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OZET

SALDUZ, Mehmet. Kanser Hastalar: ve Bakim Verenlerin Hastalik Deneyimlerini
Algilamalarindaki Uyumun Psikolojik Iyi Oluslarina Etkisinin Incelenmesi. Baskent
Universitesi, Sosyal Bilimler Enstitiisii, Klinik Psikoloji Tezli Yiiksek Lisans

Program, 2023.

Kanser yikici dogas1 geregi hastalarin psikolojik iyilik hallerini olumsuz yonde etkiledigi
gibi bu siiregte onlara bakim verenlerin de hayatini olumsuz etkilemektedir. Kanser
stirecinden etkilenen bireyler ve aileler depresyon ve anksiyete gibi psikolojik sorunlar
yasayabilmekte ve yagsam kaliteleri olumsuz yonde etkilenebilmektedir. Hastalarin ve
bakim verenlerinin anksiyete, depresyon ve yasam kalitelerini tetikleyen bir diger durum
da kanser hastaligini algilama bigimleridir. Kanserin birey odakli olmaktan 6te diger aile
bireylerini de i¢ine katan bir yapida olmas1 hem hastalarin hem de bakim verenlerinin
hastalik algilarinin incelenmesini gerekli kilmaktadir. Bu baglamda bu ¢alismada,
hastalarin kanseri nasil algiladig1 ve birincil bakim verenlerin de hastalarin bu algilarina
dair diisiinceleri arasindaki uyumun aragtirilmasi amaglanmistir. Bu kapsamda calismaya
106 tane ayaktan kemoterapi goren kanser hastasi ve 106 tane bakim vereni katilim
gostermistir. Katilimcilarin depresyon ve anksiyete diizeylerine Hastane Anksiyete ve
Depresyon Olgegi (HADS) ile, saglik ile ilgili yasam kalitelerine Kisa Form Yasam
Kalitesi Olgegi ikinci versiyon (SF-12v2) ile, hastalik algilarina ise Kisa Hastalik Algisi
Olgegi (BIPQ) ile bakilmistir. Degiskenler arasindaki iliskiler korelasyon analizleri ile
incelenmistir. Istatistiksel bulgular, hastaligin daha olumsuz algilanmasinin hastalarin daha
yiiksek anksiyete ve depresyon diizeyi ve daha kotii bir yasam kalitesi diizeyi ile anlamli
iliskisi oldugunu ortaya koymustur. Hasta ve bakim vereni arasindaki hastalik algisi
uyumunun, katilimeilarin anksiyete, depresyon ve saglikla ilgili yasam kalitesini yordama
etkisine Coklu Hiyerarsik Regresyon analizi ile bakilmistir. Sonuglar, artan hastalik algisi
uyumunun hastalarin yiiksek anksiyetesini yordadigini1 géstermistir. Calismanin sonuglari

tartisma kisminda ilgili literatiir 15181nda agiklanmaistir.

Anahtar Kelimeler: Hastalik algisi, hastalik algis1 uyumu, saglikla ilgili yasam kalitesi,

kanser algisi



ABSTRACT

SALDUZ, Mehmet. Examining The Effect of Congruence in the Perception of IlIiness
Experience of Cancer Patients and Their Caregivers on Their Psychological Well-
Being. Baskent University, Institute of Social Sciences, Master’s in Clinical

Psychology, 2023

Cancer, due to its destructive nature, negatively affects the psychological well-being of
patients, as well as negatively affecting the lives of those who care for them in this process.
Individuals and families affected by the cancer process may experience psychological
problems such as depression and anxiety, and their quality of life may be adversely
affected. Another factor that exacerbates anxiety, depression and quality of life of patients
and their caregivers is the way they perceive cancer. The fact that cancer has a context that
includes other family members rather than being individual-oriented makes it necessary to
examine the perceptions of the illness of both patients and caregivers. In this context, in
this study, it was aimed to investigate the congruence between how patients perceive
cancer and primary caregivers' thoughts about these perceptions of patients. In this regard,
106 cancer patients receiving outpatient chemotherapy and 106 caregivers participated in
the study. Depression and anxiety levels of the participants were measured with the
Hospital Anxiety and Depression Scale (HADs), health-related quality of life with the
second version of the SF-12 Quality of Life Scale (SF-12v2), and their perception of
illness with the Brief Iliness Perception Scale (BIPQ). Relationships between variables
were examined by correlational analyses. Statistical findings revealed that a worse illness
perception was significantly associated with patients' higher levels of anxiety and
depression and a worse quality of life. Multiple Hierarchical Regression analysis was used
to analyze predictor effect of illness perception congruence on participants' anxiety,
depression, and health-related quality of life. The results showed that higher illness
perception congruence predicted patients' higher anxiety levels. The results of the study are

explained in the light of the relevant literature in the discussion section.

