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Abstract

Cancer is a progressive and life-threatening condition that caused nearly 10 million deaths
worldwide in 2020. The situation in Palestine is not different from the world, where cancer
is the third cause of death in Palestine. The burden on patients and family caregivers will
increase as cancer cases continue to rise in the Gaza Strip. By 2040, the number of people
requiring palliative care will increase by 25% due to projections of an increase in the
incidence of cancer. Objectives: This study aimed to assess the needs of cancer patients and
their family caregivers for palliative care in the Gaza Strip. Methods: used triangulated,
analytical cross-sectional study design combined quantitative (Two different self-
administered questionnaires for patients and family caregivers) and qualitative paradigms
(family caregivers' in-depth interviews). For the patients, we used the Problems and Needs
in Palliative Care questionnaire—short version (PNPC-sv) and the Depression, Anxiety, and
Stress Scale—21 Items (DASS-21) on 371 patients. For the family caregivers, we used the
Comprehensive Needs Assessment Tool for Cancer Caregivers (CNAT-C) questionnaire and
(DASS-21) on 388 family caregivers. The Qualitative In-depth interviews with 12 members
of the family caregivers. Results: From 46.9% to 88.9% of patients reported having financial
problems, while from 37.2% to 67.1% reported having financial needs. They were followed
by physical needs and problems, as the results indicated that fatigue (87.9%) and pain
(82.2%) were the main causes of problems related to physical symptoms. For family
caregivers, palliative care needs were mainly related to information needs (83.4%), practical
support (77.7%), and hospital facilities and services (71.7%). Conclusion: Patients and
family caregivers had higher palliative care needs, and more emphasis needs to be placed on

physical, informational, and financial needs.
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Chapter One

Introduction

1.1 Background

Cancer is a progressive and life-threatening condition that caused nearly 10 million deaths
worldwide in 2020 (WHO,2021). According to the American Cancer Society (ACS) 2020,
cancer is the second biggest cause of death in the United States (U.S). 19.3 million new
cancer cases were discovered worldwide in 2020 (Sung et al., 2021). Nowadays, there are
many types of cancer in the world. Still, lung, colorectal, and prostate cancer in males, and
lung, breast, and colorectal cancer in women, are the most prevalent and deadly (Siegel et

al., 2021).

The situation in Palestine is not different from the world, where cancer is the third cause of
death in Palestine, with 14.1% of the number of deaths, where the number of deaths in males
reached 56.3%, and lung cancer topped the list of fatalities with 18.7% of cancer deaths

(MOH, 2020).

Cancer is a chronic disease, and it needs long-term care. Hence, the suffering of patients
and families is formed by physical and psychological symptoms, as the care provided
reduces the caregiver's quality of life and the quality of patient care (Nemati et al., 2018).
While living with cancer is a challenge, palliative care (PC) can make a big difference. The
first step in determining solutions to address issues faced by patients with chronic diseases

and terminal illnesses is to assess the patient's needs for palliative care.

The integration of PC into the care of cancer patients is a type of treatment, defined as PC is
an approach that prevents suffering, whether physical, spiritual, or psychological because it

improves the quality of life of patients and families who face problems related to severe or



life-threatening diseases. It works with a multidisciplinary team that includes physicians,
nurses, pharmacists, psychologists, and physiotherapists, who collaborate to provide holistic
care to cancer patients and their family caregivers, emphasizing their physical, emotional,

social, and spiritual needs (WHO, 2002).

Despite significant advancements in PC, access to palliative care remains uneven, even in
high-income developed countries, where the number of PC health care providers ranges
between 5 and 680 per million population. To improve access, we must understand and
assess the level of the population's need for PC (Etkind et al., 2017). Continuous and quality
care needs assessment is essential developing tailored interventions and services (Wang et

al., 2018).

Some components of PC, such as pain management and psychotherapy, have been presented
in the oncology and hematology departments in the Gaza Strip (GS), but the main issue was
to the concept of palliative care, which was not fully defined. The main obstacles to the
development of the PC system were the fragmented healthcare system that depended on
external, private, and international donations (Abu Hamad et al., 2016; Abu-Odah et al.,
2022; Khleif & Imam, 2013). Therefore, this study will assess the needs of patients of cancer
patients and their family caregivers (FCs) to refine the service to meet the needs of patients

and alleviate their stress.

1.2 Problem Statement

Palliative care is an important part of cancer care. The continuous increase in the number of
cases of cancer is causing pressure on health facilities, workers, patients, and their families.
A systematic review study has proven that integrating PC into cancer patients' services
significantly reduces hospital admissions by a third, visits to emergency rooms by a quarter,

and the probability of dying in a hospital by half (Taylor et al., 2020).



In Palestine, thousands of cases are diagnosed every year as the cases increase year after
year. 3,191 cancer cases were diagnosed in Palestine, in 2020, an increase of 0.5% over last
year, since cancer is a significant public health issue and is the third most common leading
cause of death after cardiovascular disease and diabetes in Palestine (MOH, 2020).
According to a systematic study in low- and middle-income nations, cancer is most often

detected at a late stage (Shah et al., 2019).

The suffering increases at this stage in terms of physical suffering, loss of independence, the
experience of being a burden, and the fear of future suffering, all of which are linked to the
development of the disease. Therefore, it must be taken into account that cancer patients and
their family caregivers are a top priority in needing PC at near the end of their lives

(Nwagbara et al., 2020; Ruijs et al., 2013).

In Gaza, previous studies focused mainly on cancer patients' care but did not study their
needs for PC. A study conducted in 2016 in the GS recommended for the integration of PC
within the oncology care services in order to benefit patients (Abu Hamad et al., 2016).
However, there are currently no complete PC services, as a small part of the PC components
are applied within the oncology service, so there is no section or a specific structure for this

service. This means that PC needs a lot of attention (Abu-Odah, Molassiotis, & Liu, 2022).

This leaves a void and causes worries regarding how patient and family caregivers can be
supported in their roles. By assessing the specific needs of cancer patients and their
caregivers, healthcare providers can identify and bridge the existing gaps in care, ensuring
that patients receive the support they require for symptom management, pain relief, and
emotional well-being. As aresult, this study will serve as the foundation for a future research
project aimed at assisting decision-makers in improving the level of Palliative care provided

to patients and family caregivers at government hospitals.



1.3 Justification

Studies related to PC were scarce in the Gaza Strip. After reading several studies to gain a
better understanding of the assessment of PC needs, the researchers noted that cancer patients
and family caregivers together have a large line of unmet physical, psychological, social,
economic, and spiritual needs. Therefore, the study might be extremely important for the
evolution of PC services in GS. Additional rigorous research is needed in the Palestinian
setting to produce more high-quality data to enhance PC practices and convince politicians
of their advantages. The PC service in Gaza is fragmented as there are currently no complete
PC services and as a small portion of the PC components are applied within the oncology
service, there is no specific department or structure for this service. Also, palliative care
education and training programs that are standardized and thorough are not available. In
practice and research, a PC needs assessment is frequently overlooked, but the chief step
must be to assess PC needs because an accurate and continuing assessment of care needs can
aid in the development of comprehensive education and training programs as well as the
development of PC intervention protocols. Through the results of this study, the Ministry of
Health will enhance services provided to cancer patients, especially PC. Therefore, this study

aims to assess patient and family caregiver needs in PC for cancer patients in the GS.

1.4 General Objective
To provide researchers and decision-makers early data on how to develop specialized
palliative care treatments and services that will better address the requirements of patients

with cancer and their family caregivers in the Gaza Strip.

1.5 Specific Objectives

e To identify patient and family caregiver needs on palliative care for cancer patients in

governmental hospitals in the Gaza strip.



To evaluate the most prevalent and common unmet needs of cancer patients and their

family caregivers in governmental hospitals in the Gaza strip.

To determine the relationship between psychological characteristics and patient and

family caregiver needs in palliative care in governmental hospitals in the Gaza Strip.

To explore the relationship between socio-demographic characteristics and patient and

family caregiver needs in palliative care in governmental hospitals in the Gaza Strip.

To conclude recommendations to the stakeholder about the main patients and family

caregivers needs in providing palliative care for patient with cancer in the Gaza Strip.

1.6 Research questions

What are the patients' needs for providing PC for patients with cancer?

What are family caregivers' needs for providing PC for patients with cancer?

What is the relationship between socio-demographic characteristics and patients' needs
to provide PC for cancer patients?

What is the relationship between socio-demographic characteristics and family
caregivers' needs to provide PC for cancer patients?

What are the suggestions for improving PC for cancer patients at government health

centers?

1.7 Context of the study

1.7.1 Gaza Strip Demographic Characteristics

In 2021, the number of Palestinians in the world will be estimated at about 13.8 million in

historical Palestine and the diaspora. It states that there are 3,120,448 people living in the

West Bank (W.B.) and 2,106,745 in the GS. The male population makes up 50.9 percent of

the population, while the female population makes up 49.1 percent (PCBS, 2020).



The GS covers an area of around 365 square kilometers and is divided into five governorates,
from north to south: North Gaza, Gaza, Dair Al Balah, Khan-Yunis, and Rafah. These are
mostly Palestinian refugees who were forced to flee occupied communities in 1948, leaving
behind their properties and livelihoods. With 2,106,745 Palestinians residing there, it is
considered one of the world's densest regions. Due to the deterioration in living conditions
and the blockade imposed on GS by the Israeli occupation since June 2007, there are
approximately 5612 individual Palestinians living in each one square kilometer area, and
there is a significant difference in population density and other indicators between the GS.s

and the W.B according to the most recent national census (PCBS, 2020).

According to the census, the average number of people per room in GS. is 1.6, which is
greater than in W.B. There were 1.4 individuals per room in the W.B. According to health
surveys, the Palestinian population has an average life expectancy of 80 years, with females

(81.9) having a greater life expectancy than boys (78.9) (PCBS, 2020).

1.7.2 Socioeconomic context:

The GS has been under blockade since 2007, putting the Palestinian economy completely
under Israeli control, with Israel controlling the flow of commodities and people in and out.
One of the studies showed that the projected total economic cost of Israel's occupation in
Gaza in light of the siege and the complete closure of the strip from land, sea, air, and military
attacks amounted, was 16.7 billion dollars, or six times the value of Gaza's gross domestic
(UNCTAD, 2020). The same study indicates that if the pre-2007 trends continued; it would
have been the poverty rate in Gaza has reached 15% instead of 56% in 2017. People are
suffering as a result of the restrictions that prevent goods and help from crossing the border,
as well as the import and export of goods into and out of Gaza. This has led to a decline in

development in Gaza since the beginning of the blockade in 2007 (OCHA, 2023).



In Palestine, the extreme poverty threshold is equal to 1974 shekels, which is the amount

needed to meet one's basic necessities for food, clothes, and drinks (PCBS, 2020).

Approximately a third of the Palestinian population suffers from poverty at a rate of 29.2%,
where the largest rate of poverty is in the GS at 53%. The results of the Palestinian Statistics
Center showed that the poverty rate in the camps is higher than in the rural and urban areas,
where the poverty rate in the camps reached 38.1%, followed by the rural areas with 24.4%,

and the lowest percentage is in the urban areas with a rate of 13.9% (PCBS, 2020).

1.7.3 Health care system

The Palestinian healthcare system is fractured, with services supplied by four different
organizations without complete coordination: The Ministry of Health (MOH), UNRWA,
Non-Governmental Organizations (NGOs), and the private sector. Its mission is to offer
health care to individuals on a variety of levels: Primary health care (PHC), secondary health
care (SHC), and tertiary health care (THC) are three types of health care. There are 749
health care centers and 87 hospitals in Palestine. The MOH is the biggest supplier and is
responsible for coordinating services between all service providers. The number of
government primary care centers reached 475, including 51 centers in the GS, and the

number of government hospitals was 28, including 13 hospitals in the GS (MOH, 2020).

The total current health care costs were 1,571 million USD (United States dollar) in 2018,
compared to an increase of 6.8% compared to 2017, which amounted to 1,466 million USD
(PCBS, 2020). Overall health spending as a proportion of gross domestic product (GDP) was
10.4% in 2021. Government insurance covers 78.9% of the Palestinians, according to
surveys, the GS has a larger proportion of persons with health insurance than the W.B

(PCBS, 2023).



An example of one of the essential segments of the six health care systems (H.C.S.) is human
resources. The number of employees in the health sector in the Gaza Strip reached 15,271.
The MOH occupied the largest share in terms of the number of workers in the Gaza service
sectors, and the number of doctors working in the MOH was 1,274 (MOH, 2020). Primary,
secondary, and tertiary care are all available in Gaza's health system. With so many service
providers. UNRWA, NGOs, MOH, and the private sector are among the service providers.
UNRWA operates 22 medical clinics in Gaza, providing (PHC) and procuring secondary
and tertiary health care for the overwhelming majority of the GS 1.2 million Palestine

refugees (Unrwa, 2020).

1.7.4 Turkish-Palestinian Friendship Hospital for Cancer Patients:

The hospital began as a project granted by the Turkish Agency for Cooperation and
Coordination (TIKA). Work on the construction of the hospital began in 2011, and its
construction was completed in 2017. The Turkish Friendship Hospital began operating in
2020 to confront the covid-19 pandemic. At the end of 2021, the Turkish Friendship Hospital
will be converted into an oncology hospital, and it is currently considered the largest hospital
for cancer services in the GS, with a total of 180 beds. The hospital was built on an area of
33 dunums in the central region of the GS, on the northern side of Al-Hurriya Street, where
the green environment is characterized by calmness and a distinguished strategic location.
This place was chosen with great care and after a comprehensive study, with the aim of
promoting a culture of patient comfort and advocating the practice of palliative medicine for
oncology patients in a healthy and geographically convenient environment. The hospital
departments provide various types of services, including logistics services, inpatient care,
outpatient services, day care, comprehensive health services, and patient services, which are

provided with high professionalism by qualified specialists and doctors involved in scientific



research, which is the cornerstone of the hospital's work. The hospital has a total of 254

employees, distributed among the departments (TIKA, 2020; TPFH, 2022).

1.8 Operational Definitions
1.8.1 Cancer patient:

In this study, "cancer” refers to any patient aged 18 years or older who has been diagnosed
with malignant cancer or hematology cancer and has come to the Turkish-Palestinian
Friendship Hospital to receive service in any of the following departments: day care,

outpatient clinic, or inpatient department.

1.8.2 Palliative care:

The World Health Organization (WHO) concept of palliative care was applied by the
researcher in this study. PC is the provision of specialized care to people facing problems
related to severe or life-threatening illnesses, which focuses on preventing suffering, whether
physical, spiritual, or psychological, to improve the quality of life of patients and families

(WHO, 2002).

1.8.3 Family caregiver:

Family caregivers are defined in this study as any family member who comes with a cancer
patient to the hospital without responsible pay and who takes care of the patient's daily needs

and provides care for him. It could be a son, daughter, wife, brother, or other relative.

1.8.4 Assess care needs:

Determine will be whether or not the needs of patients and family caregivers on palliative

care among cancer patients in Gaza Strip have been met from their perspective.



Chapter Two

Literature Review

2.1 Conceptual Framework

The researcher created a conceptual framework for identifying the primary themes and
factors explored in this study on PC needs for patients and family caregivers. The conceptual

framework proposed by the researcher is shown in the diagram below.

associated factors associated factors

Sociodemographic A .*‘l Sociodemographic

and dinical factor —’ factor
: '—‘ H .
factors: anxiety, A psvchologmal fact-ors.
depression and \ / anxiety, depression
stress ) and stress

Figure (1.1): ""Self-developed™ conceptual framework picture
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2.1.1 Palliative care

Palliative care is an approach that assesses the patient's and family's physical, emotional,

social, and spiritual needs to improve the quality of life.

2.1.2 Needs of patient with cancer

The needs of palliative care for cancer patients are concentrated on the following: physical
need, autonomy need, psychological need, informational need, spiritual need, activity of

daily living (ADL) need, social need, and financial need.

2.1.3 Needs of Family Caregivers

the unmet palliative care needs of family caregivers for cancer patients are concentrated on
the following: psychological needs; spiritual needs; social needs; financial needs;

informational needs; and care service.

2.1.4 Sociodemographic factors

Include the patient's and family caregiver's age, gender, level of education, marital status,
household (inside a refugee camp, rural area, or urban area), and income level.

2.1.5 psychological factors

The study focused on identifying the following psychological factors for cancer patients and
family caregivers: stress, anxiety and depression.

2.1.6 clinical factors

Include the patient's diagnosis, duration of diagnosis, place of receiving the service, and type

of treatment.
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2.2 Literature Review

The concept of palliative care is a modern concept in Palestine and is not applied in the GS,
so there are few studies and literature on it in Palestine. A literature review will be conducted
to find out the needs of patients and family caregivers, barriers to integrating PC with cancer
centers, and examine the relationship of marital status to the perspective of patients and

family caregivers.

2.2.1 Cancer

Cancer is described by the National Institutes of Health (NIH) as the continuous increase in
the growth of cancer cells within the body’s organs that multiply uncontrollably. It starts in
one part and can spread to the rest of the body’s organs. So that it is divided into two parts.
The first is malignant tumors, which invade tissues close to the tumor and can move to distant
places in the body. The second are benign tumors that do not spread in the human body but
can threaten life in some areas, such as the brain (NIH, 2021).

According to a survey conducted by the International Agency for Research on Cancer in
2020, there were 19.3 million cancer cases identified globally. The result was that cancer
was responsible for 10 million people dying and was the second most common prevalent
cause of death worldwide. The survey showed that breast cancer ranks first in terms of the
number of cases, trailed by lung cancer, prostate cancer, and colon cancer (Siegel et al.,
2020). And in the 2021 report, where it is considered the most prevalent cause of death
among all types of cancer around the globe, those are lung cancer (23 % of male deaths) and
breast cancer (15 % of female deaths), followed by prostate cancer (10 % of male deaths)
and colon cancer (9% of male and female deaths), and that roughly half of the cancer burden

in the world is caused by the four types of cancer mentioned (Sung et al., 2021).
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Another study published by Abu-Rmeileh et al. 2016 in Palestine showed similar results for
mortality, where the results showed that the most dangerous type of cancer is lung cancer,
which ranked first in cancer deaths in men (22.8%). Female breast cancer is second with
21.5% of cancer deaths, followed by prostate cancer (9.5%) and female colon cancer (11.4%)
of cancer deaths. (Abu Rmeileh et al., 2016)

According to the Health Annual Report 2021, in Palestine, the three most prevalent cancers
are breast cancer (18.2%), colorectal cancer (16.4%), and lung cancer (9.3%) (MOH, 2022).
In Gaza, the most prevalent cancers are breast cancer (20.5%), colorectal cancer (12.6%),
leukemia (7.3%), lymphoma (7.2%), and lung cancer (6.9%), respectively, the relative
distribution of cancer according to gender was 54% women and 46% men (MOH, 2019).
Cancer-related symptoms differ according to the different stages of cancer. Studies have
shown that the symptoms of patients diagnosed with a malignancy in the fourth stage are
different than those in the other stages (Koo et al., 2020).

A study aimed at reducing the growing burden of chronic disease and cancer in low- and
middle-income countries (LMICs) showed there are a number of factors that increase your
chances of getting cancer: diet, physical inactivity, pollution, tobacco, infections, alcohol
use, occupational exposures, and ultraviolet (UV) radiation (Akinyemiju et al., 2022).
Knowing the risk factors for the disease is part of treatment and prevention, so that 30 to
50% of cancers can be prevented by simply avoiding these factors (WHO,2021).

There are three essential elements of cancer control: Cancer planning: countries evaluate
priorities and programs to combat cancer every few years, Cancer prevention and early
detection: It is considered one of the most important ways to reduce the burden of cancer. If
the cause is eliminated or reduced by changing behavior, treatment, or screening for early
stages of cancer, it will reduce the burden, Cancer management is a multidisciplinary

technique based on histology and staging. Diagnosis, screening, staging, adjuvant treatment,
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surgery, advanced cancer management, follow-up, and PC are all included (Insamran &
Sangrajrang, 2020). Antitumor therapies (hormonal, chemotherapeutic, biological, radiation,
and surgery), analgesic therapy, and rehabilitative and psychological care are all required to

treat cancer (Cherny et al., 2018).

2.2.2 Palliative care

Palliative care is an approach that assesses the patient's and family's physical, emotional,
social, and spiritual needs to improve the quality of life. They have been associated with
end-of-life care and cancer. Still, recently, the concept has expanded to include heart failure,
kidney failure, multiple sclerosis, neurological diseases, dementia, chronic liver disease, and
rheumatoid arthritis (WHO, 2020).

