphomas  359 217 142 - - - - 

Leukemia  280 146 134 - - - - 

Myeloma 45 22 23 - - - - 

Melanoma  45 - - 6 4 29 6 

Cancer Morbidity General 

pop. 

Male Female     

Breast  15.7% - 30%     

Lymphomas  9.1% 11.2% 7.2%     

Bone marrow  9.1% 9.8% 8.5%     

Bronchus/lung 8.7% 14.7% 3.1%     

Colorectal  7.4% 7.4% 7.3%     

Brain/ nervous 

system 

4.8% 5.8% 3.9%     

Urinary bladder 4.7% 8.8% -     

Stomach  3.5% 3.9% 3%     

Liver  3.3% 4.1% -     

Prostate  2.9% 6.1% -     

Pancreas  - 2.9% -     

Larynx  - 2.9% -     

Ovary  - - 3%     

Uterus  - - 5.9%     

Thyroid  - - 4.5%     

Causes of cancer (MOH-PCR &HMIS, 2002) 

 

 

 

 

 

 