Keywords: IlIness perception, illness perception congruence, health-related quality of

life, cancer perception
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1. INTRODUCTION

Mortality of human being is resulted from different causes. Of these causes, chronic
diseases are coming first. Among these chronic diseases which are as much old as human
history, cancer also dates back to ancient times. Written records describing cancer,
specifically, breast cancer, was documented in Edwin Smith Papyrus that dates back to
around 5000 years ago (Hadju, 2010). In this paper, cancer, which is as old as human history,
and its effects on human life will be tackled with. The paper begins with a few statistical
numbers depicting cancer in the contemporary times, then going forward with its

psychological effects on patients and their relatives.

According to the data provided by Global Cancer Observatory, in 2020,
approximately 18 million of new cancer cases including breast, lung, colorectum, prostate,
stomach, liver, cervix uteri, esophagus and other cancer types. Approximately 9 million of
people are died due to cancer in worldwide (Global Cancer Observatory, 2022). Moreover,
the statistics by the World Health Organization (WHQ) depict that cancer is the second
leading cause of death in the world and it accounts for approximately one in every six deaths
(WHO, 2014). These statistical numbers actually demonstrate that cancer is at the point
where it significantly affects human life. Therefore, cancer has become the focus of many
studies from various disciplines, especially in medicine, ranged from those dealing with its
etiology to those dealing with its treatment aspect (Ogden, 2011). Although cancer treatment
depends on the type and stage of the illness, surgery, chemotherapy, hormonal therapy,
radiation therapy, adjuvant therapy and immunotherapy are individually or jointly used
methods for treatment (Sudhakar, 2009). Cancer as it by nature can be devastating for those
who are diagnosed with it. Patients who are diagnosed with cancer face with lots of physical
and psychological problems. For example, physical impacts of cancer in the literature
include pain (Ellis et al., 2021; van den Beuken-van den Everdingen et al., 2016), fatigue,
sleep problems (Ellis et al., 2021; Weis, 2011; Chen et al., 2020; Lawrence et al., 2004),
nausea and vomiting (Grassi et al., 2015). Furthermore, cancer involves a process comprising
of clinical inspection, diagnosis, surgical interventions or treatments like chemotherapy
which together bring about uncertainty and unpredictability to one’s life and result in some

psychological burden for patients. Among these psychological effects, anxiety (Bronner et


https://tureng.com/en/turkish-english/nausea%20and%20vomiting

al., 2018) and depression (Marinho et al., 2017) comes first. Presence of depression and
anxiety has negative effects on cancer patients’ quality of life and adjustment to their
treatments, as well (Cosar, 2020). Cancer has negative effects not just on patients’ lives but
also on their caregivers. The caregiver of a cancer patient could be a close family member
or a friend. Since the process of cancer is generally long and difficult, caregivers are also the
ones who are seriously affected by cancer as well. In a study conducted with 152 caregivers
of adult cancer patients, it was found that half of the participants show indications of mood
disorders while more than ten and thirty percent of them experienced emotional distress and
emotional disturbances (Mazzotti et al., 2013). These studies clearly indicate the adverse
impacts of cancer on both patients’ and their caregivers’ lives. Infact, these studies indicate
that presence of emotional problems like depression and anxiety is a related factor to these
adverse effects of cancer. The current paper discusses anxiety and depression more in detail

in the following section.

1.1. Anxiety and Depression in Cancer

Psychological distress is generally defined as the emotional suffering a person
experiences in the form of depression, such as sadness or helplessness, and anxiety, such as
fatigue or tension (Mirowsky & Ross, 2002). The reasons or explanations for occurrence of
anxiety or depression are various. In fact, some of factors related to psychological
disturbance have been well-documented in the literature. To illustrate, these factors could be
inborn characteristics of individuals like gender or age, and some of them could be about
stressful events happening around individuals and making them emotionally disturbed
(Drapeau et al., 2012). These stressful events can be a traumatic event, such as sexual
harassment, divorce, failing a class at school, or unemployment, or it can be a disease that

intervenes to a person's life, such as cancer.

As briefly mentioned in the first section, with cancer diagnosis and its treatment
requirements, patients face with the threat of death, uncertainty or hopelessness during the
process. Therefore, they are more likely to suffer comorbid psychological problems like
depression and anxiety. In a systematic review by Riedl and Schuessler (2021), more than