Therefore, PC plays an important role in reducing pain and providing psychological and
physical comfort to the patient and family during therapeutic interventions such as
radiotherapy, chemotherapy, and surgical treatment. At the end of life, approximately 56.8
million people require palliative care every year, with three-quarters of them living in low-
and middle-income countries. There is evident neglect of PC globally; currently, only 14%
of people who need PC receive it. The continuous increase in cancer rates, aging, and the
burden resulting from non-communicable diseases lead to a rise in the need for PC (WHO,
2020).

Upon assessment of the quality of life in cancer patients in Gaza, poor scores in several
domains were revealed. Poorer QOL functioning was associated with emotional function,
social function, income, pain, fatigue, and stage of cancer (EIMokhallalati et al., 2020;
Shamallakh & Imam, 2017).

Many studies show that PC offers many advantages for individuals with terminal illnesses
and their families (Mitchell et al., 2020; Senderovich & McFadyen, 2020), such as enhancing
quality of life (Anagnostou, 2017; Rosenberg, 2017), reduces symptom (Anagnostou, 2017;
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Evans et al., 2021), helps patients and families caregiver understand treatment plans
(Glajchen et al., 2022), reducing hospital admissions (Dingfield et al., 2017; Hirvonen et al.,
2020), increase median survival time (Prompantakorn et al., 2021; Sullivan et al., 2019).

A study conducted by Etkind et al. (2017) found that by 2040, the number of people requiring
PC will increase by 25% due to projections of an increase in the incidence of dementia and
cancer in England and Wales. Another study showed that by 2060, the burden of cancer-
related suffering would double. Suffering will increase more rapidly in low-income
countries, increasing the need for palliative care. In Jordan, 16,000 deaths occur annually,
more than 60% of whom need PC (Etkind et al., 2017; Sleeman et al., 2021).

Aspects of palliative care are to help patients' families understand the nature of the disease
and diagnosis so that the patient's family has a role in determining the appropriate medical
care and the family's goals are aligned with the purposes of the healthcare team. Primarily,
PC before and after a patient's death focuses on supporting the family (Breen et al., 2018;
Goebel et al., 2017).

According to the National Clinical Programme for Palliative Care, the most important step
in developing PC in the community is the assessment of the need for palliative care. This
may assist in determining what is essential to clients or residents and their families, as well
as where they need assistance and support in a variety of areas, including physical, social,

psychological, and spiritual domains (NCPPC, 2014).

2.2.3 Needs of patients with cancer on palliative care

A 'need' for care is defined as an experienced problem that needs support so that health-
related issues require more professional health care. Patients with cancer and life-threatening
illnesses are the primary focus of PC professionals, sharing many physical, psychological,
social, economic, and spiritual needs (Hasegawa et al., 2016; Lambert et al., 2017; Wang et

al., 2018). It is estimated that more than 56.8 million people worldwide require PC at the end
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of life each year, of whom 67.1% are adults over 50 and 7% are children (Felicia Knaul,

Lukas Radbruch, 2020).

Despite the high burden of disease and the increasing number of people in need, PC is still
unavailable to most people in need because 76% of those needing PC live in low- and
middle-income countries (Abu-Odah et al., 2020). in which the same study found that the
most frequent unmet needs among advanced cancer patients in Palestine were those in the
physical aspects of daily living and psychological domains.

Wang et al. demonstrated in a study that needs assessment for people with cancer in China
to require examining the perspectives of patients and their informal caregivers as a whole
unit to be highly optimal (Wang et al., 2018). Wang et al. found that the majority of unmet

PC demands in China are connected to the financial (85.2 %), informatics (82.3 %), physical
(pain) (69.7%), and psychological (64.9 %) areas (Wang et al., 2021). By assessing PC
needs from the perspective of patients and caregivers, it was found that the most important
main needs requested by the participants were informational needs, social and psychological
support, and financial concerns (Lambert et al., 2017).

In their study, Bajwah et al., 2020 show that implementing a comprehensive examination
approach for patients who require PC can identify physical, psychological, spiritual, social,
care service, and economic needs to provide services for apparent problems (Bajwah et al.,
2020).
2.2.3.1 Physical domain for the patient
The physical domain of palliative care is crucial in managing pain, controlling symptoms,
maintaining mobility, and facilitating activities of daily living.

Patients with life-threatening diseases, particularly cancer, may experience a variety of
symptoms as a result of the underlying disease and the disease's treatment. These sources of

distress, taken together, impose a symptom burden on the patient that is the subjective
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counterpart of the disease's tumor burden. Pain, fatigue, stomach issues, anorexia, weakness,
anxiety, and respiratory symptoms are the most common physical symptoms (Newcomb et
al., 2020; Yeager & Quest, 2018).

According to a study conducted by Mithrason & Parasuraman (2017) to identify the main
physical complaints of PC patients, pain was the most common primary problem observed
by 100% of PC patients, followed by fatigue with 88.3% and lack of appetite with 83.3% as
the most common digestive problems. The most common respiratory problem was shortness
of breath, accounting for 50% of patients' complaints (Mithrason & Parasuraman, 2017).

a recent study published by Bandeali et al., 2020. showed that the most prevalent physical
problems were pain at 78%, fatigue at 34%, followed by shortness of breath at 19%
(Bandeali et al., 2020). In Palestine, the most typical physical signs and symptoms were pain
and lack of energy (EIMokhallalati et al., 2020). In a different study conducted in Palestine,
between 69.9 and 95.0% of cancer patients reported having physical symptoms. and show
that the most frequent symptom was fatigue 95.0%, which was followed by anxiety 91.3%
and pain 87.3% (Abu-Odah et al., 2022).
2.2.3.2 Psychological domain for the patient
Psychological distress is common in the terminally ill and is a condition of mental distress
marked by sadness, delirium, and anxiety symptoms (Ugarte & Calderdn, 2022). Mental
health problems affect 41.7 percent of cancer patients, with 33.5 percent suffering from
depression, anxiety, and adjustment disorders (Gopalan et al., 2016).

In Gaza, the results of studies showed that just 7.4% of cancer patients do not experience
depression; of those, 15% suffer mild depression, 53.4% suffer moderate depression, and
24.2% suffer severe depression ( Bseiso et al., 2017). And a recent study published in Gaza
showed high levels of psychological distress, anxiety, and depression among patients living

with advanced cancer (Abu-Odah et al., 2022).
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A study showed that five of the most prevalent psychological issues found in PC patients
were depression (96.7%), dread of metastasis (95%), unpredictability (93.3%), lack of
happiness (91.5%), and fear of suffering. somatic (85%) (Mithrason et al., 2018).

The psychological stress caused by cancer and its treatment might have an impact on one's
quality of life (Evangelos, 2018; Gu et al., 2020; Karunanithi et al., 2018; Muzzatti et al.,
2020). Furthermore, prolonged hospital stay and readmission are associated with
hospitalized patients with cancer who present with severe psychological distress (Nipp et al.,
2017). A systematic review of the use of psychological therapies to promote health and
wellbeing in people with long-term illnesses found that at least one quality of life outcome
improved significantly after the intervention and was stable at follow-up (Anderson &
Ozakinci, 2018). Furthermore, results in another systematic study demonstrated the
effectiveness of using psychological interventions to improve PC (Von Blanckenburg &
Leppin, 2018).

2.2.3.3 Social domain for the patient

Social support is defined from the point of view of cancer patients as a network of close
relatives or friends who might potentially assist a person during their illness (Sjolander &
Ahlstrom, 2012).

Social support has a strong link to physical and mental well-being, and it may help guard
against the negative consequences of long-term stress (Harandi et al., 2017; Lindsay Smith
et al., 2017). Moreover, a cohort study in Britain showed that persons who are socially
isolated have a greater risk of acute myocardial infarction (AMI) and stroke, as well as a
higher chance of mortality among those who have had an AMI or stroke (Hakulinen et al.,
2018).

Social isolation is associated with reduced well-being, social relations, and mental and

physical health (Clair et al., 2021; Li et al., 2021), increased pain intensity (Karayannis et
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al., 2019), increased depression (Noguchi et al., 2021; H. O. Taylor et al., 2018), and
increased mortality (Saito et al., 2021; Ward et al., 2021). Nevertheless, the five most
prevalent social issues that patients have identified were loneliness (93.3 %), not receiving
enough support from others (61.7 %), difficulty talking about the disease because they didn't
want to bother others (56.7 %), finding others unresponsive to talking about the disease (53.3
%), and difficulty finding someone confidential to talk (46.7%) (Mithrason et al., 2018).
However, social support is associated with improving physical and psychological well-being
and health perception in cancer (Leow et al., 2019). Furthermore, the results of a systematic
study showed the effectiveness of using social support in PC enhanced physical and
psychological well-being and reduced depression or maladaptive cognitions (Bradley et al.,
2018).

2.2.3.4 Financial domain for the patient

Cancer patients and family caregivers confront financial burdens due to rising healthcare
expenditures (Chang et al., 2023; Longo et al., 2021; Nipp et al., 2018).Cancer treatments
such as chemotherapy, radiation therapy, surgery, and targeted therapies are often expensive

and require multiple sessions or cycles (Carrera et al., 2018).

In the "financial" domain, 9.5-17.3% of Australians expressed a moderate to high level of
need, with "paying the non-medical expenditures of sickness" being the top concern
(Rachakonda et al., 2015). In addition, four out of every five people in Indonesia (70% to
80%) and two out of every five people in the Netherlands (30% to 42%) have financial

problems (Effendy et al., 2015).

Many cancer patients in Gaza struggle to afford these treatments, especially since they may
need to travel outside the region for specialized care that is not available locally. Gaza suffers
a number of difficulties, including a lack of funding, extreme poverty and unemployment,
poor infrastructure, and political conflicts (EIMokhallalati et al., 2022; Maziak, 2009).
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According to this survey, the majority of patients (69.4%) had poor monthly incomes, which
made it difficult for them to travel outside of Gaza for advanced and follow-up treatments

(WHO, 2019).

In conclusion, Efforts from local and international organizations are crucial in providing
financial aid and support to alleviate the burden on these patients and their families.
However, continued attention and support are needed to ensure that cancer patients in the
Gaza Strip can receive the necessary treatment without being overwhelmed by financial

constraints.

2.2.3.5 Spiritual domain for the patient

Spiritual care is a vital component of PC and was included by the World Health Organization
in its definition of PC 20 years ago (WHO, 2021). A systematic study has shown that spiritual
care at the end of life is important for patients and that patients want health care professionals
to provide this domain of PC (Best et al., 2015). Numerous studies of spirituality and spiritual
wellness have demonstrated a positive impact on the quality of life of cancer patients in all
age groups. (Gijsberts et al., 2019; Ripamonti et al., 2018). spiritual care has considerable
effects on behaviors connected to health and psychological well-being (Bozek et al., 2020).
Its enhanced patient satisfaction with treatment; stress reduction; decreased hospitalization
time and symptoms of depression while in the hospital; decreased period of hospitalization;
and enhanced quality of life (Riahi et al., 2018). A systematic review study revealed that
prayer in health and disease situations could facilitate promoting health, improving
individuals' physical performance, and feeling hopeful (Siméo et al., 2016). Despite its
positive role and status as a primary dimension of palliative care, spiritual care remains the
least concerned and most neglected dimension of PC (Gijsberts et al., 2019). In recent years,
anumber of international studies have found that patients with life-threatening ilinesses have

a variety of unmet spiritual demands (Klimasinski et al., 2022; Mesquita et al., 2017). In
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Palestine, the literature on spiritual care is very scarce, as a study on the assessment of
spiritual needs showed that (69.69%) of heart patients in the GS need spiritual care (Riahi et
al., 2018).

2.2.3.6 Informational need for the patient

information plays a crucial role in supporting cancer patients, empowering them to make
informed decisions about their healthcare, and enhancing their overall well-being. Access to
accurate and reliable information can help patients understand their diagnosis, treatment
options, side effects, and supportive care measures (Chua et al., 2018).

Cancer patients need access to comprehensive information to actively participate in their
treatment decisions. According to a study published in the Journal of Clinical Oncology,
providing information to cancer patients leads to better communication between patients and
healthcare providers, increased patient satisfaction, and improved decision-making
processes (Jansen et al., 2018).

Access to information can help alleviate anxiety and improve the quality of life for cancer
patients. Research published indicates that providing information and educational materials

to cancer patients can reduce anxiety levels, increase their sense of control, and improve
their overall well-being (Kugbey et al., 2019).

Well-informed cancer patients are more likely to adhere to their treatment plans and follow-
up care. A study published in the European Journal of Cancer Care found that patients who
received information about their cancer diagnosis and treatment were more likely to comply
with their treatment regimens (Mann et al., 2018).

Cancer patients may require additional support services, such as counseling, support groups,
and financial assistance. Having information about these resources can help patients and

their families access the support they need.
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2.2.4 Family Caregiver needs on palliative care

The family is one of the earliest and most fundamental organizations that has persisted from
prehistoric beginnings to modern cultures. Either someone who has a strong personal
relationship with an adult or a person who has a disability or has a life-threatening illness or
a chronic disease, whether a relative, friend, partner or neighbor, is known as the family
caregiver (FCA, n.d.).

The statistics regarding family caregivers are big and surprising. According to The National
Caregiving Alliance 2020, nearly 53 million caregivers have provided unpaid care to an adult
or child in a household in the past 12 months. There is an increase in the number of family
caregivers in the United States of 9.5 million compared to 2015 (NAC, 2020). In the Arab
world, no dedicated specific report or study was obtained on the proportions and numbers of
informal family care. But it is established in the Arab world that the family is interconnected
as a social institution and is the first and main provider for its older adult members in need
of care, especially in chronic and life-threatening diseases such as cancer, disability,
Parkinson's disease, and Alzheimer's disease (Alharahsheh et al., 2016).

Family caregivers of patients with life-threatening diseases such as cancer are essential
pillars with varying needs because they are accountable for long-term care for their loved
ones (Bijnsdorp et al., 2020). They are projected to offer 75-90 percent of home-based care
for persons nearing the end of their lives. Furthermore, the demand for informal care is
increasing as the population ages, resulting in people living longer and having more complex
health and social PC demands (Hulme et al., 2016).

Family caregivers feel the physical strain associated with caregiving, and fear, uncertainty,
powerlessness, and a feeling of vulnerability, despite their attempts to maintain regularly
(Sherman, 2019). They often suffer from symptoms of Loss of appetite, anger, depression,

and anxiety and may become demoralized and overwhelmed (Z. Liu et al., 2020).
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Long-term care for loved ones affects the caregivers in their families with significant
impacts on their physical and mental health, as they suffer from depression, sleep
disturbances, general fatigue, and anxiety (Dong et al., 2019). Because there is an urgent
need for supportive interventions for this population, it is essential to know the needs of
family caregivers of patients with cancer because caregiver difficulties are closely related to
patients' well-being (Guerra-Martin et al., 2023).

Unmet patients' physical, psychological, spiritual, and social needs can increase the burden
on family caregivers (Norinder et al., 2021). The results showed that PC had a statistically
significant effect on the satisfaction of family caregivers (McDonald et al., 2017).

2.2.4.1 Physical domain for the family caregiver

Physical well-being is a crucial aspect of the quality of life in PC among cancer patients and
their family caregivers (Guerra-Martin et al., 2023). As responsibilities increase during and
after cancer treatment and rehabilitation, family caregivers face many difficult issues as they
take on the role of case managers by setting up an appropriate home environment, handling
the patient in emergencies, and coordinating visits to the hospital and doctor's office.
Family caregivers are subjected to a physical burden as a result of this (Schulz et al., 2016).
Several studies have found that family caregivers of cancer patients suffer from various
physical health issues due to their involvement. Sleep disturbances, weariness, soreness, lack
of physical strength, loss of appetite, and weight loss were among the most common issues
(Bekui et al., 2023; Owoo et al., 2022).

Caregiving has a bodily impact intimately linked to the physical burdens caregivers are
expected to accomplish. As The person with cancer's symptom burden grows as the disease
progresses, so does the caregiver's physical needs. Changes in role functioning are usual as
the disease progresses, requiring the caregiver to take on extra duties formerly undertaken

by the cancer patient (Schulz et al., 2016). The study by Wu et al., 2020howed the significant
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effectiveness of PC counseling services on the physical burden of the caregiver (Wu et al.,
2020).

2.2.4.2 Psychological domain for the family caregiver

Psychosocial burdens are associated with the number of unmet needs in family caregivers of
advanced cancer patients (Z. Liu et al., 2020). A study conducted by Lee & Cha showed a
positive relationship between the unmet needs of family caregivers and the burden of care,
including psychological burdens (J. Lee & Cha, 2017).

Several studies have shown that psychological factors of family caregivers affect the quality
of patient care, not just their satisfaction with the quality of patient care (Y. J. Lee et al.,
2016). Family caregivers' psychosocial burden increases with the patients’ disease
progression and, nearing death, an even increase the patients’ burden (Oechsle et al., 2019).
According to a study conducted by Halkett et al., 2017, 62 percent of family caregivers
experienced moderate or severe distress, which worsened with time (Halkett et al., 2017).
Another study revealed a worrying prevalence of mental morbidity among family caregivers
of individuals with cancer. 66.1% reported high levels of stress, 68.8% reported a high risk
of depression, 72.3% reported a high risk of anxiety, and 50.9% reported high levels of
somatization (Areia et al., 2019). As a result of these findings, more attention should be paid
to caregivers' needs for support. The results of a study conducted in Singapore on family
caregivers' need for palliative care in the domain of health and psychological problems
showed that the highest item of need helped with concerns about the patient, followed by "
help with feelings of vague anxiety.” (Chua et al., 2020).

2.2.4.3 Spiritual domain for the family caregiver

Spiritual support is an essential part of PC for patients and family caregivers (Gijsberts et
al., 2019; Rankin, 2018). Spirituality can be used as a basis to assist existential difficulties,

stressful circumstances, and traumatizing the role played by caregivers of patients receiving
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cancer palliative care (Evangelista et al., 2016). According to the findings, the satisfaction
of family caregivers with their living environment had a clear relationship with the nurse's
expectations for care, with a focus on the spiritual dimension, according to the data.
Spirituality is appropriated by family caregivers as a coping mechanism and assistance for
meeting the purpose. (Rocha et al., 2018). In Iran, spiritual needs were the least needed
among the other domains of PC (Ashrafian et al., 2018). According to a systematic review
study, Spiritual care for family caregivers is based on a close and meaningful relationship
with patients, spirituality as a coping mechanism, spiritual needs and expressions among
family caregivers, spirituality for overcoming fears, and spirituality in making family
decisions (Lalani et al., 2018).

2.2.4.4 Social domain for the family caregiver

Individuals' health is influenced in part by the nature of their relationships and the social
systems in which they live (Deatrick, 2017). According to several studies, family caregivers
face social issues or obstacles related to role tension, economics, sexuality,
employment/education, loneliness, and environmental management (Y. Liu et al., 2019;
Wang & Feng, 2022).

The more social duties a caregiver plays, the more likely they are to feel stress and negative
effects (Kazemi et al., 2021). Roles shift when a family member is diagnosed with cancer.
With changes in obligations and interfamilial interactions, the pressure on family caregivers
is constantly increasing. This is especially true for caregivers who, in addition to caring for
the cancer patient, are also responsible for children or elderly parents (Molassiotis & Wang,

2022).

2.2.4.5 Financial domain for the family caregiver
Cancer patients and their family caregivers often face significant financial burdens as a result

of the rising healthcare expenditures associated with cancer treatment and care. The costs
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can include medical expenses, medications, hospital stays, supportive care services, and
other related costs. These financial challenges can have a profound impact on the overall
well-being and quality of life of individuals and families affected by cancer. (Chang et al.,
2023; Longo et al., 2021; Nipp et al., 2018).

The financial burden of caring for someone who is at the end of life is enormous. Financial
needs for family caregivers of cancer patients can vary depending on various factors such as
the patient's condition, the caregiver's employment status, insurance coverage, and local
resources. (Gardiner et al., 2014).

Family caregivers of cancer patients face various financial challenges. They often have to
give up or reduce their employment, leading to a loss of income and impacting their financial
stability .Additionally, caregivers may incur additional medical expenses related to the
patient's treatment, such as co-pays, medications, and specialized equipment that are not
covered by insurance (Schulz et al., 2016). The frequent trips to hospitals, clinics, or
treatment centers also result in increased transportation costs, including expenses for fuel,
parking fees, and public transportation (Varela et al., 2019). A study showed that, family
caregiver costs over the past 12 months are shown in palliative care, which made up the bulk
of the costs with an average of 76.7% during the last year of life (Chai et al., 2014). These
studies emphasize the challenges that informal family caregivers face in palliative care.
2.2.4.6 Informational domain for the family caregiver

In the care and support of terminally sick cancer patients, family members play an important
role. The need for information is crucial for cancer family caregivers as they navigate the
complex journey of caring for a loved one with cancer (Flemming et al., 2019). A study
conducted by Wang et al., et al showed that 92.1% of family caregivers for cancer patients
suffer from a lack of information (Wang et al., 2021). In a study conducted in Iran, the need

for sufficient information about financial support and the need for information about the
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current status of the patient's disease and his future path were among the highest levels of
special information needs (Ashrafian et al., 2018).