200 studies documented the clinical depression rate as approximately 20 percent on average
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among cancer patients with different types. Similarly, in a cross-sectional study with more
than 1000 cancer patients, the rates for depressive symptoms and anxiety symptoms were
found as around 23% and 19%, respectively (Naser et al., 2021). Psychological distress
generally starts with a cancer diagnosis. Among 222 patients with breast cancer suspicious,
after mammography checking, clinical abnormalities were seen in some, and it has been
found that the group in whom clinical abnormalities were seen had experienced significantly
greater anxiety and depression (Iwatani et al., 2012). Later in the study, some of those with
clinical abnormalities were diagnosed with breast cancer, while the rest were diagnosed with
benign breast changes. A much more salient finding of the study was also that those
diagnosed breast cancer had greater anxiety and depression scores than those diagnosed with
benign breast changes. A similar comparison was also made between healthy people and
patients with benign tumor in terms of psychological distress and it was reached that patients
with benign tumor were more likely to report anxiety symptoms than healthy group
(Cunningham et al., 1998). Moreover, another study showed that cancer patients had clearly
higher levels of symptoms of depression, anxiety and stress compared to control group
(Singh et al., 2015). Taken these results together, it can be concluded that in every step closer
to cancer diagnosis, the level of psychological distress usually rises. Apart from
psychological distress which patients usually experience at the beginnings of the cancer
process, other studies revealed that psychological distress lasts after diagnosis and even in
the survivorship process. For example, large-scale prospective and population-based study
revealed that a substantial proportion of colorectal cancer survivors still reported high levels
of psychological stress, and even in the five years since diagnosis, about 38 percent of them
shove an increasing patterns in psychological stress (Dunn et al., 2013). Besides, the cancer
process requires the family of the patient to put a great deal of social, emotional and financial
care, and this leads to lots of burden on caregivers, especially in terms of psychological well-
being (Bevans & Sternberg, 2012). Therefore, it is also inevitable for caregivers of cancer
patients to be affected by a cancer diagnosis. To illustrate, on a measurement tools used in
detecting the severity of psychological distress and divided into categories (e.g., scores
between 0-7 for normal, 8- 10 for mild, 11-14 for moderate, and 15-21 for severe levels),
377 caregivers got about 14 for depression and 12 for anxiety, and this means their
psychological distress was around severe levels (Burnette et al., 2016). During cancer
treatment, several factors can be accounted for psychological distress and among these

factors, one is the treatment itself. As mentioned above, chemotherapy is one of the methods
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used for a variety of cancer types, and it has been reported in previous studies that
chemotherapy is related to physical symptoms like fatigue and psychological distress
(Barsewick, 2007; Kim et al., 2009; Oh & Cho, 2018). In a study, cancer patients’
psychological distress was assessed firstly they got chemotherapy, secondly, they finish their
chemotherapy treatment and lastly six months after chemotherapy. The results demonstrated
that psychological distress of cancer patients increased during chemotherapy and declined
six months after (Oh & Cho, 2018). All these psychological distress apparently seem to
diminish quality of life of cancer patients and their caregivers. Therefore, it will be
noteworthy and required to closely look at that factor, as well. With this regard, the next
section will be continued with investigating quality of life in cancer cases in a more detail

way.

1.2. Health-related quality of life

World Health Organization defined health as “‘a state of complete physical, mental
and social well-being, and not merely the absence of disease and infirmity.” The second part
of this definition requires not having any diseases or any related treatments which potentially
damage one’s health condition. In cancer cases, it is obvious that the diagnosis of the disease
is perceived as a death threat and the treatment process of the disease is long and tiring. Since
health becomes a problem for these people, this problematic aspect of their lives also starts
to influence their quality of life. That is, their perceived quality of life is mostly affected by
their health status, not by other factors like economic or political conditions which can be
also counted as parameters of quality of life (Karimi & Brazier, 2016). Therefore, this
phenomenon has been described as health-related quality of life, and an example of its
definitions could be “how well a person functions in their life and his or her perceived
wellbeing in physical, mental, and social domains of health” (Hays and Reeve, 2010). In a
study conducted with a large sample, the level of quality of life was ordered from worst to
the best in the following sequence: cancer patients who were currently under treatment,
cancer patients who were not receiving treatment at that time and those with no cancer
diagnosis (Baker et al., 2003). It can be identified that apart from the negative impacts of

cancer diagnosis on the quality of life of patients, being in cancer treatment also affects the
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quality of life of patients rather than just having cancer. In this long process, like having
treatment or not, some other factors such as cancer type, gender, being not married, number
of chemotherapy sessions also play differentiated effects on quality of life among cancer
patients (Ustiindag & Zencirci, 2014). As highlighted above under the psychological distress
section, the quality of life of the caregivers are also just one step behind cancer patients in
the sequence in terms of being negatively influenced by cancer process. In their study trying
to assess physical, social, emotional and functional well-being dimensions of quality of life
among cancer patients and their caregivers, Ellis et al. (2021) found lower physical and
functional well-being among cancer patients and lower emotional well-being among
caregivers with respect to quality of life and emphasized the burden of their patients’ illness
and caregiving on caregivers. Different results regarding aforementioned dimension of the
quality of life were also reported in the literature. For example, caregivers stated social well-
being as the highest burden (Goldstein et al., 2004). On the contrary, in a study carried out
in Turkey, caregivers reported higher scores on social well-being compared with other
dimensions of quality of life, which means that they had better social well-being (Hacialioglu
et al., 2010). Different measures have been utilized in the purpose of measuring health-
related quality of life and the MOS SF-36 is one of them frequently used worldwide (Ware
& Sherbourne, 1992). Among subscales of the SF-36, mental health dimension assesses
feelings related to psychological well-being, loss of behavioral and emotional control,
anxiety and depression (Baker et al., 2003). In line with the research mentioned above,
mental health of cancer caregivers was more likely to be negatively affected than cancer
patients (Papadopoulas et al., 2011). Due to the devastating nature of cancer, which has been
described up to this point, the psychological effects on patients and their caregivers were
emphasized. These psychological effects were manifested as increasing the psychological
distress of individuals and decreasing their quality of life. The levels of these factors can be
measured either by concrete methods (e.g., a higher cortisol level in the blood as a sign of
higher stress) or by self-report measurements. By self-reports, patients or caregivers are
simply asked to what extent they experience the symptoms based on their judgements. They
rate how stressful they are in response to an event based on their perception of the event
(Shaughnessy et al., 2015). At this point, people’s perception of the event could be related
to their emotional sufferings. Specifically, with regarding the purpose of the current paper,
this event could be cancer for patients and their family members. Therefore, illness

perception is another factor to be investigated as influencing patients’ and caregivers’ lives.
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1.3. Perception of A Stressful Event: Cancer Disease

Psychological distress is sometimes induced by characteristics of the individual, events
or life conditions (Drapeau et al., 2012). People’s characteristics might make them
vulnerable to psychological distress, and when it is the case stress is exerted by an internal
factor. For example, those with low self-esteem were found to be more prone to depression
and anxiety (Struijs et al., 2021). On the other hand, events like unemployment or perceived
discrimination (Silva et al., 2012), or experience of sexual harassment (Sheldon et al., 2021)
also lead to stress. These factors are known as external factors because they are happening
in the environment of the indivifual. Similar to these external factors, diseases are also

happening in human life.

When there is an existing health problem mostly due to an illness such as cancer,
patients are more likely to be overwhelmed by issues like having discussions with others in
the environment, seeking information through media or losing their functionality in daily
activities due to disease symptoms. This situation leads to activate patients’ cognitive
schemas related to that illness or previous experiences with that illness through their memory
so that they come up with some ideas, beliefs about the trajectory of their illness or treatment
phases. (Leventhal et at., 2016). These beliefs or cognitive schemas are generally called as
mental representations of patients towards to their diseases. These mental representations of
illness are often referred to as illness perception in the literature. The individual may have
different illness perception dimensions, each focused on one aspect of the disease process.
These include the extent to which the individual experiences the symptoms of the disease
and how he/she labels his/her illness (identity), his/her belief about what caused his/her
illness (cause), his/her estimation of the duration (timeline), the perception of self or
treatment control over the trajectory of disease (personal-treatment control), the effects of
the illness on his/her life (consequence), how much he/she understands the illness
(coherence) and his/her emotional reactions to the illness (emotional representations)
(Leventhal et al., 2016). This is a natural process in which patients try to make sense of their
diseases. For example, in a study conducted with more than 100 oral-digestive cancer

survivors, 43% of the participants answered yes to the question "Have you ever tried to
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understand why you have cancer?”, most participants (73%) found causes specific to the
causes of the cancer, like cigarettes for example (Moye et al., 2018). There has been a large
body of the literature examining the associations of illness perception with health-related
outcomes in cancer population, and these studies also shed light on specific role of these
different dimensions of the illness perception on cancer patients. It has been determined that
those who perceive that their illness has a great impact on their lives, that the disease
processes will take a long time, that the symptoms and concerns of their illness are high, and
that they give excessive emotional reactions to their illness, have stated higher symptoms of
anxiety and depression in the 3rd and 12th month follow-ups (Zhang et al., 2019). Similarly,
the perception of breast cancer patients about their personal control over their disease
trajectory was found to be linked with their depression after 12 months (Park et al., 2021).
Besides, some other studies assessing coping behaviors of cancer patients and their
perception on various aspects of illness are documented. Hopman and Rijken (2015) found
that the more chronic the illness (timeline), the more it affects his life (consequence), and
the more negative emotional reactions he or she perceives to the illness, the more passive
coping strategies are used (for example, helplessness/hopelessness, preoccupation with
anxiety, or fatalism/fatalism). Furthermore, with these respectful longitudinal study, the
changing patterns of illness perception has been also detected both in cancer groups and
other chronic illness groups. For example, significant differences illness perception over a
period of time was found in obesity and chronic obstructive pulmonary disease (Bonsaken
et al., 2013) and in patients with acute in coronary syndrome in a cardiac rehabilitasion
(Lukoseviciute & Smigelskas, 2019). Similarly, Dempster et al. (2011) investigated the
changes in illness perception of oesophageal cancer survivors during one year and identified
some clusters. Among these clusters, the group that showed a decrease in both personal and
treatment control dimensions at the end of one year, but also showed more negative
symptoms in the consequence dimension were found to be even more depressed and anxious
compared to other participants over a one-year period. It is expected that cancer patients
have different illness perceptions, and as aforementioned longitudinal studies reported, the
iliness perception patterns would also change overtime. Some factors might be accounted
for this case. For example, in a cross-sectional study, significant relationships were found
between cancer type and illness perception dimensions: those with nasopharyngeal cancer
stated that their disease had more negative effects than other types of diseases (Zhang et al.,