Unmet information needs among caregivers are linked to increased sadness and anxiety
(Oberoi et al., 2016; Wang et al., 2021). Conversely, pients and caregivers who get more
information and have fewer information obstacles have higher health competence and fewer

symptoms of anxiety and depression (Husson et al., 2011).
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Chapter Three
Methodology

3.1 Methodology

This section explains the approach and materials that will be utilized to address the research
questions in this study. Various topics, such as research design, study population, study
setting, and study time, will be discussed in this part, as well as sample and sampling, study

instruments, data collecting, study pilot, data analysis, data management, and ethical issues.

3.2 Study Design

The researcher used a triangulated, analytical and cross-sectional design to satisfy the study's
objectives. This was used to assess patient and family caregiver needs for palliative care
among cancer patients in the GS because they reflect current evidence at the time of data

collection; cross-sectional studies are less expensive and require less time.

In this study, methodological triangulation was utilized to combine quantitative (patients and
family caregiver’s self-administered questionnaires) and qualitative paradigms (family
caregiver’s in-depth interviews). When the two techniques are combined, detailed
information about the study areas is produced, which is impossible with just one
methodology. Additionally, combining the two strategies maximizes their advantages while

reducing their drawbacks.

3.3 Study Setting

This study was carried out at the Turkish-Palestinian Friendship Hospital (TPFH) in the Gaza

Strip.

28



3.4 Study Population

The target population of the study consists of only adult cancer patients and family
caregivers in the Turkish Friendship Hospital in GS, and the total number of cancer patients
in GS in 2022 was 9,250, of whom 1,000 have died. By July, there were only 8,250 people
left. The number of children reached is 521 of them. The population size becomes 7729 in

proportion to the inclusion criteria (MOH, 2022).

3.5 Sample and Sampling

To recruit research participants, convenience sampling was used. Convenience sampling is
a sort of nonprobability sampling in which people are selected because of their availability
at a given time and are considered "convenient" data sources for researcher. Data were
collected over a period of 3 months, from May 2022 to August 2022, from the following
departments in the Turkish-Palestinian Friendship Hospital: A. Daycare Department; b.

Inpatient Department; c. Outpatient Department

3.5.1 Quantitative part:

For cross-sectional research, the sample size was calculated using a single population
proportion formula (Thompson formula) based on the margin of error and confidence
interval, which were set at 0.05 and 0.95, respectively, and a power sample of 0.8. The
sample size was determined using the number of cancer patients at the Turkish Friendship
Hospital in GS, with N = 7729, CI = 0.95, and power = 0.08.

And Epi-Info program was applied to confirm the sample size. The sample size was 366
patients and 366 family caregivers at 95% confidence level, annex (2). However, to avoid

any missing data, 371 patients and 388 family caregivers were collected.
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3.5.2

Qualitative part:

In-depth interviews with 12 members of the family caregiver’ were conducted after reaching

the degree of saturation.

3.6

3.6.1

3.6.2

3.7

Inclusion/exclusion criteria

Inclusion criteria:

any patient aged 18 years or older who has been diagnosed with malignant cancer or
hematology cancer.

Family Caregivers should be unpaid, such as a husband, daughter/son, or relative
(over the age of 18).

The patient or family caregiver must be present at the Turkish-Palestinian Friendship
Hospital to receive service in any of the following departments: day care, outpatient
clinic, or inpatient department.

Both the patient and the caregiver were willing to participate and offered signed

informed permission.

exclusion criteria:

Any patient under the age of 18.
Any patient diagnosed with benign cancer.
Any family caregiver for a patient diagnosed with benign cancer.

Patient and family caregiver refused to participate in study

Instruments of the study

In this study, three tools were used. The study collected quantitative data through two

different self-administered questionnaires for patients and family caregivers, and to collect

quantitative data, it used an in-depth interview with family caregivers.
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The researcher or data collector provided a neutral explanation (such as reading the
questionnaires aloud word for word) if participants were confused about the questionnaires
or items in them. After completing the questionnaires, the researcher or data collector

quickly checked the data for any data that may be lacking or written answers for correction.

3.7.1 Quantitative instrument:

3.7.1.1 Tool one: Patients' questions
In the first section of the questionnaire included the demographic characteristics of patients
(age, gender, marital status, education, history of disease in their families, duration of the

disease, and job).

In the second section the patients’ needs measured by The Problems and Needs in Palliative
Care-short version (PNPC-sv) questionnaire, the tool was created in the Netherlands in
English and is a PC needs assessment scale for cancer patients. This scale has 33 items and
eight dimensions which comprises physical signs (9 items), everyday activities (3 items),
psychological problems (5 items), social problems (5 items), autonomy (4 items), spiritual
problems (4 items), information needs (1 item), and financial problems (2 items). PNPC-sv
includes two parts, one that constitutes the problem part and one that constitutes the need for
care part, Patients are asked two questions for each item: (1) " Do you find the item to be

problematic?" has the responses "yes," "somewhat," and "no" in the Problem section; and

(2) "Do you require (additional) professional care for the item?" "Yes, more," "as much as
now," and "no" in the part about the need for care. According to the PNPC-sv total score,
"yes" means 2, "somewhat" or "as much as now" means 1, and "no" means 0. Those who
answered "1" "as much as now" and "2" "yes" were organized into categories as "having a

problem" in the section related to the problem, while in the part related to care, those who

answered "1" "somewhat" and "2" "yes," and categorize them as "needing professional
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attention to the problem". An increased need for palliative care was associated with a higher

overall score (Osse et al., 2007).

In the third section of the questionnaire, The Depression, Anxiety, and Stress Scale—21
Items (DASS-21) Arabic version was used to assess the negative emotional states of
depression, anxiety, and stress. This scale has 21 items and 3 dimensions, and each
dimension has 7 items, including depression (items 3, 5, 10, 13, 16, 17, 21), anxiety (items
2,4,7,9, 15, 19, 20) and tension (items 1, 6, 8, 11, 12, 14, 18). Each item is scored on a 4-
point Likert scale starting from 0 (did not apply to me at all), 1 ("Applied to me to some
degree, or some of the time"), 2 ("Applied to me to a considerable degree, or a good part of
the time"), and 3 ("applied to me very much") overall, this tool assesses the degree of
symptom severity on a scale ranging from within normal bounds to highly severe (Ali et al.,
2017). The DASS-21's score for each subscale must be multiplied by 2 in order to determine
the overall score because the DASS-21 is a condensed version of the original 42-item DASS.
The article states that the ratings are then divided into "normal, mild, moderate, severe, or

extremely severe™ categories (See Table 3.1).

Table (3.1): The rating system for the DASS 21 index, severity rates

Severity Depression Anxiety Stress
Normal 0-9 0-7 0-14
Mild 10-13 8-9 15-18
Moderate 14-20 10-14 19-25
Severe 21-27 15-19 26-33
Extremely Severe 28+ 20+ 34+
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3.7.1.2 Tool two: family caregiver needs
In the first section of the questionnaire included the demographic characteristics of family
caregiver (age, gender, marital status, education, related relations, duration of caregiving,

and job)

In second section the needs of the family caregiver were assessed through the
comprehensive need assessment tool for cancer caregivers (CNAT-C) questionnaire; the tool
was created in South Korea in English. This serves as a needs assessment tool for those who
are family caregivers of patients with cancer. There are seven dimensions and 41 objects on
this scale, including health and psychological support (6 items), family and social support (5
items), Health-care staff (8 items), information support (8 items), spiritual support (2 items),
hospital facilities and services (6 items), and practical support (6 items). The researchers
utilize a four-point Likert scale (0O = no need, 1 = low need, 2 = moderate need, and 3 = high
need). the information (1 = low need, 2 = medium need, 3 = high need) was gathered and
taken into consideration (overall needed). An increased need for palliative care was

associated with a higher overall score (Shin et al., 2010).

In the third section of the questionnaire, the DASS-21 questionnaire Arabic version was

used (Ali et al., 2017).

3.7.2 Qualitative instrument:

The Qualitative tool was open questions (semi-structured) (Annex 10), which the researcher
asked during an in-depth interview with the family caregiver, in order to cover all dimensions

of the PC needs.

3.8 Translation of the questionnaires
The questionnaires were translated from the original English version into Arabic by four

translators, so that two translators were translated from English into Arabic and vice versa.
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The translators were familiar with medical terminology, and he had a working knowledge of
Arabic jargon, idioms, and common phrases. The questionnaire was presented to 13

experienced persons their data is in (Annex 3).

3.9 Data Collection
3.9.1 CQuantitative part:

After the pilot study the researcher and two professional assistants collected the data after
receiving permission from the research participants. The two research assistants were trained
to ask questions using a self-administered structured questionnaire and received complete
information about the study's purpose, objectives, and methodology. Quantitative data was

collected over three months beginning on May 16, 2022, and ending on August 12, 2022.

3.9.2 Qualitative part:

The researcher conducted in-depth interviews with family caregivers from October 10 to
October 30, 2022, and the average time for each interview was 30-40 minutes. The
researcher recorded the interviews with the approval of the family caregiver and took all

notes during the interviews.

3.10 Data Management and Data Analysis
3.10.1 Quantitative part:

For data input and analysis, the researcher utilized the "Statistical Package for Social
Sciences (SPSS)" program (version25). To prevent any inconsistencies, the researcher
reviewed and double-checked all of the data. The data checked for mistakes in coding and
entry. Frequency, mean, standard deviation (SD), and percentages used to represent
descriptive data. Inferential statistics tests such as the independent sample t-test and one-way

ANOVA are used to find out the association between unmet needs and selected socio-
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demographic variables. Used Pearson correlation coefficient to assessing a possible two-way
linear association between need of patients with cancer and their caregivers and depression,

anxiety and stress.

3.10.2 Qualitative part:

Maxqgda software was used to analyze transcripts of in-depth interviews with family
caregivers of cancer patients, and open coding was used to create insightful topics for
discussion and interpretation. The main findings from the transcripts were recovered, then
related concepts were categorized, quantitative and qualitative data were compared and

integrated, and lastly, rich items for debate and interpretation were produced.

3.11 Ethical Considerations

In order to start this study, this proposal was referred to the Al Quds University-School of
Public Health Research Committee for discussion and academic approval. The Helsinki
Committee provided administrative ethical clearance. Another administrative approval has
been received from the Research and Developmental Center at TPFH and the MOH, which
provided further administrative permission. All participants were informed of the research's

aims and objectives and gave verbal consent prior to the start of the study.

3.12 Pilot of the Study

A pilot study of 50 questionnaires for cancer patients and 50 for family caregivers as the
study sample included the pilot sample. A pilot study was conducted to determine the
appropriateness of test clarity, point out wording flaws, predict response rates, determine the
real-time required to fill out the questionnaire and identify areas of ambiguity, as well as test

the questionnaire's reliability, validity, and suitability, as shown in the tables below.
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3.12.1 Part one: cancer patient’s instrument

Reliability

Table (3.2): Reliability of the research for each domain among cancer patients of the cancer
patient’s questionnaire

No. Domain among cancer patients No. of item Cronbach's Alpha
Extra-care Problem

1. Everyday activities 3 0.780 0.842
2. Physical symptoms 9 0.733 0.753
3. Functional efficiency 4 0.886 0.686
4. Social issues 5 0.774 0.811
5. Psychological issues 5 0.681 0.827

Total 33 0.858 0.891

Table 3.1 shows the values of Cronbach’s Alpha for each questionnaire domain among
cancer patients of participants regarding extra care and problems. The table illustrated the
reliability of domain among cancer patients; values of Cronbach’s Alpha in were in extra-
care the range of 0.681 and 0.886. Cronbach’s alpha equals 0.858 for the entire questionnaire
in the pilot sample while values of Cronbach’s Alpha in were in problem domain among
cancer patients the range of 0.735 and 0.886. Cronbach’s alpha equals 0.891 for the entire

questionnaire in the pilot sample, which indicates good reliability of the entire questionnaire.

3.12.2 Part two: Cancer caregiver’s instrument

Reliability

Table (3.3): Reliability of the research for each domain among cancer caregivers of the
cancer caregivers questionnaire.

No. Domain among cancer caregivers No. of item Cronbach’s Alpha
1. Health and psychological problems 6 0.843
2. Family/ social support 5 0.783
3. Health-care staff 8 0.921
4. Information needs 8 0.846
5. Hospital facilities & services 6 0.740
6. Practical support 6 0.843
Total 41 0.947

36



Table 3.3 shows the values of Cronbach’s Alpha for each questionnaire domain among
cancer caregivers of participants. In addition, the table illustrated the reliability of the domain
among cancer caregivers’ values of Cronbach’s Alpha in the range of 0.740 and 0.921, which

indicates good reliability of the entire questionnaire.

3.12.3 Part three: the DASS instrument

Reliability

Table (3.4): Reliability of the research for each domain of the DASS questionnaire among
cancer patients

No. Domain among cancer patients No. of item Cronbach’s
Alpha
1. DASS 21 0.892

Table 3.4 shows the values of Cronbach’s Alpha for DASS questionnaire domain among
cancer patients of participants. In addition, the table illustrated the reliability of the domain

among cancer patients; values of Cronbach’s Alpha in were 0.892.
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Chapter Four

Results and Discussion

The main gquantitative and qualitative findings are presented in this chapter to assess cancer

patients' and their family caregivers' needs for palliative care in the GS. The findings of the

adult cancer patients who took part in the study will be presented in the first section. It will

detail the issues and requirements of patients with cancer in the GS. The second section will

present findings on family caregivers who took part in the research, including their clinical

and demographic characteristics and levels of care needs.

4.1 Section One: Cancer Patient Needs Results

4.1.1 Demographic and clinical characteristics

Table (4.1a): Distribution of the study population according to Demographic and clinical
characteristics of the patients (N=371)

Clinical characteristics Count % Mean+SD
Age (years) 52.0£15.1
Monthly Income Under deep poverty line (Less 322 86.8% 813.3+1078.8
than 1974 NIS)
Above deep poverty line (1974 49 13.2%
or more NIS)
Gender Male 169 45.6%
Female 202 54.4%
Marital status Single 30 8.1%
Married 306 82.5%
Separated 10 2.7%
Widowed 25 6.7%
Educational level Primary and less 44 11.9%
preparatory school 78 21.0%
Secondary 128 34.5%
Bachelor 108 29.1%
Post-graduate 13 3.5%
Working status Employee 79 21.3%
Non-employee 292 78.7%
Residency/living North Governorate 74 19.9%
condition Gaza Governorate 122 32.9%
Central Governorate 67 18.1%
Khan Younis Governorate 63 17.0%
Rafah Governorate 45 12.1%
Duration since diagnosis | Within the last month 26 7.0%
1-12 months ago, 168 45.3%
Over 1 year — 3 years ago 86 23.2%
Over 3 years ago 91 24.5%
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Table (4.1b): Distribution of the study population according to Demographic and clinical
characteristics of the patients (N=371)

Diagnosis/Type Breast 92 24.8%
Colon 68 18.3%
Lung 31 8.4%
Leukaemia 36 9.7%
Prostate 17 4.6%
Bladder 5 1.3%
Thyroid 25 6.7%
Lymphoma 31 8.4%
Brain and neck 6 1.6%
Stomach 19 5.1%
Pancreatic 5 1.3%
Liver 14 3.8%
Other 22 5.9%
service place Day-care 86 23.2%
Outpatient clinic 141 38.0%
inpatient department 144 38.8%
Current treatment Chemotherapy 226 60.9%
Radiation therapy 24 6.5%
Surgical 9 2.4%
Hormonal therapy 37 10.0%
Bone marrow transplantation 4 1.1%
Follow up 71 19.1%

The table 4.1a showed the socio-demographic characteristics of the study participants. The
total number of participants in the study was 371 cancer patients. The table below
summarizes the main characteristics of the study participants.

The results showed that more than half of the patients (54.4%) are female and the rest
(45.6%) are male. It is consistent with the statistics of the Ministry of Health in Gaza for the
years 2019, where the relative distribution of cancer according to gender was (54%) women
and (46%) men (MOH, 2019). The results also agreed with (Esam et al., 2022) who
conducted a study to assess the nutritional status of cancer patients receiving chemotherapy,
in which the proportion of men was 42.2%.

Furthermore, this study showed that the mean age of the patients was 52.0 £+ 15.1 years and
(82.5%) were married. This is in line with study by Abu-Odah et al., 2022, which showed that
the average age of the participating cancer patients was 50.13 + 14.8 and (83.4%) were

married.

illustrated that the highest frequency among educational levels among the participants was
secondary school (34.5%), followed by 29.1% who finished a bachelor's degree, 21.0% who

finished preparatory school, and primary school or less (11.9%). The results showed that the
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lowest frequency among education level was for post-graduate degree (3.5%). Most of the patients

(78.7%) were non-employee, while only 79 (21.3%) were employees.

The results showed that the highest group of participants living in Gaza governorate (32.9%) while
74 patients (19.9%) are living in North governorate and 67 patients are living in central governorate
(18.1%) and 63 patients (17.0%) are living in Khan Younis Governorate. The results showed that
only 45 patients are living in Rafah governorate (12.1%). It is consistent with Yaghi et al., 2015
in Gaza, where the Gaza governorate had the highest rate of cases, accounting for 42.5% of

all cancer cases (Yaghi et al., 2015).

Regarding duration since diagnosis, the table showed that 26 patients (7.0%) Within the last month
and 168 patients from 1to 12 months ago (45.3%), 86 patients from over 1 year to 3 years ago

(23.3%) and 91 patients from over 3 years ago (24.4%).

The table 4.1b showed that the highest frequency of cancer are breast cancer (24.8%) followed
by colon cancer (18.3%), leukemia cancer (9.7%), lung cancer (8.4%), lymphoma cancer (8.4%),
thyroid cancer (6.7%), other cancer (5.9%), stomach cancer (5.1%), prostate cancer (4.6%), liver
cancer (3.8%), brain and neck cancer (1.6%), bladder cancer (1.3%) and pancreatic cancer (1.3%),
respectively. This is consistent with the results of the Ministry of Health in Gaza for the years 2015-
2019, where breast cancer came out on top, followed by colon cancer, bone marrow cancer,

lymphoma and lung cancer (MOH,2019).

The results showed that 144 patients receive the service in inpatient department (38.8%),
followed by 141 receive the service in Outpatient clinic (38.0%) and only 86 patients receive
the service in day-care (23.3%). Regarding current treatment, the results showed that the
highest groups were treated by Chemotherapy (60.9%) followed by 19.1% of participants were
Follow up (19.1%), Hormonal therapy (10%), Radiation therapy (6.5%), Surgical (, 2.4%) and

Bone marrow transplantation (1.1%), respectively.
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4.2 Emotional status for cancer patients:

Table (4.2): The Mean Depression, Anxiety, and Stress Scores Among cancer patients

DASS n %
Normal 104 28.0
Mild 47 12.8
Depression Moderate 85 22.9
Sever 51 13.7
Extremely sever 84 22.6
Normal 90 24.2

Mild 17 4.6
Anxiety Moderate 66 17.8
Sever 49 13.2
Extremely sever 149 40.2
Normal 126 34.0
Mild 41 111
Stress Moderate 67 18.1
Sever 66 17.8
Extremely sever 71 19.0

The table 4.2 showed the negative emotional condition of the cancer patients in GS was
assessed with the Depression, Anxiety, and Stress Scale (DASS). The mean score was 8.4
(SD = 5.4) for anxiety, 8.5 (SD = 8.6) for depression, and 10.4 (SD = 5.8) for stress. that
depression levels among patients were normal (28%), mild (12.8%), moderate (22.9%),
severe (13.7%) and extremely severe (22.6%). Regarding anxiety, the results showed that
normal anxiety (24.2%), mild (4.6%), moderate (17.8%), severe (13.2%), and extremely
severe (40.2%). The table showed that normal stress (34.0%), mild (11.1%), moderate
(18.1%), and severe (17.8%), extremely severe (19.0%). It is consistent with the result of the
study conducted in the Gaza Strip by Abu-Odah et al., 2022; Bseiso et al., 2017. the results
of studies showed that the percentage of cancer patients without depression is 7.4%; 15% of
these patients suffer from mild depression, 53.4% suffer from moderate depression, and
24.2% suffer from severe depression. and showed high levels of psychological distress,
anxiety, and depression among patients living with advanced cancer in the GS.
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Table (4.3a) Distribution of the study participants according to their responses to Problems and needs of patients with cancer (N=371)

Is this a problem? (Problem Part) n(%o) Item Do you want professional attention for this? (Need for
Care Part) n(%)
Yes (2) Somewhat (1)| No (0) 1)+(2) Yes, more Asmuchas | No (0) (D)+(2)
(2) now (1)

Daily Activities

92 (24.8) 69 (18.6) 210 (56.6) | 161 (43.4) | Body care, washing, dressing, or toilet 82 (22.1) 75 (20.2) 214 (57.7) | 157 (42.3)

126 (34) 76 (20.5) 169 (45.5) | 202 (54.5) | Personal transportation (cycling, driving a 111 (29.9) 79 (21.3) 181 (48.8) | 190 (51.2)
car, using public transportation, etc.)