2016). Some other factors that might be associated with and change the severity of illness
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perception are type D personality and gender (Lukoseviciute & Smigelskas, 2019), cancer
stage (Park et al., 2021), age (Zhang et al., 2016), or other psychological factors like coping
strategies (Hopman & Rijken, 2015). These factors are generally either disease-related or
related to characteristics of patients. As can be seen, these factors, which are thought to be
related to the illness perception in some way, are about two of the main actors in the cancer
scenario: the disease and the patient. However, as explained in the beginning, there is also a
third party in the cancer scenario, which is the caregiver. Even if they have not been
diagnosed with cancer, caregivers also have various perceptions about cancer, just as those
who are on street have certain perceptions about cancer when they are randomly asked to.
Unlike a person on the street, what brings the investigation of the illness perception in
caregivers to significant levels is that almost all the processes of cancer, from diagnosis to
treatment, take place right next to them. Thus, understanding illness perception in family
context have more importance both for caregivers and patients. The next part allows some
piece of the literature review to shed light on illness perception of the caregivers, as well.

1.4. Similarity or Discrepancy Between llIness Perception of Patient and Caregiver

Studying illness perception in caregivers can be similar to studies conducted with
patients. In other words, the effect of caregiver's perception of illness on their psychological
distress or quality of life would be investigated. For example, Bassi et al., (2015) found out
that caregivers of patients with multiple sclerosis rated their psychological well-being higher
when they also perceived higher treatment control over the disease. Thus, their less
threatened illness perception was linked to their greater psychological well-being.
Furthermore, in terms of familial context, caregivers’ illness perception also influences
patients’ mental representation about their disease and thus, its role on illness-related
behaviors was emphasized (Ellis et al., 2014). For example, when the caregivers’ illness
perception about to what degree they understand the disease (coherence) was more similar
to patients’ perception of coherence, patients with head and neck cancer reported better
health-related quality (Richardson et al., 2015). That is, the way how the caregivers perceive
the cancer is somehow related to some outcomes in terms of the patients, as well. In fact,

these studies have placed the illness perception in a ground that can be examined in family
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context by dealing with the similarity or differences between the illness perceptions of family
members (both the patient and the caregiver) rather than just examining its effects on
patients. Understanding illness perception in familial context had been probed with other
diseases, as well. For example, the question whether or not having similarity or discrepancy
between the illness perceptions of women with rheumatoid arthirits and their caregiver
husbands was investigated by Sterba et al. (2008), and it was found that a discrepancy
between the illness perceptions of the two parties was significantly predictor of low
psychological adjustment in patients. Based on the results, the authors emphasized the role
of caregivers in understanding the world which the patients are in. Thus, it also important to
bring illness perception in ground that might be figured out within familial dynamics. Taken
these findings together, it seems that illness perception of caregivers also plays a vital role
in patients’ health-related outcomes, and the current paper tries to capture this mission

accordingly.

1.5. Aim of the Study

To the best of our knowledge, even though there have been studies examining illness
perception among cancer patients (e.g., Kus et al., 2017) and among hemodialysis group
(Keskindag et al., 2020), there is no study yet on the similarities or differences in the illness
perception of cancer patients and their caregivers in Turkey. Investigating whether or not a
similarity or congruence in the illness perceptions of cancer patients and their caregivers will
have a relationship with psychological distress and health-related quality of life of cancer
patients and their caregivers is the main goal of this study. With this respect, the hypotheses

of the study are as follow:

1.5.1. Hypotheses

Hypothesis 1: The congruence between illness perception of cancer patients and their
caregivers negatively predicts anxiety and depression of the patients, and positively predicts

their health-related quality of life.



Hypothesis 2: The congruence between illness perception of cancer patients and their
caregivers negatively predicts anxiety and depression of the caregivers, and positively

predicts their health-related quality of life.

Hypothesis 3: Worsened illness perceptions of cancer patients has positively
associated with their anxiety and depression while negatively associated with their health-

related quality of life.