116 (31.3) 98 (26.4) 157 (42.3) | 214 (57.7) | Doing light housework (tidying up, etc.) 99 (26.7) 104 (28) 168 (45.3) | 203 (54.7)

Physical Symptoms

184 (49.6) 121 (32.6) 66 (17.8) 305 (82.2) | Pain 143 (38.5) 125 (33.7) 103 (27.8) | 268 (72.2)

218 (58.8) 108 (29.1) 45 (12.1) 326 (87.9) | Fatigue 171 (46.1) 130 (35) 70(18.9) | 301 (81.1)

172 (46.4) 104 (28) 95 (25.6) 276 (74.4) | Sleeping problems 134 (36.1) 121 (32.6) 116 (31.3) | 255 (68.7)

86 (23.2) 112 (30.2) 173 (46.6) | 198 (53.4) | Shortness of breath 76 (20.5) 95 (25.6) 200 (53.9) | 171 (46.1)

59 (15.9) 88 (23.7) 224 (60.4) | 147 (39.6) | Cough 48 (13) 78 (21) 245 (66) 126 (34)

62 (16.7) 73(19.7) 236 (63.6) | 135(36.4) | ltch 45 (12.1) 67 (18.1) 259 (69.8) | 112 (30.2)

117 (31.5) 61 (16.5) 193 (52) 178 (48) Sexual dysfunction 75 (20.2) 58 (15.6) 238 (64.2) | 133 (35.8)

137 (36.9) 127 (34.3) 107 (28.8) | 264 (71.2) | Prickling or numb sensation 112 (30.2) 110 (29.6) 149 (40.2) | 222 (59.8)

108 (29.1) 113 (30.5) 150 (40.4) | 221 (59.6) | (Nightly) Sweating or hot flushes 81 (21.9) 91 (24.5) 199 (53.6) | 172 (46.4)

Autonomy

163 (43.9) 107 (28.9) 101 (27.2) | 270 (72.8) | Difficulties in continuing the usual activities | 142 (38.3) 105 (28.3) 124 (33.4) | 247 (66.6)

117 (31.5) 120 (32.4) 134 (36.1) | 237 (63.9) | Difficulty to give tasks out of hands 95 (25.6) 117 (31.5) 159 (42.9) | 212 (57.1)

113 (30.5) 145 (39.2) 112 (30.3) | 258 (69.7) | Being dependent of others 105 (28.3) 122 (32.9) 144 (38.8) | 227 (61.2)

106 (28.6) 112 (30.2) 153 (41.2) | 218 (58.8) | Experiencing loss of control over one’s life 93 (25) 109 (29.4) 169 (45.6) | 202 (54.4)

Social Issues

59 (15.9) 80 (21.6) 232 (62.5) | 139 (37.5) | Problems in the relationship with life 49 (13.2) 64 (17.3) 258 (69.5) | 113 (30.5)
companion

54 (14.6) 65 (17.6) 251 (67.8) | 119 (32.2) | Difficulties in talking about the disease with | 40 (10.8) 61 (16.4) 270 (72.8) | 101 (27.2)
life companion

66 (17.8) 69 (18.6) 236 (63.6) | 135(36.4) | Finding it difficult to talk about the disease, | 56 (15.1) 68 (18.3) 247 (66.6) | 124 (33.4)
because of not receptive to talking about the
disease

69 (18.6) 71 (19.1) 231 (62.3) | 140(37.7) | Finding others not receptive to talking about | 58 (15.6) 69 (18.6) 244 (65.8) | 127 (34.2)
the disease

35(9.4) 54 (14.6) 282 (76) 89 (24) Difficulties in finding someone to talk to 31 (8.4) 51 (13.7) 289 (77.9) | 82(22.1)
(confidant)
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Table (4.3b) Distribution of the study participants according to their responses to Problems and needs of patients with cancer (N=371)

Is this a problem? (Problem Part) Item Do you want professional attention for this? (Need for
Care Part)
Yes (2) Somewhat (1) [No (0) (1)+(2) Yes, more  |[Asmuchas  [No (0) (1)+(2)
(2) now (1)
Psychological Issues
108 (29.1) 120 (32.4) 143 (38.5)  [228 (61.5) Depressed mood 97 (26.1) 113 (30.5) 161 (43.4) 210 (56.6)
139 (37.5) 103 (27.8) 129 (34.8) 242 (65.3) Fear of physical suffering 106 (28.6) 116 (31.3) 149 (40.1)  [222 (59.9)
184 (49.6) 81 (21.8) 106 (28.6)  [265 (71.4) Fear of metastases 161 (43.4) 180 (21.6) 130 (35) 241 (65)
151 (40.7) 83 (22.4) 137 (36.9) [234 (63.1) Difficulty coping with the unpredictability of [127 (34.2) 84 (22.6) 160 (43.2) [211 (56.8)
the future
108 (29.1) 120 (32.4) 143 (38.5) 228 (61.5) Difficulties to show emotions 85 (22.9) 92 (24.8) 194 (52.3) 177 (47.7)
Spiritual Issues
51 (13.7) 107 (28.9) 213 (57.4) 158 (42.6) Difficulties to be engaged usefully 35 (9.4) 98 (26.4) 238 (64.2) 133 (35.8)
51 (13.8) 78 (21.1) 241 (65.1) 129 (34.9) Difficulties to be avail for others 46 (12.4) 62 (16.7) 263 (70.9) 108 (29.1)
71 (19.1) 58 (15.7) 242 (65.2) 129 (34.8) Difficulties concerning the meaning of death 59 (15.9) 54 (14.6) 258 (69.5) 113 (30.5)
50 (13.5) 73 (19.7) 248 (66.8) 123 (33.2) Difficulties to accept the disease 48 (12.9) 72 (19.4) 251 (67.7) 120 (32.3)
Financial Problems
278 (74.9) 52 (14) 41 (11.1) 330 (88.9) Extra expenditures because of the disease 249 (67.1) |66 (17.8) 56 (15.1) 315 (84.9)
147 (39.6) 27 (7.3) 197 (53.1) 174 (46.9) Loss of income because of the disease 138 (37.2) 41 (11.1) 192 (51.7) [179 (48.3)
Need for Information
134 (36.1) 98 (26.4) 139 (37.5) [232 (62.5) Insufficient information, e.g., about the 133 (35.8) 92 (24.8) 146 (39.4) 225 (60.6)
disease and its treatment, aids and agencies
that can provide help, alternative healing
methods, etc.
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4.3 Distribution of Problems and needs of patients with cancer in the GS

The table 4.3 showed the Problem section and need section, as shown, the top five issues
that patients mentioned were as follows: In the forefront are financial problems: "additional
expenses due to illness,” with a rate of 88.9%, and it is followed by "fatigue" (87.9%,
physical symptoms); "pain" (82.2%, physical symptoms); "sleeping problems” (74.4%,
physical symptoms); and "difficulties in continuing the usual activities" (72.8%, Autonomy).
It is consistent with a study in Indonesia and Hong Kong that showed higher financial and
physical needs but not consistent with a study in the Netherlands, where psychological
problems and autonomy were mentioned as the two greatest problems they had. The reason
for this is due to the economic situation and the different health systems between developing
and developed countries. Gaza witnessed a significant regression in development as a result
of the repeated war cycles by the Israeli occupation, which left death and damage to the
economy and the ability of everyone to carry out their daily lives and exercise their basic
human rights. 81% of the population of the GS are refugees, of whom 71% live below the
poverty line, which explains the high financial needs in this study (Effendy et al., 2015;

UNRWA, 2020.; Wang et al., 2021).

The results indicated that fatigue (87.9%) and pain (82.2%) were the main causes of problems
related to physical symptoms. These findings were consistent with studies done in Jordan
and Gaza, which reported fatigue and pain as the most frequent major symptoms among

cancer patients (Abu-Odah, Molassiotis, Zhao, et al., 2022; al Qadire & al Khalaileh, 2016).

The five issues with the least amount of occurrences were as follows: In the forefront are
Social problems: ‘Difficulties in finding someone to talk to (confidant)’ with a rate of 24%,
and it is followed by ‘difficulties in talking about the disease with life companion’ (32.2%,

Social Problem), ‘Difficulties to accept the disease’ (33.2%, Spiritual Problem), ‘Difficulties
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concerning the meaning of death’ (34.8%, Spiritual Problem), and ‘Difficulties to be avail
for others’ (34.9%, Spiritual Problem). As the spiritual and social problems are the least of
the problems faced by cancer patients, and these results are consistent with a study conducted
in Jordan (Al-Natour et al., 2017). from my point of view, This is attributed to the fact that
the majority of the population in the GS are Muslims, and since Muslims believe in God and
the inevitability of death, that the life of this world is mortal, and that death and life are in
the hands of God alone, they believe that no one can prevent death or disease except God
alone. The lack of need for social support is due to the strong family bonding that exists in

Palestinian society in general.

For the need for care section, patients need support with the following issues: ‘extra
expenditures because of the disease’ (84.9%, Financial Needs), ‘Fatigue’ (81.1%, Physical
Symptoms), ‘pain’ (72.2%, Physical Symptoms), ‘Sleeping problems (68.7 %, Physical
Symptoms), and ‘Fear of metastases’ (65%, Psychological Issues). This may be ascribed to
Gaza's absence of an integrated PC system within its healthcare system. It's also probable
that another factor is that healthcare workers lack the necessary skills and training to provide
comprehensive treatment (Alwali et al., 2022). The subjects on which fewer respondents
reported "yes, more" and "as much as now" were "difficulties concerning the meaning of
death” (30.5%, Spiritual Issues), "itch” (30.2%, Physical Symptoms), "difficulties in being
available for others™ (29.1%, Spiritual Issues), "difficulties in talking about the disease with
a life companion™ (27.2%, Social Issues), and "difficulties in finding someone to talk to (a

confidant)" (22.1%, Social Issues).
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4.3.1 Distribution of the patients with cancer according to their responses to studied

domains

Table (4.4): The distribution of the participants according to responses to studied domains

Problem section Need for Care section
Domains Mean+SD | Problem section (%) | MeanSD Need section (%)

ADL 2.46+2.14 43.4%-57.7% 2.27+£2.11 22.1%-29.9%
Physical 8.61+4.3 36.4%-87.9% 7.13+4.47 12.1%-46.1%
Autonomy 3.99£2.65 58.8%-72.8% 3.57+2.73 25.0%-38.3%
Social 24428 32.20%-37.70% 2.11+2.74 8.4%-15.6%
Psychological 4.96+3.26 61.5%-71.4% 4.41+3.35 22.9%-43.4%
Spiritual 2.05+2.17 33.2%-34.9% 1.78+2.13 9.4%-15.9%
Financial 2.5+1.34 46.9%-88.9% 2.37+1.41 37.2%-67.1%

Information 0.99+0.86 62.5% 0.96+0.87 35.8%

Note: * Problem section =‘Is this a problem?’: accumulated categories: Yes + Somewhat; ** Need for Care
section =‘Do you want attention for this?’: categories: Yes, more.

The table 4.4 showed that the most often reported problems were financial problems (46.9% to 88.9
%) and physical problems (36.4 % to 87.9 %). Likewise, with percentages ranging from 37.2% to
67.1%and 12.1% to 46.1%, respectively, financial and physical demands were identified as the two
most unmet needs for cancer patients. A significant portion of the population in the GS consists of
refugees, a majority of whom live below the poverty line. This circumstance contributes to the

substantial financial needs observed in this study.

4.4 Relationship between several independent factors and Problems and needs of
cancer patients

In order to examine the relationship between demographic features (categorical variables) and the
issues and PC requirements of cancer patients, in this study, we used an independent t-test and a
one-way ANOVA. In order to investigate the relationships between stress, anxiety, and depression
and patient issues and their demands for palliative care, Pearson correlation analysis (continuous

variables) was performed.
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4.4.1 Relationship between several clinical and demographic factors and the
problems and palliative care needs of cancer patients.

4411 Gender

Table (4.5): Relationship between the PNPC-sv and gender (N=371, M+SD)

Problem section Need section
(Meanx SD) (Meanx SD)
Domain t PI t PI
Male Female vaiue Male Female vaiue
(n=169) (n=202) (n=169) | (n=202)
ADL domain 2.66+2.21 | 2.28+2.07 | 1.71 | 0.088 | 2.5+2.17 |2.07+2.05|1.953 | 0.052

Physical domain 8.62+4.54 8.6+4.1 |0.036| 0.971 |2.17+7.33|2.05+6.96|0.796 | 0.426

Autonomy domain | 4.38+2.68 | 3.66x2.59 | 2.63 | 0.009* |7.33+4.65|6.96+4.31|1.734 | 0.084

Social domain 2.64+3.01 | 2.26+2.61 |1.311| 0.191 |3.83%+2.79|3.34+2.67 |1.378 | 0.169
Psychological 4,79+3.36 | 5.11+3.18 | -0.93 | 0.353 [2.324+2.92(1.93+2.59| 0.04 | 0.968
domain

Spiritual domain 2.17+2.17 | 1.95+2.18 [0.976| 0.33 |4.4243.35|4.41+3.37| 0.51 0.61

Financial domain 2.75+1.34 2.3+1.3 |3.306 | 0.001* [1.85+2.08 |1.73+2.17|3.201 | 0.001*

Information domain | 1.08+0.84 | 0.91+0.87 |1.984 | 0.048 |2.63%+1.42|2.16x1.37|1.677 | 0.094

Total Score 29.11+13.69|27.07+12.29| 1.509 | 0.132 |1.05+0.86 | 0.9+0.87 |1.701 | 0.09

*P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation; & t:
independent t-test.

The table 4.5 showed that the Male patients had more autonomy and financial needs than female
patients in problem Part (p<0.05) while Male patients had more financial needs than female patients
in palliative care needs. This is consistent with the study of EIMokhallalati et al., 2020, which was
conducted in the Gaza Strip. There were no statistically significant differences between other
domains of PNPC-sv and gender. According to the researcher's perspective, male cancer patients
face more financial needs because they depend more on income from work because cancer makes
them vulnerable, which affects their ability to work, whereas the majority of women in Palestinian

society depend on financial support and personal expenses from their husbands.
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44.1.2 Income

Table (4.6): Relationship between the PNPC-sv and income level (N=371, M+SD)

Problem section Need section
(Meant SD) (Meanz SD)
Under Above Under Above
deep deep deep deep
Domain poverty | poverty t P- poverty poverty t P-
line line (1974 value line line (1974 value

(Less or more (Less or more

than NIS) than 1974 NIS)

1974 (n=49) NIS) (n=49)

NIS) (n=322)

(n=322)

ADL 2.52+2.12 | 2.04+2.25 | 1.458 | 0.146 | 2.31+2.09 2+2.29 0.958 | 0.339
Physical 8.89+4.23 | 6.78+4.33 | 3.241 | 0.001 | 7.35+4.44 5.67+4.4 2.466 | 0.014*
Autonomy 4.1+2.63 | 3.29+2.69 | 2.01 | 0.045 | 3.7x2.72 2.71£2.68 | 2.355 | 0.019*
Social 2.53+2.81 | 1.8+2.67 |1.722| 0.086 | 2.17x2.76 | 1.69+2.62 | 1.126 | 0.261
Psychological |5.08#3.21 | 4.2#351 |1.759 | 0.079 | 4.56+3.31 | 3.47+3.49 | 2.123 | 0.034*
Spiritual 2144214 | 1.49+2.34 |1.949 | 0.052 | 1.85+2.1 1.37+£2.31 | 1.472 | 0.142
Financial 2.53+1.34| 2.35+1.3 |0.883 | 0.378 | 2.41+1.41 | 2.12+1.36 | 1.348 | 0.178
Information 1.02+0.84 | 0.76+0.92 | 2.033 | 0.043* | 0.98+0.86 | 0.84+0.92 | 1.111 | 0.267
Total Score 28.8+12.58|22.69+14.33| 3.108 | 0.002* |25.33+£13.43| 19.88+14.9 | 2.607 | 0.010*

*P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation; & t:

independent t-test.

The table 4.6 showed that in the problem part, income under deep poverty line (Less than 1974

NIS) in patients had information, physical, autonomy and total score more than who had income

above deep poverty line (1974 or more NIS) patients (p<0.05) while in need for care part, income

under deep poverty line (Less than 1974 NIS) in patients had physical, autonomy, social,

psychological and total score than who had above deep poverty line (1974 or more NIS) (p<0.05).

There were no statistically significant differences between other domains of PNPC-sv and income.

It was expected that patients with lower salaries would report having greater needs, as these

findings were consistent with previous research in Jordan, and China (Maltoni et al., 2022; Wang

etal., 2021).
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4.41.3 Marital status

Table (4.7): Relationship between the PNPC-sv and marital status (N=371, M+SD)

Problem section | Need section
(Meanz SD) t P-value (Meanz SD) t P-value
Domain Single Married Single Married
(n=65) (n=306) (n=65) (n=306)
. 2.25% 2.5+2.18 6.147 0.014* 2.12+ 2.3+2.14 2.738 0.099
ADL domain
1.93 1.99
Phvsical domain 8.2+ 8.69+4.31 | -0.839 0.402 7.06+ 7.14+4.48 0.222 0.638
Y 4.27 4.45
. | 3.75+ | 4.04+2.67 0.534 0.465 3.63+ 3.55+2.77 1.673 0.197
Autonomy domain 2 59 558
. . 1.71+ | 2.59+2.87 5.917 0.015* 1.65+ 2.242.81 4.1 0.044*
Social domain
2.36 2.35
Psychological 5.32+ 4.89+3.3 0.694 0.406 4.89+ 4.31+3.38 0.245 0.621
domain 3.07 3.2
. - 222+ | 2.02+2.16 0.007 0.936 2.12+ 1.71+£2.11 0.007 0.935
Spiritual domain
2.25 2.21
Financial domain 21.4??61 2.52+1.33 0.243 0.623 21.43?5 2.36+1.42 1.44 0.231
Information 1.08+ | 0.97+0.86 0.017 0.896 1.02+ 0.95+0.87 0.496 0.482
domain 0.85 0.86
Total Score 26.95+ | 28.22+13. 1.552 0.214 24.95+ 24.53+13.98 | 3.154 0.077
12.14 15 12.64

*P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation; & t:
independent t-test.

As is shown in Table 4.7, Married in patients had ADL and social need more than who single
For the Problem Part while in palliative care needs, married in patients had social need more
than who single (p=0.005). Finally, there were no statistically significant differences
between other domains of PNPC-sv and marital status. Compared to other marital statuses
(single, widowed, or divorced), married patients who work more at home may have higher
unmet needs. More than 82% of the patients in our research were married. This high
incidence, however, was comparable to those discovered in Japan, China, and Jordan in
previous research (Al-Husban et al., 2021; Hasegawa et al., 2016c; Wang et al., 2021). In
my opinion, the cause might be due to the fact that married patients often perform more

housework and hence have more daily demands than single patients.
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4.4.1.4 Educational levels

Table (4.8a): Relationship between the PNPC-sv and education levels (N=371, MSD)

Problem section
Education Level
(Meanz SD) p.
Domain Primary Post- F value
And Secondary | Tertiary Bachelor duate
less (n=78) (n=128) | (n=108) ?r:f 1;‘)""
(n=44)
ADL 3.7£2.09 2.5+2.07 2.28+2.08 2.07+2.12 | 2.85+2.15 | 5.16 | 0.000*
Physical 9.82+4.38 8.9+4.38 8.81+4.16 7.7£4.3 8.23+3.98 | 2.28 0.06
Autonomy 5.11+2.7 3.83+£2.71 3.95+£2.5 3.62£2.65 | 4.62+2.87 | 2.81 | 0.025*
Social 2.89+3 2.29+2.79 2.55+2.86 224269 | 2.31x2.78 | 0.52 | 0.722
Psychological 5.8+3.35 4.78+3.1 5.12+3.16 458+3.34 | 4.92+3.99 | 1.22 | 0.302
Spiritual 2.39£2.12 1.83+£1.92 2.2242.2 1.83+2.25 | 2.38+2.81 | 1.00 | 0.409
Financial 2.86+1.11 2.19+1.34 2.59+1.38 249+1.29 | 2.38x1.71 | 2.05 | 0.086
Information 1.09+0.83 1.05+0.87 1+0.87 0.87£0.84 | 1.08+0.95 | 0.81 0.52
Total Score 33.66+13.36 | 27.38+12.75| 28.52+11.63| 25.42+13.62 | 28.77£15.3| 3.36 | 0.010*
Table (4.8b): Relationship between the PNPC-sv and education levels (N=371, M+SD)
Need section
Education Level
Domain Primary e 2) Post- F \Ija_llue
and less Secondary | Tertiary Bachelor graduate
(n=44) (n=78) (n=128) (n=108) (n=13)
ADL 3.52+1.98 2.21+2 2.13+2.13 | 1.91+2.04 2.85%2.3 5.31 | 0.000*
Physical 9.05+4.75 7.22+4.57 6.98+4.17 | 6.38+4.49 7.85+4.12 2.98 | 0.019*
Autonomy 4.95£2.72 3.47+2.73 3.3£2.55 3.3£2.79 4.23+£2.98 3.71 | 0.006*
Social 2.45+2.7 2.23+2.95 1.98+2.69 | 1.99+2.71 2.31+2.78 0.34 0.849
Psychological | 5.23+£3.35 4.37+3.29 4.39+3.24 4.1+3.44 4.69+4.13 0.91 0.46
Spiritual 2.05+2.08 1.74+1.96 1.78+£2.19 | 1.65+2.15 2.31+2.69 0.48 0.754
Financial 2.82+1.23 2.17+1.31 243+1.43 | 2.31+1.44 2.15+1.86 1.73 0.144
Information 1.07+0.87 1.01+0.88 0.98+0.9 0.87£0.83 | 0.92+0.86 0.56 0.694
Total Score |31.14+13.92| 24.42+13.31 | 23.98+£12.33 | 22.5+14.7 | 27.31+1555 | 3.4 0.009*

*P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation & F: one-
way ANOVA.

The table 4.8a showed that a significant difference was identified in Problem Part for ADL,
Autonomy, total score domains (p<0.05). The table 4.8b Regarding the Need for Care part, A
significant difference was identified in ADL, Autonomy, Physical & total score. In contrast, there

were no statistically significant differences according to the other studied domains.
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4415 Work status

Table (4.9a): Relationship between the PNPC-sv and work status (N=371, M£SD)

Problem section
Domain (Mean+ SD) t P_value
Employee (n=79) Non-employee (n=292)
ADL 2.13+2.2 2.54+2.12 -1.543 0.124
Physical 9.8244.11 8.9+4.32 -2.131 0.034*
Autonomy 3.774+2.81 4.05+2.61 -0.83 0.407
Social 2.14+2.67 2.52+2.84 -1.063 0.288
Psychological 4.91+3.49 4.98+3.2 -0.164 0.869
Spiritual 2.11+2.48 2.03+2.09 0.289 0.773
Financial 2.29+1.35 2.56+1.33 -1.6 0.111
Information 0.96+0.9 0.99+0.85 -0.285 0.775
Total Score 26.01+14.26 28.53+12.57 -1.536 0.125
Table (4.9b): Relationship between the PNPC-sv and work status (N=371, M+SD)
Need section
Domain (Meanz SD) t P_value
Employee (n=79) | Non-employee (n=292)

ADL 2.13+2.14 2.31+2.11 -0.677 0.499
Physical 6.744.33 7.25+4.5 -0.972 0.332
Autonomy 3.53+2.78 3.58+2.73 -0.126 0.9
Social 2.06+2.73 2.12+2.75 -0.152 0.879
Psychological 4.59+3.52 4.36+3.31 0.545 0.586
Spiritual 2+2.31 1.73+2.08 1.014 0.311
Financial 2.19+1.45 2.42+1.39 -1.317 0.189
Information 0.92+0.87 0.98+0.87 -0.472 0.637
Total Score 24.13+14.81 24.74+13.45 -0.35 0.727

*P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation; & t:

independent t-test.

Table 4.9a&b showed that Employee in patients had Physical score more than Non-employee in

Problem Part (p < 0.05). In contrast, there were no statistically significant differences between other

domains of PNPC-sv and work status (p>0.05). This is consistent with a study conducted in Jordan

(Al-Husban et al., 2021). In my opinion, the reason may be the fact that employed patients often

experience fatigue and stress during work, which affects their physical health more than non-

employed patients.
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4.4.1.6 Living place

Table (4.10a): Relationship between the PNPC-sv and residency/living condition (N=371,

M=SD)
Problem section
Governorates
(Meanz SD) p.
Domain North Gaza Central Khan Rafah F lue
Governora | Governora | Governora | Younis Governora va
te (n=74) te (n=122) | te (n=67) Governora | te (n=45)
te (n=63)
ADL 2.46+2.1 2.45%2.22 2.45%2.24 2.35%2.05 2.62+2.03 |0.107| 0.955
Physical 9.27+0 8.59+0 8.54+0 8.4+0 7.9620 |0.739| 0.566
Autonomy 4,35+2.43 3.9+2.64 3.84+2.8 3.78+2.58 4,18+2.93 |0.117| 0.855
Social 2.61+2.77 2.3+2.84 2.46+2.82 2.4+2.57 2.56+3.12 |0.788| 0.532
Psychological 5.35+3.28 4.66+3.32 4.63£3.05 5.32+3.44 5.18+3.11 |0.113| 0.655
Spiritual 2.22+2.24 2.02+2.06 1.94+2.21 2.16+2.22 1.87+2.3 |0.98| 0.439
Financial 2.64+1.3 2.57+1.4 2.39+1.21 2.37+1.46 2.47+1.24 10.203| 0.355
Information 1.04+0.87 1.04+0.82 0.85+0.89 0.94+0.9 1.02+0.87 |0.975| 0.432
Total Score 29.93+13.14 | 27.53+£12.71 | 27.09+13.67 | 27.7+12.96 | 27.84+12.6 |0.111| 0.155

Table (4.10b): Relationship between the PNPC-sv and residency/living condition (N=371,

M=SD)
Need section
Governorates
(Meanzx SD) P-
Domain North Gaza Central Khan Rafah F valu
Governora | Governora | Governora | Younis Governora e
te (n=74) te (n=122) | te (n=67) Governora | te (n=45)
te (n=63)
ADL 2.38+2.04 2.1+2.2 2.37+2.21 2.14+2.03 2.58+2.01 | 0.583 | 0.675
Physical 7.81+4.92 6.6+4.76 7.331+4.46 7.3243.94 6.89+3.44 | 0.955 | 0.432
Autonomy 3.74+2.56 3.27+2.82 3.561+2.84 3.54+2.55 4.242.87 1.049 | 0.382
Social 2.34+2.81 1.8+2.65 1.97£2.7 2.27+2.54 2.53£3.21 | 0.892 | 0.469
Psychological 4.81+3.44 4.04+3.41 3.96+3.22 4,95+3.43 4.69+3.07 | 1.438 | 0.221
Spiritual 1.77+2.02 1.65+2.05 1.69+2.2 2.14+2.28 1.82+2.24 | 0.608 | 0.657
Financial 2.47+1.4 2.46+1.49 2.22+1.28 2.17+1.53 2.49+1.2 | 0.783 | 0.537
Information 0.99+0.88 1+0.83 0.87+0.87 0.98+0.92 0.96+0.88 | 0.287 | 0.886
Total Score | 26.31+£14.39 | 22.91+14.28 | 23.91+13.97 | 25.52+12.68 | 26.16+£12.07 | 1.006 | 0.404

*P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation & F: one-

way ANOVA.

Table 4.10a&b showed that there were no statistically significant differences between domains of

PNPC-sv, and living place (p > 0.05). From my point of view, the reason is due to the

transformation of some rural areas into urban areas as a result of the increase in population and the

availability of services, as the Gaza Strip has become one environment and one culture from north

to south.
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4.4.1.7 Duration since diagnosis

Table (4.11a): Relationship between the PNPC-sv and duration since diagnosis (N=371,
M+SD)

Problem section
Current treatment
. (Mean+ SD)
Domain Within the 1-12 months | Over 1year | Over 3years F P-value
last month ago, (n=168) | —3yearsago | ago (n=91)
(n=26) (n=86)

ADL 2.27+2.22 2.35+2.15 2.66+2.03 2.52+2.22 0.506 | 0.678
Physical 7.38+0 8.2+0 9.51+0 8.85+0 2.593 | 0.052
Autonomy 3.62+2.59 3.77+2.63 4.53+2.58 4+2.74 1.789 | 0.149
Social 1.85+2.13 2.29+2.7 3.29+3.04 2.07+2.8 3.811 | 0.010*
Psychological 4.27+3.33 4.87+3.31 5.743.11 4.65+3.22 2.2 0.088
Spiritual 1.54+1.86 1.86+2.09 2.81+2.41 1.8242.03 4.92 | 0.002*
Financial 2.54+1.14 2.37+1.39 2.67+1.34 2.58+1.27 1.149 | 0.329
Information 0.88+0.71 1.05+0.89 1.05+0.85 0.85+0.84 1.359 | 0.255
Total Score 24.35+11.43 | 26.76+13.17 | 32.23+12.91 | 27.33+12.33 | 4.459 | 0.004*

Table (4.11b): Relationship between the PNPC-sv and duration since diagnosis (N=371,
M+SD)

Need section
Current treatment
. (Meanz SD)
Domain Within the 1-12 months | Over 1 year — Over 3 F P-value
last month ago, (n=168) 3 years ago years ago
(n=26) (n=86) (n=91)
ADL 2.12+2.2 2.11+2.06 2.52+2.1 2.36%2.2 0.824 0.482
Physical 6.54+3.46 6.91+4.36 7.9+4.68 6.98+4.7 1.166 0.323
Autonomy 3.5+2.5 3.38+2.65 4.02+2.69 3.51+2.98 1.096 0.351
Social 1.35+1.81 2.02+2.71 2.97+3.07 1.66+2.55 4.448 0.004*
Psychological 3.73+£3.38 4.45+3.33 5.12+3.37 3.87+£3.3 2.456 0.063
Spiritual 1.31+1.81 1.76+2.11 2.41+2.49 1.37+1.74 4.114 0.007*
Financial 2.23+£1.27 2.28+1.46 2.59+1.41 2.38+£1.35 1.037 0.376
Information 0.92+0.8 1.04+0.9 1.05+0.85 0.77£0.83 2.211 0.086
Total Score 21.69+11.07 23.95+13.33 28.57+£14.62 22.9+13.74 3.438 0.017*

“P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation & F: one-
way ANOVA.

Table 4.11a&b showed that a significant difference was found in the social, spiritual, and total
scores (p 0.05) for both problems and PC needs. In contrast, there were no statistically significant

differences between other domains of PNPC-sv and duration since diagnosis (p>0.05).
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4.4.1.8 \Where to receive the service

Table (4.12a): Relationship between the PNPC-sv and where to receive the service (N=371,

M=SD)
Problem section
Where to receive the service
. (Meanz SD)
Domain Daycare Outpatient inpatients F P-value
(n=86) clinic (n=141) department
(n=144)

ADL 1.88+1.89 2.06+2.01 3.19+2.21 15.001 0.000*
Physical 8.63+4.34 8.02+4.47 9.17+4.05 2.551 0.079
Autonomy 3.45+2.6 3.39+2.52 4.9+2.56 14.952 0.000*
Social 2.3+2.54 2.56+3.01 2.4+2.76 0.25 0.779
Psychological 4.95+3.15 4.73+3.32 5.2+3.27 0.743 0.476
Spiritual 2.21+2.18 2.11+2.13 1.9+2.21 0.653 0.521
Financial 2.29+1.36 2.42+1.22 2.72+1.41 3.345 0.036*
Information 1.01+0.93 0.93+0.83 1.03+0.84 0.517 0.597
Total Score 26.73+£12.22 26.52+13.11 30.19+13.05 3.428 0.033*

Table (4.12b): Relationship between the PNPC-sv and where to receive the service (N=371,

Mz=SD)
Need section
Where to receive the service
. (Mean+ SD)
Domain Daycare (n=86) | Outpatient inpatients F P-value
clinic (n=141) department
(n=144)
ADL 1.741.82 1.76+£1.87 3.11+2.23 20.662 0.000*
Physical 7.31+4.46 5.91+4.65 8.22+4 10.076 0.000*
Autonomy 3.33+2.62 2.5+2.49 4.,75+2.58 28.07 0.000*
Social 2.23+2.77 1.79+2.71 2.33+2.76 1.499 0.225
Psychological 4,74+3.28 3.66%3.39 4.,95+3.25 5.99 0.003*
Spiritual 1.99+2.14 1.57+2.1 1.88+2.16 1.257 0.286
Financial 2.22+1.43 2.6+1.47 2.25+1.31 2.846 0.059
Information 0.91+0.93 0.95+0.86 1.01+0.84 0.44 0.645
Total Score 24.43+13.18 20.74+13.65 28.5+13.13 12.065 0.000*

“P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation & F: one-

way ANOVA.

Table 4.12a&b showed that the patients receiving the service in inpatients department had higher

ADL, Autonomy, Financial , Total Score needs (p<0.05) compared with the patients receiving the

service

in Outpatient clinic and Daycare in Problem Part while a significant difference was

identified in Need for Care Part for ADL, Physical, Autonomy, Psychological and Total Score (p

< 0.05). In contrast, there were no statistically significant differences between other domains of

PNPC-sv and place of receive the service (p>0.05). From my point of view, it is expected to obtain
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this result because the majority of hospitalized patients are admitted due to the severity of the peak

of the disease or to receive chemotherapy, which increases their needs.

4.4.19 Currenttreatment

Table (4.13a) Relationship between the PNPC-sv and current treatment (N=371, MSD)

Problem section
Current treatment F v;;e
Domain (Meanz SD)
Chemotherapy Radiation Surgical Hormonal Bone marrow Follow up
(n=226) therapy (n=9) therapy transplantation (n=71)
(n=24) (n=37) (n=4)
ADL 2.62+2.08 2+2.15 2.67+2.69 1.92+2.22 2.25+0.5 2.34+2.25 1.031 0.399
Physical 7.56+4.29 6.79+4.58 7.44+6.31 5.11+3.71 13.25+3.69 6.55+4.68 2.289 | 0.045*
Autonomy 4.28+2.51 3.96+2.44 4.56+3.36 3.14+2.74 3.75+1.5 3.46+2.96 1.995 | 0.079
Social 2.5+2.78 3+3.15 3.56+3.24 1.97+2.39 0.5+1 2.27%2.92 1.139 0.339
Psychological 5.07+3.28 5.71+3.42 5.67+3.84 3.89+3.09 4.25+2.06 4.89+3.16 1.233 | 0.293
Spiritual 2.1+2.21 1.92+1.82 2.78+1.92 1.57+1.88 0.75%1.5 2.17+2.34 0.939 0.456
Financial 2.48+1.3 2.92+1.74 2.11+1.27 2.43+1.37 2.75%15 2.52+1.31 0.678 0.64
Information 1+0.86 0.92+0.93 0.44+0.73 0.81+0.84 1.5+0.58 1.1+0.85 1.611 | 0.156
Total Score 28.84+12.58 29.83+11.13 29.33+17.48 23.05+11.28 29.5+6.24 27.01+14.84 1.483 0.194
Table (4.13b) Relationship between the PNPC-sv and current treatment (N=371, M+SD)
Need section
Current treatment F \'ja_llue
Domain (Mean+ SD)
Chemotherapy Rad;iation Surgical Hormonal Bone marrow Follow up
(n=226) therapy (n=9) therapy transplantation (n=71)
(n=24) (n=37) (n=4)
ADL 2.46x2.09 1.67+2.06 2.78+2.68 1.68+2.21 2.25%0.5 2.11+2.09 1.536 0.178
Physical 7.56+4.29 6.79+4.58 7.44+6.31 5.11+3.71 13.25£3.69 6.55+4.68 3.853 0.002*
Autonomy 3.88+2.62 2.25+2.09 5+3.43 2.89+3.02 3.75+15 3.15+2.87 3.082 | 0.010*
Social 2.25x2.74 1.5+£2.92 3.67+3.32 1.32+2.12 0.25+0.5 2.17+2.88 1.935 0.088
Psychological 4.61+3.35 4.29+3.84 5.56+3.88 3.22+3.31 3+1.41 4.38+3.17 1.467 0.2
Spiritual 1.92+2.17 1.25+1.94 2.33%2 1.05+1.82 0.25+0.5 1.94+2.2 1.982 0.081
Financial 2.35+1.35 3.08+1.64 1.89+1.45 2.08+1.52 2.75%1.5 2.39£1.41 1.844 0.104
Information 1+0.88 0.88+0.95 0.44+0.73 0.81+0.84 0.75+0.5 1.06+0.84 1199 | 0.309
Total Score 26.03+13.36 21.71x11.74 29.11+17.98 18.16+13.07 26.25+5.68 23.76x14.75 2.642 0.023*

Table 4.13a&b Showed that the patients receiving treatment had higher Physical, Autonomy need
compared with those patients without treatment. A significant difference was identified in Physical
Score (p<0.05) in Problem Part while a significant difference was identified in Need for Care Part
for Physical, Autonomy, and Total Score (p < 0.05). In contrast, there were no statistically
significant differences between other domains of PNPC-sv and Current treatment (p>0.05). It was

expected that patients receiving treatment has higher Physical, Autonomy need compared patients
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without treatment. This is consistent with a study conducted in Jordan and china (Al-Husban et al.,

2021; Wang et al., 2021). which showed that giving chemotherapy increases physical need. In my

opinion, chemotherapy has many negative effects. Fatigue, lack of appetite, nausea, digestive

problems including constipation or diarrhea, hair loss, mouth sores, and problems with the skin,

nails, and hair can all be side effects of chemotherapy. It's possible that you have problems focusing

or remembering things. Hearing alterations as well as effects on the nerves and muscles are possible

(van den Boogaard et al., 2022).

4.4.2 Correlations between DASS and palliative care needs for cancer patient

4.4.2.1 Correlations with respect to the problem section of the cancer patient

Table (4.14): Correlations between the patients DASS and the PNPC-sv (Problem part)

DASS Domains of the Problems and Needs in Palliative Care (Problem section)
ADL | Physical| Autonomy| Social PIZZ(I::; Spiritual| Financial| Information ;—:Ot:
Anxiety 0.287**| 0.512**| 0.487** | 0.387**| 0.582**| 0.518** | 0.387** 0.388** | 0.675**
Depression | 0.330**| 0.412**| 0.512** | 0.399**| 0.651**| 0.565** | 0.374** 0.368** | 0.686**
DASS Stress 0.321**| 0.478**| 0.554** | 0.424**| 0.635**| 0.548** | 0.303** 0.337** | 0.714**
Total Score| 0.343**| 0.512**| 0.569** | 0.443**| 0.684**| 0.597** | 0.316** 0.254** | 0.760**

Note: ** = Correlation is significant at the 0.01 level (two-tailed); * = Correlation is significant at the 0.05

level (two-tailed).

As shown in the table 4.14: correlation results between DASS and problem section in palliative

care for cancer patient. There was a statistically significant strong correlation between

anxiety, depression, and stress and all domains in the problem section of cancer patients in

PNPC-sv (correlation coefficient 0.760). This is consistent with another study, which

showed statistically significant relationships between the psychological status and the

problems of cancer patients (Hunt et al., 2021).
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4.4.2.2 Correlations regarding the Need for Care part of the PNPC-sv

Table (4.15): Correlations between the patients and DASS (Need for Care part)

DASS Domains of the Problems and Needs in Palliative Care (need Part)
ADL | Physical |Autonomy| Social T?éf:; SpiritualFinancial|lnformation ;—:;:
DASS | Anxiety | 0,380%*| 0.490%* | 0.409** |0.334** 0.517** | 0.454**| 0.384**| 0.380** |0.588**]
Depression | 0.358**| 0.436** | 0.450** |0.382** 0.613** | 0.513**| 0.389**| 0.363** |0.638**
Stress 0.347**| 0.478** | 0.461** |0.360** 0.585** | 0.497**| 0.398**| 0.331** |0.638**
Total Score | 0.361** | 0.514** | 0.484** | 0.394** 0.628** | 0.536**| 0.319**| 0.347** |0.682**

Note: ** = Correlation is significant at the 0.01 level (two-tailed); * = Correlation is significant at the 0.05
level (two-tailed).