Apart from these hypotheses, additional exploratory analysis will be run for depicting
the relationships of socio-demographic factors such as gender, age, education, cancer type
or cancer stage with psychological distress, quality of life, and the causal attributions of

cancer.
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2. METHOD

2.1. Participants

Sample size for this study is determined by using G*Power 3.1.9.7 software program
for windows. When the values of effect size, probability and power are taken as .15, .05, and
.80, respectively and when there is considered to be 7 predictors (illness perception
congruence as the main independent variable plus some variables on socio-demographic
information including age, gender, education level, cancer stage, time since diagnosis), the
minimum sample size required for the current paper is to be 98 for multiple hierarchical
regression analysis. Since the main element of this study is to measure the perception of
illness between partners, samples from studies that deal with patients and caregivers as pairs
in the literature were also examined. Accordingly, it has been found that studies dealing with
this subject are generally based on a longitudinal design, and the participants who completed
the study (as a couple, as a spouse, in pairs) were 165, 70, or 41 (Sterba et al., 2008; Meier
et al., 2019; and Richardson et al., 2016). As can be noticed, the number of participants in
the current study, which is 106 patient-caregiver dyads, is in the range of sample size of
previous studies. Therefore, the calculation made via G*Power is believed to end up desired
number of participants. Among cancer patients whose ages are between 18 and 65 years,
who are already in the process of receiving chemotherapy treatment as outpatient, who know
Turkish language fluently both in writing and in speaking will be recruited in this study.
Moreover, those who have major psychiatric disorders like bipolar disorder and with
cognitive impairments like delirium or any types of dementia measured through self-

reporting or medical records will be excluded from the study.

2.2. Measurement Tools

Socio-demographic characteristics of participants including age, gender, education
level, marital status, time since diagnoses, relationship degree, income level was measured

with socio-demographic information form (see Appendix 1 & 2).
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2.2.1. The Hospital Anxiety and Depression Scale (HADs)

This measurement tool was developed by Zigmond and Snaith (1983) for utilization
in hospital settings. HAD scale consists of 14 items with odd numbered items (1, 3, 5, 7, 9,
11, and 13) measuring anxiety and even numbered items measuring depression. The items
are scored from 0 to 3, with higher scores indicating greater levels of anxiety and depression.
Scores on the scale are classified as three group of pathologies, with a score between 0-7 is
considered as normal, a score between 8-10 is considered as probable pathology and a score
between 11-21 is considered as possible pathology (Cinkir & Elboga, 2020). For this study,
Turkish version of HAD scale which was adapted by Aydemir et al. (1997) will be used. The
Turkish version has a satisfied reliability (Cronbach’ alpha for anxiety subscale was .85 and
for depression subscale was .79), and a satisfied concurrent validity with Spielberger’s Trait
Anxiety Inventory (.75) and with Beck Depression Inventory (.72), for the anxiety and
depression subscales, respectively. In this study, Cronbach's Alpha values for the HAD scale

were found to be satisfactory. It was found .85 for anxiety and .80 for depression.

2.2.2. The Short Form 12-l1tem (Version 2) Health Survey

Health-related quality of life (HRQoL) assessments are generally divided into two
categories: disease-specific and generic, and generic assessments of HRQoL can be used
both for patient and healthy groups since it is independent of having any diseases or
treatment (Soylu & Kiitiik, 2021). Ware et al. (1993) developed the Short Form-36 Health
Survey as a generic assessment in order to assess functionality and well-being of individuals.
Then, the authors decided to develop a practical version of SF-36 which can be implemented
in shorter time and developed SF-12 which also includes the same subscales of SF-36 by
reducing item numbers from 36 to 12 items (Ware et al., 1995). Then new version of SF-12
was developed as the Short Form 12-Item Version 2 (SF-12v2) (Ware et al., 1996). SF-12v2
measurement tool encompasses eight dimensions of HRQoL which are as followed: Physical
Functioning (PF), Role-physical (RP), Bodily Pain (BP), General Health (GH), Vitality
(VT), Social Functioning (SF), Role-emotional (RE) and Mental Health (MH). Two umbrella
subscales are formulated out of these eight dimensions: The Physical Component Summary
(PCS) and the Mental Component Summary (MCS). PCS includes General Health, Physical

Functioning, Role-Physical, and Bodily Pain while MCS includes Social Functioning, Role-
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Emotional, Mental Health, and Vitality. In the original study, validity and reliability of the
new SF-12v2 was successfully tested and Cronbach Alpha was found as 0.92 for the PCS
and as 0.88 for the MCS. The validity and reliability study of Turkish version of SF-12v2
has been done by Soysal Giindiiz et al. (2021), and the results had reached sufficient levels
with internal consistency coefficients for PCS as 0.80 and for MCS as 0.88, and as well as
with acceptable construct and criterion validity. In the current study, Cronbach’s alpha
values for PCS and MCS are respectively as .82 and .78.