As shown in the table 4.15: correlation results between DASS and need section in PC for

cancer patient. There was a statistically significant strong correlation between anxiety,

depression, and stress and all domains in the need section of cancer patients in PNPC-sv

(correlation coefficient 0.682). This is consistent with another study, which showed

statistically significant relationships between the psychological status and the needs of

cancer patients (Ali elsayed et al., 2015).
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4.5 Section two: Family Caregiver Needs Results
45.1 Distribution of the family caregivers according to their gender

Figure 4.1 the results showed that the more than half of the family caregivers (52.8%) are
female and the rest (47.2%) are male. It is consistent with a study conducted in Singapore,
China, Australia, Sudan, and Jordan that more females are family caregivers than males.
(Chua et al., 2020; Cui et al., 2014; Osama et al., 2020; Osama et al., 2020; Stiller et al.,
2021). from the researcher point of view, this is because the largest percentage of cancer
patients in Gaza are women, and the culture of Palestinian society considers providing care

as a major role woman play.

Female Male
52.8% 47.2%
(n=205) (n=183)

Figure (4.1): Distribution of family caregivers according to their gender
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4.5.2 Distribution of the family caregivers according to their age

28.4% 27.3%
30% (n=110) (2=106)

30 vears or less 31-40 vears 41-50 vears Aore than 50

years

Figure (4.2): Distribution of family caregivers according to their age

Figure 4.2 illustrated that the highest age groups of the family caregivers were aged 30 years
or less (28.4%) followed by 27.3% of them being aged between 41 to 50 years and 22.9% of
them being aged between 31 to 40 years. The results showed that the lowest age groups of
study were aged More than 50 years (21.4%). The average age among participants was
39.8+13.0 years. the researcher point of view is that these results are reasonable, as the
patient's care needs a great deal of effort, so the highest percentage of family caregivers were

aged less than 30 years old.
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4.5.3 Distribution of the family caregivers according to the educational level

5"]0/(0 _ 46.1‘!'1]
(n=179)
40%
30%
20%
10%% 4
0%
Prim ary Preparatory Secondary Bachelor Post-graduate
school and less school school

Figure (4.3): Distribution of family caregivers according to academic qualification

Figure (4.3) illustrated that the highest educational level among the family caregivers was a
bachelor's degree (46.1%) followed by 31.7% who finished secondary school; 12.4% who
finished preparatory school and primary school or less (5.4%). The results showed that the

lowest education level was finished post-graduate degree (4.4%).
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4.5.4 Distribution of the family caregivers according to their socio-demographic

information

Table 4.16 illustrated the distributions of the family caregivers according to their socio-
demographic information. The distribution of the family caregivers according to marital
status showed that the majority of the family caregivers who were married at a rate of 74.7%,
and this corresponds to a study conducted in Singapore, where the percentage of married
family caregivers was 75.6% (Chua et al., 2020). This corresponds to another study
conducted in Iran, where the percentage was 81.5% (Ashrafian et al., 2018). The reason may
be attributed to the fact that the majority of cancer patients are married, as shown by my

findings on patients' needs.

On the other hand, the results showed that the lowest group of the family caregivers are
widowed (1.8%). Regarding the working status, the results pointed out that 32.2% of
participants are an employee. The average income among participants was 887.21+1127.86
NIS. The results detected that 35.8%, 18.3%, 18.3%, 17.3%, and 10.3% were living in Gaza,
KhanYounis, Central, North, and Rafah Governorate, respectively. It is in line with the
results of the Cancer incidence in the Gaza Strip Facts & Figures 2015-2016 (Yaghi et al.,

2015).

The distribution of the family caregivers according to patient escort time showed that the
majority of the family caregivers have a patient escort from 1 to 12 months (40.2%). On the
other hand, the highest groups (47.2%) of them have no alternative during the escorting
period. Finally, the results showed that 45.9% have a relationship with the patient as a

son/daughter.
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Table (4.16): Distribution of the family caregivers according to their socio-demographic

information
Variables Category Count % Mean MeanSD
Marital status Single 82 21.1%
Married 290 74.7%
Separated 9 2.3%
Widowed 7 1.8%
Working status Employee 125 32.2%
Non-employee 263 67.8%
Monthly Income (NIS) Less than 500 178 459% | 887.21+1127.86
500-1000 104 26.8%
1001-1500 28 7.2%
More than 1500 78 20.1%
Residency/living condition North Governorate 67 17.3%
Gaza Governorate 139 35.8%
Central Governorate 71 18.3%
KhanYounis Governorate 71 18.3%
Rafah Governorate 40 10.3%
Patient escort time Within the last month 121 31.2%
1-12 months, 156 40.2%
Over 1-3 years 59 15.2%
Over 3 years 52 13.4%
take turns caring for the patient | There is no alternative 183 47.2%
with other escorts during the Switches from time to time 158 | 40.7%
escorting period It is switched periodically 47 12.1%
Relationship with Patient Son/daughter 178 45.9%
Brother/sister 75 19.3%
Husband/wife 53 13.7%
Mother/father 29 7.5%
Other 53 13.7%
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4.6 family caregiver of emotional status

Table (4.17): The Mean Depression, Anxiety, and Stress Scores Among family caregiver of a
cancer patient

DASS N %
Normal 127 32.7

Mild 19 49
Depression Moderate 71 18.4
Sever 44 11.3
Extremely sever 127 32.7
Normal 116 29.9
Mild 49 12.6
Anxiety Moderate 66 17.0
Sever 97 25.0

Extremely sever 60 155

Normal 157 40.5
Mild 48 12.3

Stress Moderate 68 17.5
Sever 69 17.8

Extremely sever 46 11.9

As shown in the table 4.17: The negative emotional condition of the family caregiver of a
cancer patient in GS was assessed with the Depression, Anxiety, and Stress Scale (DASS) .
The mean score was 16.1 (SD=10.5) for depression, 14.9 (SD=11.5) for anxiety and 18.1
(SD=11.6) for stress. The table showed that depression levels among caregivers were normal
(32.7%, n=127), mild (4.9%, n=19), moderate (18.4%, n=71), sever (11.3%, n=44) and
extremely sever (32.7%, n=127). Regarding the anxiety, the results showed that normal
(29.9%, n=116), mild (12.6%, n=49), moderate (17%, n=66), sever (25%, n=97) and
extremely sever (15.5%, n=60). The table showed that normal Stress (40.5%, n=157), mild
(12.3%, n=48), moderate (17.5%, n=68), sever (17.8%, n=69) and extremely sever (11.9%,
n=46). This is consistent with a study in Sudan, where it showed that family cancer
caregivers suffer from depression by 53.8% and anxiety by 72.7% (Osama et al., 2020). It is
consistent with a study conducted in Turkey (Duran et al., 2019). and this may be attributed

to the lack of a care system an integrated PC offering for patients and caregivers.
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4.7 Distribution of the family caregivers according to their responses to the health

and psychological problems domain

Table (4.18). The distribution of the family caregivers according to responses about their
Health and psychological problems domain

. Moderate High Over all
Health and psychological Noneed | Low need need need needed
problems
n (%)
1. I need help with my own 180 78 73 57 208
health problems (46.4) (20.1) (18.8) (14.7) (53.6)
2. | need help with concerns 60 90 106 132 328
about the patient (15.5) (23.2) (27.3) (34) (84.5)
3. I need help with 162 84 74 68 226
depression (41.8) (21.6) (19.1) (17.5) (58.2)
otanger, iy | 0| g | EL | e ) 2
nervousness ' ' '
A help with
?onerl]ieneedss f)rpf(\;\gltings of (jg 3;) (ZE.‘;Lzl) (1253) (16;85) (5272 59)
isolation ' ' ' ' '
6. | need help with feelings 119 90 107 71 268
of vague anxiety (30.8) (23.3) (27.6) (18.3) (69.2)
Total (%) 35.3 64.7

* SD: standard deviation

Table 4.18 summarized the distribution of the family caregivers according to their
responses to the Health and psychological problems domain. The table shows that the
overall need among the perceptions about the health and psychological problems domain
was 64.7%. In another study in China, the rate was 51.4% (Wang et al., 2021). From the
researcher point of view, the reason here is due to the absence of a psychologist who deals
with family caregivers in GS hospitals in general and cancer hospitals in particular. In Gaza,
the responsibilities of family caregivers are great and increasing, as they always assess the
patients’ pain, inform the nurse, help patients take medicine, turn the patient around, etc.
All these interventions cause him psychological and health stress. Within in-depth
interviews, family caregivers ensured our interpretation, saying most of them suffer from
constant stress and anxiety. all interviewees indicated that they needed psychological

support and that their psychological state was bad. They said:
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FCs 3"1 hope that there will be psychological support because his and my psyches are very

bad because every minute, I imagine that he will die."

FCs 12 "At night I didn’t sleep because [ worried about her a lot, and I used to think about
her a lot because the thing that happened to her was difficult, and suddenly it happened to
her like this." Her psyche was tired, and my psyche was tired of me because of her tiredness.

"The whole house became anxious because of her."

FCs 11 "I am sleep-deprived because | have to get up every time, | see oxygen. My father

had bed sores, and | had to turn him every two hours, and this took its toll on my back."

According to the results this study, the highest item was the number (2) " | need help with
concerns about the patient " with overall need equal to 84.5%, followed by the item number
(6) " I need help with feelings of vague anxiety" with overall need equal 69.2%. While the
lowest item (1) " I need help with my own health problems " with overall need equal to
53.6%, followed by item was the number (5) " I need help with loneliness or feelings of
isolation" with overall need equal 57.9This is consistent with a study conducted in China
and Singapore, which showed that the highest need for health and psychological problems
is for help with concerns about the patient and with vague anxieties (Chua et al., 2020;

Wang et al., 2021).
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4.8 Distribution of the family caregivers according to their responses to the family/

social support

Table (4.19): The distribution of the family caregivers according to responses about their
family/ social support

High Over all
No need | Low need Moderate need
Family/ social support need needed
n (%)
1. I need help with patient over- 109 117 86 76
279 (71.9)
dependence (28.1) (30.2) (22.2) (19.6)
2. | need help with patient lack
o 161 84 89 54 227
of appreciation of the
o (41.6) (21.6) (22.9) (13.9) (58.5)
caregiving
3. I need help with difficulties
) ) ) ) 114 79 82 113 274
in family relationships after
] ] (29.4) (20.4) (21.1) (29.1) (70.6)
cancer diagnosis
4. | need help with difficulties
122 95 84 87 266
in interpersonal relationship
] ) (31.4) (24.5) (21.6) (22.4) (68.6)
after a cancer diagnosis
5. I need help with my
) 96 85 96 111 292
relaxation and my personal
i (24.7) (21.9) (24.7) (28.6) (75.3)
ife
Total 31.0 69.0

* SD: standard deviation
Table 4.19 summarized the distribution of the family caregivers according to their responses to the
family/ social support domain. The table shows that the overall need among the perceptions about
the family/ social support domain was 69.0%. According to the results, the highest item was the
number (5) " I need help with my own relaxation and my personal life " with an overall need equal
to 75.2%, followed by the item number (1) " I need help with patient over-dependence " with overall
need equal 71.9%. This ranking is consistent with studies conducted in Iran, China, Singapore,
and Australia, where the need for assistance in my relaxation and personal life was highest
in the family/social support domain. (Ashrafian et al., 2018; Chua et al., 2020; Stiller et al.,
2021; Wang et al., 2021). It is possible that the reason for the pressures faced by family

caregivers is the lack of medical staff in the GS (Kriegler & Jebril, 2021), which leads to the
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family caregivers performing tasks instead of nursing, such as turning the patient over,
tracking oxygen, etc. While the lowest item (2) " | need help with patient lack of appreciation of

the caregiving " with overall need equal to 58.5%, followed by item was the number (4) " | need help
with difficulties in interpersonal relationship after a cancer diagnosis " with overall need equal

68.6%.

4.9 Distribution of the family caregivers according to their responses to the health-

care staff

Table (4.20): The distribution of the family caregivers according to responses about their
health-care staff

No Low Moderate need High Overall
need need need need
Health-care staff
n (%)
1. I need Being respected and 145 64 67 112 243
treated as a person by my doctor (37.3) (16.5) (17.3) (28.9) (62.7)
| 22| | | |
explanation (31.2) (18.3) (15.2) (35.3) (68.8)
3. I need to See the doctor quickly 75 77 64 172 313
and easily when in need (19.9) (19.8) (16.5) (44.3) (80.6)
4. | need Being involved in the
decision-making process in 111 76 97 104 277
choosing any tests or treatments (28.6) (19.6) (25) (26.8) (71.4)
that the patient receives
” communicaton amang heatr- | %5 | 8 o1 s | 2
care staff (24.5) (21.6) (23.5) (30.4) (75.5)
6. | needed Sincere interest and 105 85 89 109 283
empathy from my nurse (27.2) (21.9) (22.9) (28.1) (72.9)
" tlrtre]aefrieﬁtj :)Sreief:)e?;gtla?snbeing 99 84 88 117 289
given to the patient (25.5) (21.6) (22.7) (30.2) (74.5)
8. I need Nurses to promptly attend 80 88 74 146 308
to patient discomfort and pain (20.6) (22.7) (19.1) (37.6) (79.4)
Total 28.0 72.0

* SD: standard deviation
Table 4.20 summarized the distribution of the family caregivers according to their responses
to the healthcare staff domain. The table shows that the overall need among the perceptions

about the health-care staff domain was 72.0%. According to the results, the highest item was
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the number (3) " I need to See the doctor quickly and easily when in need " with overall need
equal to 80.7%, followed by the item number (8) " I need Nurses to promptly attend to patient
discomfort and pain " with overall need equal 79.4%. These ranking are consistent with the
results of studies conducted in Iran, China and Singapore, but they are not consistent with
the results of a study conducted in Australia, which showed that the need for cooperation
and communication between health care staff is the highest need for health care staff domain
(Ashrafian et al., 2018; Chua et al., 2020; Stiller et al., 2021; Wang et al., 2021a). From my
point of view, this is due to the differences in the health systems of these countries. The first
reason for the lack of prompt attention from the doctor and nurse in the GS is the lack of
specialized medical personnel, including doctors and nurses (Kriegler & Jebril, 2021). While
the lowest item (1) " | need Being respected and treated as a person by my doctor " with
overall need equal to 62.6%, followed by item the number (2) "I need Doctor to be clear,

specific, and honest in his/her explanation " with overall need equal 68.8%.
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4.10 Distribution of the family caregivers according to their responses to the

information needs

Table (4.21): The distribution of family caregivers according to responses about their
information needs

No Low Moderate need High Overall
Information needs need need need need
n (%)
1. I need Information about the 64 74 86 164 304
current status of a patient’s
illness and its future course (164) (19.0) (22.2) (42.3) (83.6)
2. | need Information about tests 67 68 87 166 321
and treatment (17.3) (17.5) (22.4) (42.8) (82.7)
3. I need Information about caring 67 75 87 159 391
for the patient (symptom
management, diet, exercise, etc.) (17.3) (19.3) (22.4) (41) (82.7)
4. | need Guidelines or information 67 87 102 132 391
about complementary and
alternative medicine (17.3) (224) (26.3) (34) (82.7)
5. I need Information about 74 71 97 146 314
hospitals or clinics and
physicians who treat cancer (19.1) (18.3) (25) (37.6) (80.9)
6. | need Information about
financial support for medical 47 78 94 169 341
expenses, either from
government and/or private (12.1) (20.1) (242) (43.6) (87.9)
organizations
7. 1 need help with communication 117 83 111 77 271
with the patient and/or other
family members (30.2) (21.4) (28.6) (19.8) (69.8)
8. I needed Information about 89 99 116 84 299
caregiving-related stress
management (23) (25.5) (29.9) (21.6) (77.0)
Total 16.6 83.4

* SD: standard deviation
Table 4.21 summarized the distribution of the family caregivers according to their responses to the
information needs domain. The table shows that the overall need among the perceptions about the
information needs was 83.4%. According to the results, the highest item was the number (6) " I need
Information about financial support for medical expenses, either from government and/or private
organizations " with overall need equal to 87.9%, followed by the item number (2) " | need
Information about the current status of a patient’s illness and its future course " with overall need
equal 83.6%. This is consistent with the results of a study conducted in Iran, where there was a high
information need regarding financial support, testing, and treatment (Ashrafian et al., 2018). While

the lowest item (7) " | need help with communication with the patient and/or other family members
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" with overall need equal to 69.8%, followed by item the number (8) " I needed Information about
caregiving-related stress management " with overall need equal 77.0%. In the qualitative part, the
majority of the participants in the in-depth interview expressed their need for this information. Where

10 out of 12 respondents who were family caregivers indicated that they needed the information.

FCs 6: "When we have a session in the hospital, it takes us a week to collect money here and there
so that | can arrange transportation and we can come to the session. By God, we are trying to eat

less so that we can save transportation and the cost of treatment for the patient.”

FCs 3 “the nurse comes to give the treatment, congratulates us on our safety, and then leaves, and
the doctor also does not tell us about the situation. | mean, some visitors come to ask me what the

’

doctors said, but I don't know what to answer.’

FCs 6: “I want to know what they want to do to her, to what extent we want to reach, how many
sessions she needs to have chemotherapy, and her condition in detail, because we do not know

whether they want to do a mastectomy or not.”

4.11 Distribution of the family caregivers according to their responses to the Religious/

spiritual support

Table (4.22): The distribution of family caregivers according to responses about their
Religious/ spiritual support

No Low High | Overall
o o Moderate need
Religious/ spiritual support need need need need
n (%)
o 202 51 36 99 186
1. I need Religious support
(52.1) | (13.1) (9.3) (25.5) (47.9)
2. I need help in finding the meaning of
o ) ) 119 87 79 103 269
my situation and coming to terms with
" (30.7) | (22.4) (20.4) (26.5) (69.3)
i
Total 41.4 58.6

" SD: standard deviation
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Table 4.22 summarized the distribution of family caregivers according to their responses to the
religious/ spiritual support domain. The table shows that the overall need among the perceptions
about the Religious/ spiritual support was 58.6%. This is consistent with the results of a study
conducted in Iran (Ashrafian et al., 2018). According to the results, the highest item was the number
(2) " I need help in finding the meaning of my situation and coming to terms with it" with overall
need equal to 69.3%. While the lowest item (1) " | need Religious support " with overall need equal

to 47.9%. In my view, the reason for the religious domain having the least domain for needs
is that the majority of the population of the GS are Muslims, and Muslims believe in God

and the inevitability of death.

4.12 Distribution of the family caregivers according to their responses to the Hospital

facilities & services

Table (4.23): The distribution of the family caregivers according to responses about their
hospital facilities & services

No Low High
Hospital facilities & services need | need Moderate need need Overall need
n (%)
1. I need a designated hospital staff
member who would be able to
provide counseling for any concerns, 87 56 91 154 301
and guidance with the course of the (22.4) | (14.9) (23.5) (39.7) (77.6)
treatment, from the point of diagnosis
to the period after discharge
2. | need guidance about hospital 103 104 89 92 285
facilities and services (26.6) | (26.8) (22.9) (23.7) (73.4)
3. I need a space reserved for caregivers 110 101 92 85 278
within the hospital (28.4) | (26) (23.7) (21.9) (71.6)
4. | need a visiting nurse service for 162 70 85 71 226
home (41.8) | (18) (21.9) (18.3) (58.2)
> é)?pesget:seg%F)r%g:grlgai?oih\?vrﬁh other 93 o 103 101 295
. (24) | (23.5) (26.5) (26) (76)
caregivers
6. | need Welfare services (e.g.
psych_ological counseling) for (21((5)%) (2%?9) (2%(_)2) (21?63) (7252)
caregivers
Total 28.3 71.7

* SD: standard deviation
Table 4.23 summarized the distribution of the family caregivers according to their responses to the

hospital facilities & services domain. The table shows that the overall need among the perceptions
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about the hospital facilities & services was 71.7%. According to the results, the highest item was the
number (1) " | need a designated hospital staff member who would be able to provide counseling for
any concerns, and guidance with the course of the treatment, from the point of diagnosis to the period
after discharge " with overall need equal to 77.6%, followed by the item number (5) " | need the
opportunity to share experiences or information with other caregivers " with overall need equal
76%. This is consistent to a study conducted in China (Wang et al., 2021a). From my point of view,
the reason is due to the lack of an integrated PC team, the extreme pressure on the health staff, and
the lack of health staff. While the lowest item (4) " | need a visiting nurse service for home " with
overall need equal to 58.2%, followed by item the number (3) " | need a space reserved for caregivers

within the hospital " with overall need equal 71.6%.

4.13 Distribution of the family caregivers according to their responses to the practical

support

Table (4.24): The distribution of the family caregivers according to responses about their
practical support

No Low Moderate need High Overall

Practical support need need need need

n (%)

1. I need a transportation service for 110 57 71 150 278
getting to and from the hospital (28.3) (14.7) (18.3) (38.7) (71.7)

2. | need the treatment to be near home 52 52 91 193 336
for the patient (13.4) (13.4) (23.5) (49.7) (86.6)

" the nosital where he patentwas | 74| 9 & 77 | 814
being treated (19.1) (13.9) (21.4) (45.6) (80.9)

4. | need help with the economic burden 43 55 85 205 345
caused by cancer (11.1) (14.2) (21.9) (52.8) (88.9)

5. 1 need Someone to help me with 137 67(17.3) 79 105 251
housekeeping and/or childcare (35.2) ' (20.4) (27.1) (64.8)

6. | need assisted care in the hospital or 103 80 94 11 285
at home (26.6) (20.6) (24.2) 1(28.6) | (73.4)
Total 22.3 77.7

* SD: standard deviation
Table 4.24 summarized the distribution of the family caregivers according to their responses to the

practical support domain. The table shows that the overall need among the perceptions about the
hospital practical support was 77.7%. According to the results, the highest item was the number (4)

"I need help with the economic burden caused by cancer " with overall need equal to 88.9%, followed
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by the item number (2) " | need the treatment to be near home for the patient " with overall need
equal 86.8%. These results are consistent with the results of studies conducted in Iran, China, and
Singapore, but they are not consistent with the results of a study conducted in Australia, which
showed that the need for accommodation services near the hospital where the patient was being
treated is the highest need in the practical support domain (Ashrafian et al., 2018; Chua et al., 2020;
Stiller et al., 2021; Wang et al., 2021). While the lowest item (5) " | need Someone to help me with
housekeeping and/or child care " with overall need equal to 64.8%, followed by item the number (1)
" | need a transportation service for getting to and from the hospital " with overall need equal to

71.7%.

In the qualitative part, the majority of the participants in the in-depth interview expressed their need

for a complete and integrated service in Gaza.

FCs 6 “I hope all services are available at the same hospital. Instead of traveling and tiring ourselves
out of the country, we receive this treatment and services in the same hospital. We require them to

receive all services at the same hospital. ”
FCs 3 “Referrals were difficult, but thank God, after a month, the referral came out because there

is no treatment for him in Gaza.”

4.14 Distribution of the family caregivers according to their responses to studied

domains

Table (4.25): The distribution of the family caregivers s according to responses to studied
domains

Domains Mean SD % Mean Rank
score
1. Health and psychological problems 1.28 0.84 42.67 6
2. Family/ social support 1.37 0.87 45.67 5
3. Health-care staff 1.59 0.96 53.00 3
4. Information needs 1.77 0.85 59.00 2
5. Religious/ spiritual support 1.26 1.11 42.00 7
6. Hospital facilities & services 1.48 0.89 49.33 4
7. Practical support 1.80 0.85 60.00 1
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Table 4.25 summarized the distribution of the family caregivers according to their responses
to the studied domains. The table shows that the weighted mean among the perceptions about
studied domains was 48.0%. According to the results, the highest domain was the number
(7) Practical support " with weighted mean equal to 60.0%, followed by the domain number
(4) "Hospital facilities & services " with weighted mean equal to 59.0%. while the lowest
domain was the number (8) " Religious/ spiritual support " with weighted mean equal to
42.0%, followed by the domain number (5) " 1. Health and psychological problems ™ with

weighted mean equal to 42.67%.

In the qualitative part, the majority of the participants in the in-depth interview expressed
their experience in providing care to their families with cancer patients, as the cancer patient
is not the only patient but the family caregivers are exposed to severe pressure. When
providing care to people with life-threatening diseases such as cancer, family caregivers face
severe physical and emotional challenges. The patient needs help even in the simplest
matters of daily activities. Although caring for cancer patients has positive effects, as
caregivers feel a high level of satisfaction during their experiences of care, others feel
negative effects in terms of physical, psychological, economic, and social burden. In
qualitative terms, the majority of those interviewed indicated that the experience was

difficult and had negative effects.

The experience was very difficult, and | wish others would not experience this tragedy. As

11 out of 12 participants who are family caregivers said:

F.C.7: "It was a trying experience (I started crying). Until now, my daughter did not know
what she had. We told her that you have just an infection, and God willing, no one will ever

live through this experience. Although everyone reassures me and tells me that her condition
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is simple, so far, | have been crying every day when | see her hair loosening. This is all very

difficult.”

F.C12: "To be honest, the experience was difficult. At night I didn’t sleep because I worried
about her a lot, and | used to think about her a lot because the thing that happened to her
was difficult, and suddenly it happened to her like this. Her psyche was tired, and my psyche

was tired of me because of her tiredness. The whole house became anxious because of her."

F.C2: "The experience was difficult, not easy. It has a relationship with the psychological
situation, the material factor, and the time factor at home. There is more than one factor
that plays a role, and | am accompanying her, and the most important thing is the
psychological factor for us, for the home, and for the patient himself. The experience | am
talking about is not bad, but it is very, very difficult because I live a certain lifestyle, and
then | discover that there has been a problem that is not easy. You want to accept it, and
others accept it. My entire life has changed in my work, in my sleep, and even in my
relationships with family and friends. Everything has changed; my entire life has changed
by 100%, and this is not an easy thing for me, the patient, or the home. Praise be to God, it

passes, but frankly, it is not an easy stage."

In contrast, one person experienced a high level of satisfaction during their experiences with

the care; they said:

F.C1: "The experience was a very large degree of support for the patient. | did not feel any

resentment during this experience.”
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4.15 Mean difference of family caregivers’ domains related to the gender

Table (4.26): Mean difference of family caregivers’ domains related to the gender

Domains Gender n Mean SD t P-value
score
1. Health and psychological problems Male 183 1.14 0.80 -3.147 0.002*
Female | 205 1.41 0.85
2. Family/ social support Male 183 1.29 0.83 -1.787 0.075
Female | 205 1.44 0.89
3. Health-care staff Male 183 1.63 0.94 0.862 0.389
Female | 205 1.55 0.97
4. Information needs Male 183 1.74 0.83 -0.574 0.566
Female | 205 1.79 0.87
5. Religious/ spiritual support Male 183 1.19 1.09 -1.165 0.245
Female | 205 1.32 1.13
6. Hospital facilities & services Male 183 1.49 0.85 0.277 0.782
Female | 205 1.47 0.92
7. Practical support Male 183 1.72 0.83 -1.704 0.089
Female | 205 1.87 0.86
Total Male 183 1.37 0.61 -1.993 0.047*
Female | 205 1.50 0.67

*P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation; & t: independent t-test.

The relation between family caregivers’ domains and gender showed in Table 4.26.
According to the current study findings, the t-test (independent t-test) showed a statistically
significant difference between males and females. It was observed (P<0.05). that females
had a perceived higher mean in health and psychological needs. This means that females
feel more needs in this domain, indicating the necessity to focus more on them compared to
males. This is consistent with a study conducted in Iran (Ashrafian et al., 2018).The table
showed that there was no statistically significant difference between males and females in
other domains (P>0.05). Most studies have shown that women suffer from psychological
and physical problems more than men(Otten et al., 2021). This can be explained by the

domestic and professional obligations of women.
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4.16 Mean difference of family caregivers’ domains related to the working status

Table (4.27): Mean difference of family caregivers’ domains related to the working status

Domains Working status n Mean SD t P-value
score

1. Health and psychological Employee 125 1.21 0.78 -1.240 0.216

problems Non-employee 263 | 1.32 0.86

2. Family/ social support Employee 125 1.31 0.84 -0.874 0.383
Non-employee 263 1.40 0.88

3. Health-care staff Employee 125 1.67 0.94 1.210 0.227
Non-employee 263 1.55 0.96

4. Information needs Employee 125 1.72 0.85 -0.692 0.489
Non-employee 263 1.79 0.85

5. Religious/ spiritual support | Employee 125 1.18 1.07 -0.970 0.333
Non-employee 263 1.29 1.13

6. Hospital facilities & Employee 125 1.55 0.84 1.093 0.275

services
Non-employee 263 1.44 0.90

7. Practical support Employee 125 1.67 0.86 -2.083 | 0.038*
Non-employee 263 1.86 0.84

Total Employee 125 1.39 0.59 -0.978 0.329
Non-employee 263 1.46 0.66

"P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation; & t: independent t-test.

The relation between family caregivers’ domains and working status showed in Table 4.27.

According to the current study findings, the t-test (independent t-test) showed a statistically

significant difference between Employee and Non-employee. It was observed (P<0.05). that

Non-employee had a perceived higher mean in Practical support needs. This means that Non-

employee feel more needs in this domain, indicating the necessity to focus more on them

compared to Employee .This is consistent with a study conducted in Iran (Ashrafian et al.,

2018). The table showed that there was no statistically significant difference between

Employee and Non-employee in other domains (P>0.05). I believe that this group's financial

status, which prevents them from providing transportation and puts them in a precarious

financial position, is what accounts for the relationship between the non-employee and

practical support.
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4.17 Mean difference of family caregivers’ domains related to their caring for the

patient with other escorts during the escorting period

Table (4.28): Mean difference of family caregivers domains related to their caring for the
patient with other escorts during the escorting period

Caring for the patient Mean
Domain with other escorts during n SD F P-value
the escorting period? score
1. Health and There is no alternative 183 1.29 0.89 0.150 0.860
psychological problems | Switches from time to time 158 1.29 0.80
It is switched periodically 47 1.22 0.75
Total 388 1.28 0.84
2. Family/ social There is no alternative 183 1.33 0.95 0.662 0.516
support
Switches from time to time 158 1.38 0.80
It is switched periodically 47 1.49 0.78
Total 388 1.37 0.87
3. Health-care staff There is no alternative 2 183 1.50 0.98 3.695 0.026*
Switches from time-to- 158 1.74 0.92
time®
It is switched periodically © 47 1.41 0.90
Total 388 1.59 0.96
4. Information needs There is no alternative 2 183 1.67 0.85 5.138 0.006*
Switches from time-to- 158 1.93 0.82
time®
It is switched periodically © 47 1.59 0.88
Total 388 1.77 0.85
5. Religious/ spiritual There is no alternative 2 183 1.21 1.09 5.050 0.007*
support Switches from time-to- 158 1.42 1.15
time®
It is switched periodically © 47 0.86 0.94
Total 388 1.26 1.11
6. Hospital facilities & | There is no alternative 183 1.44 0.90 1.084 0.339
services
Switches from time to time 158 1.55 0.88
It is switched periodically 47 1.36 0.83
Total 388 1.48 0.89
7. Practical support There is no alternative 183 1.81 0.84 2.460 0.087
Switches from time to time 158 1.86 0.84
It is switched periodically 47 1.55 0.86
Total 388 1.80 0.85
Total There is no alternative 183 1.42 0.66 1.765 0.173
Switches from time to time 158 1.50 0.62
It is switched periodically 47 1.30 0.62
Total 388 1.44 0.64

*P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation & F: one-
way ANOVA.

The mean difference of family caregivers’ domains related to their caring for the patient with
other escorts during the escorting period is detected in table 4.28. The statistical test by
ANOVA pointed out there are statistical differences in the average of Domain 3: Health-

care staff, Domain 4: Information needs & Domain: 5. Religious/ spiritual support regarding
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caring for the patient with other escorts during the escorting period (P<0.05). While there
was no statistically significant different in the average of others domains regarding caring
for the patient with other escorts during the escorting period (P>0.05). A post hoc test

showed up in (Annex 15, tablel).

4.18 Mean difference of family caregivers’ domains related to the age years

Table (4.29): Mean difference of family caregivers’ domains related to the theirs the age
years

Mean

Domains Age (years) n score SD F P-value
1. Health and psychological 30 yearsorless | 110 111 0.79 2.627 | 0.050
problems 31-40 89 1.32 0.83
41-50 106 1.32 0.86
More than 50 83 1.43 0.84
Total 388 1.28 0.84
2. Family/ social support 30 yearsorless | 110 1.16 0.81 3.100 | 0.027*
31-40 89 147 0.89
41-50 106 1.45 0.90
More than 50 83 1.43 0.85
Total 388 1.37 0.87
3. Health-care staff 30 yearsorless | 110 1.63 0.85 1.244 0.293
31-40 89 1.64 0.97
41-50 106 1.64 0.99
More than 50 83 141 1.01
Total 388 1.59 0.96
4, Information needs 30 yearsorless | 110 1.74 0.76 1.494 0.216
31-40 89 1.92 0.86
41-50 106 1.77 0.88
More than 50 83 1.65 0.92
Total 388 1.77 0.85
5. Religious/ spiritual support 30 yearsorless | 110 1.20 1.04 0.469 | 0.704
31-40 89 1.32 1.13
41-50 106 1.32 1.15
More than 50 83 1.17 1.12
Total 388 1.26 1.11
6. Hospital Tacilities & services | 30 yearsor less | 110 1.35 0.83 5.104 0.002*
31-40 89 1.74 0.89
41-50 106 1.54 0.88
More than 50 83 1.28 0.90
Total 388 1.48 0.89
7. Practical support 30 yearsorless | 110 1.68 0.81 1.652 0.177
31-40 89 1.87 0.86
41-50 106 1.77 0.92
More than 50 83 1.93 0.78
Total 388 1.80 0.85
Total 30 yearsorless | 110 1.35 0.56 1.868 0.134
31-40 89 1.54 0.69
41-50 106 1.49 0.68
More than 50 83 1.39 0.65
Total 388 1.44 0.64

*P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation & F: one-
way ANOVA.

Table 4.29 showed the relation between the family caregivers’ domains and the age years.
The statistical test by ANOVA pointed out that there are statistical differences in Domain 2:
Family/ social support, & Domain 6: Hospital facilities & services regarding age groups
(P<0.05). This is consistent with a study conducted in china, which showed that there is a

significant relationship between age and hospital facilities & services (Wang et al., 2021).
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While there was no statistically significantly different in in the average of others domains
regarding caring for the patient with other escorts during the escorting period (P>0.05). A

post hoc test showed up in (Annex 15, table2).
4.19 Mean difference of family caregivers’ domains related to the income

Table (4.30): Mean difference of family caregivers’ domains related to theirs the income

Domains Income (NIS) n sxign SD F P-value
1. Health and psychological Less than 500 178 1.31 0.86 2.070 0.104
problems 500-1000 104 1.28 0.84
1001-1500 28 1.15 0.61
More than 1500 | 78 1.28 0.87
Total 388 1.28 0.84
2. Family/ social support Less than 500 178 1.37 0.90 3.100 0.104
500-1000 104 1.37 0.84
1001-1500 28 1.44 0.68
More than 1500 | 78 1.35 0.92
Total 388 1.37 0.87
3. Health-care staff Less than 500 178 1.53 0.96 1.244 0.743
500-1000 104 1.62 0.96
1001-1500 28 1.58 0.96
More than 1500 | 78 1.68 0.95
Total 388 1.59 0.96
4. Information needs Less than 500 178 1.80 0.87 1.494 0.232
500-1000 104 1.73 0.86
1001-1500 28 1.78 0.75
More than 1500 | 78 1.74 0.84
Total 388 1.77 0.85
5. Religious/ spiritual support | Less than 500 178 1.31 1.15 0.469 0.127
500-1000 104 1.24 1.05
1001-1500 28 1.21 1.22
More than 1500 | 78 1.17 1.05
Total 388 1.26 1.11
6. Hospital facilities & services | Less than 500 178 1.45 0.92 0.677 0.567
500-1000 104 1.43 0.91
1001-1500 28 1.46 0.75
More than 1500 | 78 1.60 0.82
Total 388 1.48 0.89
7. Practical support Less than 500 178 1.89 0.85 1.287 0.278
500-1000 104 1.77 0.83
1001-1500 28 1.73 0.85
More than 1500 | 78 1.67 0.86
Total 388 1.80 0.85
Total Less than 500 178 1.45 0.67 0.060 0.981
500-1000 104 1.44 0.65
1001-1500 28 1.41 0.46
More than 1500 | 78 1.42 0.65
Total 388 1.44 0.64

“P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation & F: one-way
ANOVA.

Table 4.30 showed the relation between the family caregivers’ domains and income. The
statistical test by ANOVA showed that there is no statistically significant difference in the
average of Domain 1: Health and psychological problems, Domain 2: Family/ social

support, Domain 3: Health-care staff, Domain 4: Information needs, Domain 5: Religious/
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spiritual support, Domain 6: Hospital facilities & services, Domain and 7: Practical support;

Domain and domain as a total regarding income (P>0.05).

4.20 Mean difference of family caregivers’ domains related to the patient escort time

Table (4.31): Mean difference of family caregivers’ domains related to theirs the patient

escort time
Domains Patient escort time n Zﬂiig SD F P-value
1. Health and Within the last month 121 1.17 0.84 2.070 0.104
psychological 1-12 months ago, 156 1.27 0.81
problems Over 1 year — 3 years ago 59 1.37 0.87
Over 3 years ago 52 1.49 0.83
Total 388 1.28 0.84
2. Family/ social Within the last month 121 1.21 0.84 3.100 0.104
support 1-12 months ago, 156 1.47 0.87
Over 1 year — 3 years ago 59 141 0.81
Over 3 years ago 52 1.39 0.96
Total 388 1.37 0.87
3. Health-care staff Within the last month 121 1.58 0.98 1.244 0.743
1-12 months ago, 156 1.59 0.98
Over 1 year — 3 years ago 59 1.69 0.81
Over 3 years ago 52 1.49 0.98
Total 388 1.59 0.96
4. Information needs Within the last month 121 1.76 0.87 1.494 0.232
1-12 months ago, 156 1.78 0.85
Over 1 year — 3 years ago 59 191 0.74
Over 3 years ago 52 1.58 0.92
Total 388 1.77 0.85
5. Religious/ spiritual Within the last month 121 1.32 1.15 0.469 0.127
support 1-12 months ago, 156 1.34 111
Over 1 year — 3 years ago 59 1.16 1.06
Over 3 years ago 52 0.95 1.04
Total 388 1.26 1.11
6. Hospital facilities & | Within the last month 121 1.50 0.91 0.167 0.919
services 1-12 months ago, 156 1.44 0.89
Over 1 year — 3 years ago 59 1.53 0.77
Over 3 years ago 52 1.48 0.96
Total 388 1.48 0.89
7. Practical support Within the last month 121 1.70 0.92 1.186 0.315
1-12 months ago, 156 1.83 0.81
Over 1 year — 3 years ago 59 1.80 0.77
Over 3 years ago 52 1.96 0.87
Total 388 1.80 0.85
Total Within the last month 121 1.38 0.66 0.621 0.601
1-12 months ago, 156 1.46 0.66
Over 1 year — 3 years ago 59 151 0.53
Over 3 years ago 52 1.42 0.68
Total 388 1.44 0.64

“P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation & F: one-way
ANOVA.

Table 4.31 showed the relation between the studied domains and patient escort time. The
statistical test by ANOVA showed that there is no statistically significant difference in the

average of Domain 1: Health and psychological problems, Domain 2: Family/ social
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support, Domain 3: Health-care staff, Domain 4: Information needs, Domain 5: Religious/
spiritual support, Domain 6: Hospital facilities & services, Domain 7: Practical support;
Domain and domain as a total regarding patient escort time (P>0.05). From my perspective,
this result is expected because they experience the same suffering from the first day the
patient is treated, as cancer is seen as a chronic illness that requires treatment beginning on

the day the sickness manifests.

4.21 Mean difference of family caregivers’ domains related to the educational levels

Table (4.32a): Mean difference of family caregivers’ domains related to theirs the educational
levels

Domains Educational levels n Mean SD F P-value
score
1. Health and psychological Primary and less 21 125 | 087 | 0.458 | 0.766
problems Preparatory school 48 1.33 | 0.86
Secondary school 123 135 | 0.81
Bachelor 179 1.23 | 0.84
Post-graduate 17 1.21 | 0.97
Total 388 128 | 0.84
2. Family/ social support Primary and less 21 126 | 097 | 0438 | 0.781
Preparatory school 48 141 | 0.88
Secondary school 123 1.43 | 0.89
Bachelor 179 132 | 084
Post-graduate 17 144 | 0.92
Total 388 1.37 | 0.87
3. Health-care staff Primary and less 21 119 | 0.98 | 2.340 | 0.055
Preparatory school 48 1.59 1.10
Secondary school 123 1.49 1.01
Bachelor 179 166 | 0.86
Post-graduate 17 2.00 | 0.96
Total 388 159 | 0.96
4. Information needs Primary and less 21 143 | 087 | 1.051| 0.381
Preparatory school 48 1.71 | 1.00
Secondary school 123 176 | 091
Bachelor 179 182 | 0.77
Post-graduate 17 176 | 0.81
Total 388 1.77 | 0.85
5. Religious/ spiritual support | Primary and less 21 0.79 | 1.16 | 1.066 | 0.373
Preparatory school 48 124 | 1.26
Secondary school 123 131 | 1.13
Bachelor 179 1.27 1.06
Post-graduate 17 1.35 | 0.98
Total 388 126 | 1.11
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Table (4.32b): Mean difference of family caregivers’ domains related to theirs the educational
levels

6. Hospital facilities & services | Primary and less 21 1.05 | 098 | 2.612 | 0.035*
Preparatory school 48 1.48 | 0.99
Secondary school 123 142 | 0.92
Bachelor 179 1.52 0.81
Post-graduate 17 193 | 081
Total 388 148 | 0.89
7. Practical support Primary and less 21 164 | 0.85 | 0.769 | 0.546
Preparatory school 48 1.80 | 0.85
Secondary school 123 190 | 091
Bachelor 179 1.76 0.82
Post-graduate 17 172 | 0.73
Total 388 1.80 | 0.85
Total Primary and less 21 1.31 | 0.69 | 0.286 | 0.887
Preparatory school 48 148 | 0.76
Secondary school 123 1.45 0.67
Bachelor 179 1.43 0.60
Post-graduate 17 1.49 | 0.58
Total 388 144 | 0.64

"P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation & F: one-way
ANOVA.