2.2.3. The Brief IlIiness Perception Questionnaire (BIPQ)

For the assessment of illness perception among cancer patients, the Brief IlIness
Perception Questionnaire (BIPQ) was implemented to be implemented. The BIPQ has eight
subscales with each of them having one item. These formulated subscales are based on
different aspects of an illness. They are as following: Consequence (the impact of the illness
on the person's life), Timeline (perceived disease duration), Personal Control (perceived
personal control over one's illness), Treatment Control (perceived treatment control over
one's illness), Identity (experienced symptoms of the disease), Coherence (understanding the
disease), Concern (degree of anxiety about the disease), Emotional Representation
(emotional reactions to illness) and Cause (Causal attributions of illness) (Zhang et al.,
2019). The first eight items are scored from 0 to 10, with higher scores reflecting that a
person feels more threatened by the illness while the ninth item (causal attribution) is
categorical and requires the patient to list the most important causes of their disease
(Broadbent et al., 2006). Personal Control, Treatment Control and Coherence are the
reversed items. That is, higher scores on these three subscales reflects a less threatened
iliness perception. When they are reversed, higher scores in total reflect a more threatened
illness perception. The BIPQ was developed by Broadbent et al. (2006) with different illness
backgrounds including myocardial infraction, renal failure, diabetes, asthma and minor
ilinesses like colds, and the Cronbach’s alpha was found to be highly reliable ranging
between 0.80 and 0.85. The Turkish validity and reliability study of the BIPQ was done by
Karatag et al. (2017), and the scale resulted in exclusion of one item (Timeline) due to
overlapping and resulted in with two factors different from the original study in which

Cognitive Illness Perception Representations covers consequence, timeline, personal
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control, treatment control, and illness identity while Emotional IlIness Representation covers
concern and emotional response. However, in the Turkish validation study, the first factor
Emotional Iliness Representation includes Consequence, ldentity, Concern and Emotional
Representation items. The second one is Cognitive Iliness Representation comprising of
Personal Control, Treatment Control and Coherence. A satisfactory score for the reliability
was achieved as 0.85 in the study (0.83 for emotional, 0.80 for cognitive representations)
and as well as with sufficient language equivalence and content validity (Karatas et al.,
2017). In the current study, Cognitive and Emotional Iliness Representation subscales were
not used seperately. Instead, the Brief IlIness Perception Questionnaire score was evaluated

as awhole., and Cronbach’s alpha was found to be .71 in the current study.

2.2.4. The Brief Illness Perception Questionnaire (BIPQ) for caregivers

As mentioned above, the BIPQ was given to cancer patients to assess their illness
perception. Additionally, the reworded version of the BIPQ was given to the primary
caregivers so as to measure their perception toward their patients’ illness. For example, in
the original form of the BIPQ, the question ‘How concerned are you about your illness’ is
asked to patients. However, in the reworded version of the BIPQ for caregivers, the same
question will be asked to the caregiver as “What do you think how concerned your patient is
about her/his illness’. Thereby, similarity/discrepancy or namely congruence between the
illness perception of the two parties was examined. Based on the methods preferred and used
in the literature (Sterba et al., 2008; Richardson et al., 2016; Meier et al., 2019; Romero et
al., 2008), the congruence between the illness perception of cancer patients and their
caregivers was handled by a simple calculation for statistical analysis. The method is that
for every dyads (one patient and his/her caregiver), scores of each party on the seven items
of the Brief Illness Perception Questionnaire was subtracted from one another. For example,
if a patient gives 3 out of 10 to the question ‘How concerned are you about your illness’, and
his/her caregiver gives 7 out of 10 to the revised question, which try to catch the perception
of the caregiver, ‘What do you think how concerned your patient is about her/his illness’,
patient’s score (3) will be subtracted from caregiver’s score (7) and the results will be 4, and
then since the total score is 10 for each question, a further step of substracting will be run;
therefore, 4 will be also subtracted from the total score (10) and the result 6 will be giving
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the level of congruence between each party (see Appendix 2). The reworded version of Brief
Iliness Perception Questionnaire for caregivers score was evaluated as a whole., and
Cronbach’s alpha was found to be .63 in the current study. The new formed illness perception
congruence scale was found to show .60 Cronbach’s alpha value for both cancer and

caregiver group, and for total participants.

2.3. Procedure

The study was carried out at the outpatient chemotherapy unit of the Ankara City
Hospital. All data was gathered by convenience sampling. Every day, tens of patients with
different cancer types and stages visited that unit and take their chemotherapy or
radiotherapy sessions. Moreover, a family member mostly accompanies with the patient, and
this person is generally just the primary caregiver. The data collection was done according
to cross-sectional design; thus, relevant information was taken both from patients and their
caregivers at one time interval. Measurements tools including Socio-demographic Form, the
Hospital Anxiety and Depression Scale (HADs), the Short Form 12-Item (Version 2) Health
Survey, the Brief Iliness Perception Questionnaire (BIPQ) and the reworded version of BIPQ
for cancer caregivers were given to both patients and their primary caregivers after collecting
informed consents (see Appendix 2) from all the participants. Since there would be some
patients unaware of their diseases, questions regarding cancer such as cancer type, cancer
stage were gathered from medical records. Instead, an additional question about awareness
of cancer was asked to patients in the socio-demographic form. The study was carried out
after ethical approvals from both ethical committee of local health authority of Ankara and
Scientific Research and Publishing Ethical Committee of Baskent University Social and

Human Sciences.