Table 4.32 showed the relation between the family caregivers’ domains and the educational
levels. The statistical test by ANOVA pointed out that there are statistical differences in
Domain 6: Hospital facilities & services regarding educational levels (P<0.05). This is
consistent with a study conducted in China and Singapore, which showed that there is a
significant relationship between educational levels and hospital facilities & services(Chua
et al., 2020; Wang et al., 2021).While there was no statistically significantly different in in
the average of other domains regarding educational levels (P>0.05). A post hoc test showed

up in (Annex 15, table3).
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4.22 Mean difference of family caregivers’ domains related to the residency/living

condition

Table (4.33): Mean difference of family caregivers’ domains related to theirs the
residency/living condition

Domains Governorate n Mean SD F P-value
score
1. Health and psychological North 67 131 | 0.80 | 0.456 | 0.768
problems Gaza 139 1.28 | 0.86
Middle zoon 71 1.37 0.77
Khan Younis 71 1.23 0.86
Rafah 40 1.18 0.92
Total 388 1.28 0.84
2. Family/ social support North 67 1.39 | 0.81 | 0.049 | 0.996
Gaza 139 1.37 0.93
Middle zoon 71 1.39 0.74
Khan Younis 71 1.35 0.94
Rafah 40 1.33 0.88
Total 388 1.37 0.87
3. Health-care staff North 67 1.60 0.90 | 0.064 | 0.992
Gaza 139 1.60 0.98
Middle zoon 71 1.60 0.92
Khan Younis 71 1.57 1.01
Rafah 40 1.53 0.97
Total 388 1.59 0.96
4. Information needs North 67 1.68 0.83 0.280 | 0.891
Gaza 139 1.79 0.88
Middle zoon 71 1.75 0.77
Khan Younis 71 1.81 0.91
Rafah 40 1.81 0.85
Total 388 1.77 0.85
5. Religious/ spiritual support | North 67 126 | 1.14 | 0.494 | 0.740
Gaza 139 1.16 1.10
Middle zoon 71 1.32 1.05
Khan Younis 71 1.30 1.12
Rafah 40 1.39 1.22
Total 388 1.26 1.11
6. Hospital facilities & services | North 67 1.42 0.86 | 0.696 | 0.595
Gaza 139 1.46 0.91
Middle zoon 71 151 0.78
Khan Younis 71 1.42 0.95
Rafah 40 1.68 0.90
Total 388 1.48 0.89
7. Practical support North 67 194 | 0.76 | 2.400 | 0.051
Gaza 139 171 0.87
Middle zoon 71 1.63 0.85
Khan Younis 71 1.92 0.82
Rafah 40 1.99 0.88
Total 388 1.80 0.85
Total North 67 1.45 0.63 | 0.109 | 0.979
Gaza 139 1.43 0.65
Middle zoon 71 1.41 0.57
Khan Younis 71 1.47 0.71
Rafah 40 1.45 0.67
Total 388 1.44 0.64

“P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation & F: one-
way ANOVA.
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Table 4.33 showed the relation between the family caregivers’ domains and the
residency/living condition. The statistical test by ANOVA pointed out that there is no
statistically significant difference in the average of Domain 1: Health and psychological
problems, Domain 2: Family/ social support, Domain 3: Health-care staff, Domain 4:
Information needs, Domain 5: Religious/ spiritual support, Domain 6: Hospital facilities &
services, Domain 7: Practical support and domain as a total regarding residency/living
condition (P>0.05). From my point of view, the reason is due to the transformation of some
rural areas into urban areas as a result of the increase in population and the availability of

services, as the GS has become one environment and one culture from north to south.

4.23 Mean difference of family caregivers’ domains related to the relationship with

patients

Table (4.34a): Mean difference of family caregivers’ domains related to the relationship with
patients

Domains Relationship with patients | n Mean SD F P-value
score
1. Health and psychological Son/daughter 178 1.20 0.81 2776 | *0.027
problems Brother/sister 75 1.42 0.86
Husband/wife 53 1.52 0.88
Mother/father 29 1.34 0.82
Other 53 1.10 0.79
Total 388 1.28 0.84
2. Family/ social support Son/daughter 178 1.29 0.85 2.071 0.066
Brother/sister 75 1.42 0.86
Husband/wife 53 1.63 0.93
Mother/father 29 1.63 0.85
Other 53 1.16 0.82
Total 388 1.37 0.87
3. Health-care staff Son/daughter 178 1.61 0.90 0.586 0.673
Brother/sister 75 1.70 1.02
Husband/wife 53 1.52 1.02
Mother/father 29 1.52 0.85
Other 53 1.47 1.04
Total 388 1.59 0.96
4. Information needs Son/daughter 178 1.80 0.83 1.221 0.301
Brother/sister 75 1.85 0.85
Husband/wife 53 1.83 0.93
Mother/father 29 1.53 0.80
Other 53 1.62 0.87
Total 388 1.77 0.85
5. Religious/ spiritual support Son/daughter 178 1.27 1.05 0.706 0.588
Brother/sister 75 1.33 1.18
Husband/wife 53 1.32 1.17
Mother/father 29 0.97 1.05
Other 53 1.18 1.17
Total 388 1.26 1.11
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Table (4.34b): Mean difference of family caregivers’ domains related to the relationship with
patients

6. Hospital facilities & services | Son/daughter 178 1.49 0.88 0.431 0.786
Brother/sister 75 1.56 0.82
Husband/wife 53 1.47 1.00
Mother/father 29 1.41 0.92
Other 53 1.36 0.87
Total 388 1.48 0.89
7. Practical support Son/daughter 178 1.68 0.86 2.448 0.059
Brother/sister 75 1.84 0.86
Husband/wife 53 2.08 0.81
Mother/father 29 1.87 0.76
Other 53 1.83 0.83
Total 388 1.80 0.85
Total Son/daughter 178 1.40 0.64 0.952 0.434
Brother/sister 75 1.50 0.62
Husband/wife 53 1.56 0.72
Mother/father 29 1.38 0.64
Other 53 1.38 0.62
Total 388 144 0.64

"P<0.05: Significant, P>0.05: Not significant; n: number of the subjects; SD: standard deviation & F: one-way
ANOVA.

Table (4.34) showed the relation between the family caregivers’ domains and to the
relationship with patients. The statistical test by ANOVA pointed out that there is
statistically significant difference in the average of Domain 1: Health and psychological
problems (P>0.05). While there is no statistically significant difference in the average of
Domain 2: Family/ social support, Domain 3: Health-care staff, Domain 4: Information
needs, Domain 5: Religious/ spiritual support, Domain 6: Hospital facilities & services,
Domain 7: Practical support and domain as a total regarding relationship with patients

(P>0.05). A post hoc test showed up in (Annex 15, tablel).

4.24 Correlations regarding the DASS and studied domains among caregiver

Table (4.39) Correlations between the patients, DASS and studied domains

DASS Domains

DASS | Health and |Family/|Health- |Information|Religious/|Hospital|Practical| Total
psychological | social | care needs spiritual (facilities| support
problems |support| staff support &
services
DASS| Anxiety | 0.921** 0.494**  10.462**|0.258**| 0.326** | 0.290** |0.376** | 0.433** | 0.694**

Depression| 0.541** 0.523**  10.321**|0.343**| 0.331** | 0.395** |0.428**|0.727** |00.686**
Stress | 0.547** 0.524**  10.294**|0.372**| 0.314** | 0.423** |0.484**|0.745** |00.714**

Total |00.943** 0.565** 0.539**|0.311**| 0.372** 0.334** | 0.427** | 0.482** | 0.774**
Score

Note: ** = Correlation is significant at the 0.01 level (two-tailed); * = Correlation is significant at the 0.05
level (two-tailed).
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As shown in the table 4.39: correlation results between DASS and palliative care needs for family
caregivers. There was a statistically significant strong correlation between anxiety, depression, and
stress and all domains in the PC needs for family caregivers (correlation coefficient 0.774). This is
consistent with another study that shows the relationship between the domain of the needs of family

caregivers for cancer patients and the psychological problem (Yang et al., 2020).
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Chapter Five

Conclusion and Recommendations

5.1 Conclusion

A comprehensive examination of patients' and family caregivers' care needs, along with the
factors that influence them, can offer valuable insights to researchers and policymakers. This
understanding is crucial for the development of tailored interventions and services in the
field of palliative care. Therefore, assessing the patient's PC needs is the first step in coming
up with answers to the issues that cancer patients and family caregivers encounter since they
must be treated as a single entity when developing PC services. For this reason, this study
was conducted so that no one in the GS assessed the palliative care needs of patients and
family caregivers with each other. The study was conducted at the Turkish Friendship
Hospital in the Gaza Strip. A cross-sectional survey and in-depth interviews were used in
the study, and they produced important data that gives a thorough picture of palliative care

needs. where These findings have led to a conclusive outcome for the study.

The study findings indicated that cancer patients and their family caregivers had significant
palliative care (PC) needs, emphasizing the necessity for intervention and the establishment

of a dedicated palliative care team to address the needs of both patients and caregivers.

Among patients, financial issues were the most prevalent, affecting a large percentage, while

physical symptoms such as fatigue and pain were also significant concerns.

Family caregivers, on the other hand, expressed a strong need for information, particularly

regarding financial support and the patient's condition and prognosis.

Gender differences were observed, with male patients exhibiting greater autonomy and
financial difficulties compared to female patients. Additionally, the study revealed a

correlation between patient income and the extent of PC needs, indicating that individuals
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with lower incomes experienced greater physical, autonomy, social, and psychological

needs.

Female family caregivers demonstrated higher statistical differences in health and

psychological problems compared to their male counterparts.

Furthermore, non-employed family caregivers experienced more significant differences in

practical support compared to employed individuals.

The semi-structured interviews showed the majority of family caregivers suffer because of
the unavailability of some services in the hospital and the long wait for their transfer to other
hospitals due to the Israeli occupation, which impedes freedom of movement for these
patients, as well as because of waiting inside the hospital while receiving the service. and
family caregivers exposed to high financial and professional pressures, as financial pressures

include running out of savings, transportation, and providing some treatments for the patient.

5.2 Recommendations

The issues raised by this study may be useful in improving the quality of palliative care
provided to cancer patients and their family caregivers, so the researcher recommends the
following:

5.2.1 Suggestions For decision makers

e Create and implement ongoing programs to evaluate the palliative care needs of

patients and family caregivers in hospitals.

e Creating and implementing family-centered healthcare services and programs in

clinical practice

e providing in-service training for oncology staff in new palliative care techniques.
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e Offering clinical and research training fellowships in the science of palliative care.

o Develop palliative care protocols and guidelines for dealing with cancer patients and

their family caregivers.

5.2.2 Suggestions for further investigations

e Toconduct astudy to evaluate palliative care needs from the perspective of the health

care staff.

e toconduct a study to examine healthcare provider knowledge, attitudes, and practices

in palliative care in the GS.

e to conduct a study to assess Children's Patients with Cancer and Their Caregivers Needs for

Palliative Care in The Gaza Strip.

5.2.3 Suggestions For healthcare staff

o Work to integrate palliative care early in the treatment process.

e Emphasis on commitment to a multidisciplinary approach to palliative care.

e Encourage open and honest communication between patients, families, and healthcare

providers.

5.3 Limitations of the study
Although the total number of patients and family caregivers exceeded 750, the convenience
sampling technique utilized to choose the participants may restrict the generalizability of the
study's findings. Moreover, the significant heterogeneity of the study participants, resulting from
a mixed sample comprising different types of cancer diagnoses. The current study focused on
cancer patients and their family caregivers who are inside the Turkish-Palestinian Friendship
Hospital only, so it is necessary to conduct a study on cancer patients who are unable to go to the

hospital. Even though a triangulated study design was employed, semi-structured
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interviews were used to create and examine the palliative care needs of family caregivers
only. Even though there are many limitations, the main goal of this master's research
project was to offer initial evidence to policymakers and investigators regarding the
development of palliative care services and programs to better meet the palliative care

needs of cancer patients and the needs of family caregivers.
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ANnnexes

Annex (1) Study activities time table

Activity

Proposal writing

Proposal defense and approval from
Helsinki Committee &MoH

Development of instruments &
check for validity

Pilot Study & Modifications

Data Collection

Data Entry

Data cleaning & Analysis

Research writing
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Annex (2) Sample size calculation

Population survey or descriptive study
using random (not cluster) sampling

Confidence Level Sample Size

80% 161
90% 261
95% 366 —=—=——"_—""
97% 444
99% 611
99.9% 950
99.99% 1266
Population size: 7729
Expected frequency: 50%
L J
Confidence limits: 5%

_‘
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Annex (3): List of Arbitrators

1. Dr. Bassam Abu Hamad Al-Quds University

2. Dr. Yehia Abed Al-Quds University

3. Dr. Esra Hamdan Al-Quds University

4. Dr. Asma Imam Al-Quds University

5. Dr. Hamza Abdeljawad Al-Quds University

6. Dr. Manar Nabolsi The University of Jordan

7. Dr. Hammoda Abu-Odah The Hong Kong Polytechnic University
8. Dr. Saad Abu El-Kass university college of applied sciences
9. Dr. Khalid Khadoura Israa University - Gaza

10. Dr. Ahmed A. Najim Al Azhar University-Gaza

11. Dr. Khaled Thabet Oncologist

12. Dr. Ahmed Al-Shurafa Oncologist

13. Dr. Zaki Zagzoog Oncologist
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Annex (5) patient tool Arabic language
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Annex (6) Family caregiver tool Arabic language
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Annex (7) dass21 tool Arabic language
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Annex (8) patient tool English language

Patient questionnaire
Dear participant:

I am the researcher/ Muhammad Nasser Al-Khaldi. I am conducting a study with the aim of
assessing the needs of cancer patients and their caregivers for palliative care in the Gaza
Strip.

Palliative care is defined as an approach that improves the quality of life for patients and
their families who are facing problems associated with a life-threatening illness. It works to
prevent and alleviate suffering through the early identification, comprehensive evaluation
and treatment of pain and other problems, whether physical, psychological or spiritual.

You have been selected as one of the beneficiaries representing the health service in this
hospital.

I acknowledge that you are busy, but your contribution to filling out the questionnaire will
enhance the quality of services provided to patients and companions.

Please answer all items in the questionnaire knowing that there are no wrong answers.

No need to write your name knowing that the information that will be collected will only be
used for research purposes.

Please note that participation in this study is completely voluntary and you are free to
withdraw from participation at any time without giving justification and that your
withdrawal will not affect your treatment or health service.

Thank you for your time and participation in the study.
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Serial Mumber

[T 1]

gender 1- male 1. female
age
Marital status | 2. Single 2. Marmed 3. Separated 4 Widowed
Education 1. primary | 1. preparstory | 3.secondary | 4. university | 3. postzraduate
level or less
Work |1.working | 2. not werking
Monthly income (in shekels)
duration of | 1.During the 2 From cne 3 From one 4 Wore than 3
diagnosis last month month to 12 vear to 3 vears | vears
months
Place of | 1. North 2. Gaza 3. Central 4. Khen Yuniz | 5. Rafsh
residence | Govemorate | Govemorate | Govemorate | Governorate Govemorate
1. Breast cancer 2. Colon 3. Lung cancer | 4. Bone 3. Prostate
cancer MAarrow | cancer
cancer
diagnosis 6. Bladder cancer 7. Thyroid | 2. Lymphoma | D, Necl-: 10. Stomach
Cancer Brain Cancer
Cancer
11. Paticreatic 12. Liver | Other, please specify..mmmmmmmmmm.
Cancer Cancer
Place of 1.The day clinic 2.The cutpatient clinic 3.The overnight ward
receiving the
service
The 1 2. Radiation | 3. Surgical | 4. 5.Bome & Follow-
treatment Chemotherapy Homonal | mamow  |up
vou receive transplant

| Other, please] specify .
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Problems and Needs in Palliative Care- short version (PNPC-sv),English version

Instruction: This questionnaire is designed to clarify what problems you experience, and
forwhat issues you need (extra) attention or care.

At each item, you will be asked 2 questions:

Left: Do you experience the item to be a problem?

Right: Do you need (extra) professional attention for the item?

So please provide 2 answers at each item!

Do you want
Is this a problem? Professional attention
Your problems and needs for care for this?
Yes Some- No Yes, | Asmuch No
what more as now

Daily activities

Body care, washing, dressing, or toilet

Personal transportation (cycling, driving a car,
using public transportation etc.)

Doing light housework (tidying up, etc.)

Physical symptoms

pain

Fatigue

Sleeping problems

Shortness of breath

Cough

Itch

Sexual dysfunction

Prickling or numb sensation

(Nightly) Sweating or hot flushes

Autonomy

Difficulties in continuing the usual activities

Difficulty to give tasks out of hands

Being dependent of others

Experiencing loss of control over one’s life

Social issues

Problems in the relationship with life companion

Difficulties in talking about the disease with life
companion

Finding it difficult to talk about the disease,
because of not receptive to talking about the
disease
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Difficulties in finding someone to talk to
(confidant)

Psychological issues

Depressed mood

Fear of physical suffering

Fear of metastases

Difficulty coping with the unpredictability of the
future

Difficulties to show emotions

Spiritual issues

Difficulties to be engaged usefully

Difficulties to be avail for others

Difficulties concerning the meaning of death

Difficulties to accept the disease

Financial problem

Extra expenditures because of the disease

Loss of income because of the disease

Need of information

Insufficient information e.g. about the disease
and its treatment, aids and agencies that can
provide help, alternative healing methods, etc.

Are important issues missing from this list?
Please add your personal issues below!

1.

alrjen
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Annex (9) family caregiver tool English language

Family caregiver questionnaire
Dear participant:

I am the researcher/ Muhammad Nasser Al-Khaldi. | am conducting a study with the aim of
assessing the needs of cancer patients and their caregivers for palliative care in the Gaza
Strip.

Palliative care is defined as an approach that improves the quality of life for patients and
their families who are facing problems associated with a life-threatening illness. It works to
prevent and alleviate suffering through the early identification, comprehensive evaluation
and treatment of pain and other problems, whether physical, psychological or spiritual.

You have been selected as one of the beneficiaries representing the health service in this
hospital.

I acknowledge that you are busy, but your contribution to filling out the questionnaire will
enhance the quality of services provided to patients and companions.

Please answer all items in the questionnaire knowing that there are no wrong answers.

No need to write your name knowing that the information that will be collected will only be
used for research purposes.

Please note that participation in this study is completely voluntary and you are free to
withdraw from participation at any time without giving justification and that your
withdrawal will not affect your treatment or health service.

Thank you for your time and participation in the study.
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Serial Number

L1 1]

gender 1- Male 2- Female
age
Marital status 1. Single 2. Married 3. Separated 4. Widowed
Education 1. 2. 3. 4. 5.
level primary or less preparatory secondary | university | postgraduate

Work 1. working 2. not working

Monthly income (in shekels)

Place of | 1. North 2. Gaza 3. Central 4. Khan Yunis | 5. Rafah
residence | Governorate | Governorate | Governorate | Governorate Governorate
Accompanying | 1.During the last | 2.From one 3.From one year | 4.More than 3

period month month to 12 to 3 years years
months

Did you take turns 1. no alternative 2. Switching is 3. Switching is done
caring for the patient done from time to | periodically
with other companions time

during the period of

companionship®

relationship | 1. Son/daughter | 2. Brother/sister | 3. Husband/wife | 4. Mother/father
with the

patient

Other, please specify
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Item Rating
High | Moderate Low No
need need need need
health and psychological problems
1. | need help with my own health problems 0 1 2 3
2. | need help with concerns about the patient 0 1 2 3
3. | need help with depression 0 1 2 3
4. 1 need help with feelings of anger, irritability, 0 1 2 3
Or nervousness
5. I need help with loneliness or feelings of 0 1 2 3
isolation
6. | need help with feelings of vague anxiety 0 1 2