2.4. Analyses

First of all, Pearson Correlation was computed through IMB SPSS Software program to
analyze the correlations between continuous variables of the study. For categorical variables

like gender t-test analysis was run, and for categorical variables with more than two levels
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like education one-way analysis of variance (ANOVA) was computed. The main
independent variable of the present study is the illness perception congruence whilst anxiety,
depression and health-related quality of life is dependent variables. In line with the study
hypotheses emphasizing the predictor effect of illness perception congruence, a series of
hierarchical multiple regression analysis was carried out to look at the predictive role of
iliness perception congruence on anxiety, depression and health-related quality of life of
patients and caregivers. In the first step, sociodemographic characteristics of participants
such as age or gender will be added to the model. In the second step, the illness perception
congruence as the main predictor will be entered to the model to seize its unique predictor
effect.

The last item of BIPQ which asked participants which three factors are mostly
contribute their disease is a categorical variable. The responses to this item would change
from environmental factors such as smoking to more internal factors such as stress. For
example, in a recent study by Staal et al. (2021), causal attributions of cancer survivors to
their colorectal diseases were categorized as internal causal attributions (e.g., genetic or
smoking), as external causal attributions (e.g., environment, luck or previous health
condition), as controllable factors (e.g., lifestyle, smoking or stress), or as uncontrollable
factors (e.g., genetic, environment or ageing). With descriptive statistics, the most frequent

responses among cancer patients and their caregivers will be figured out.
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3. RESULTS

3.1. Preliminary and Descriptive Statistics

The data was collected from 246 participants (123 cancer patients and 123 their
caregivers). Thus, the number of patient-caregiver dyads is 123. All of the data was collected
in paper-and-pencil format in the out-patient chemotherapy clinic which is comprised of
many separate wards. At first glance before missing analysis, more than one missing item
was detected in the forms of 13 patient-caregiver pairs after data collection was over. The
exclusion of 13 patient-caregiver dyad is resulted in 110 patient-caregiver dyad. Medical
information on cancer type and cancer stage of patients were gathered from the co-advisor
of the thesis. After he checked the data, he realized that even though one patient was taking
chemotherapy, he was referred from the hematology unit and so not a cancer patient. He also
did not find any medical records of one patient. Then when the forms of this patient and her
caregiver were examined, it was realized that both the patient and caregiver confused the
forms, the patient filled the caregiver’s form. Therefore, these two patient-caregiver dyads
were excluded from the study. The remaining participants (108 patient-caregiver dyads)
were entered into the SPSS. Through the SPSS program, there were found 11 more missing
data among 216 participants; however, this time, there are only one missing item for each
participants. Therefore, for overcoming this missing data, missing analysis was run via the
SPSS program. First, a missing completely at random test (MCAR) was analyzed through
SPSS in order to test the hypothesis that missing values are randomly distributed or not. It
has been found that all missing values are random, that is, they are not systematically
distributed (p = .855). Moreover, since the percentage of each missing value is less than %5,
series mean method was calculated for each missing value and was assigned to each missing
value after the reverse items assignment (Kline, 2015). In addition, there are some missing
values on the variables related to characteristics of patient group such as time since
diagnosis, cancer type, and cancer stage. Missing completely at random (MCAR) analysis
was run in order to see whether these missings are systematic or not. It was found that they
are randomly distributed (p = .684). To treat the missings, suggestions by Quintero and
Leboulluec (2018) were applied. Specifically, for ordinal variables like cancer stage in the

current paper, they have found that random selection was the most apropriate compared to
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other methods like multiple imputation. The same method was also applied for the missing
value in cancer stage variable. For cancer type as a nominal variable and time since diagnosis
as continuous variable, mode of the that variable data set and mean of the that variable dataset
were suggested, respectively (Quintero & Leboulluec, 2018). In the present study, these

methods have been applied, as well.

The second, third, and fifth items of the BIPQ are reversely coded. These items
belong to personal control, treatment control and coherence subscales respectively.
Moreover, first, eighth, ninth, and tenth items of the SF-12v2 are reversely coded. These
items belong to general health, bodily pain, mental health, and vitality subscales,
respectively. For the HADs, item 1, 3, 5, 11 and 13 which are items of anxiety subscale are
reverse items, and they are scored from 3 to 0. On the other hand, item 6, 8, 10 which are
items of depression subscale are reverse item. All reverse items are recoded and the further
analysis also including the assignment of series mean to the missing value are run with their
new values. As mentioned in the analysis section above, to measure the illness perception
congruence of a patient and his/her caregiver, a simple calculation suggested in the literature
(e.g., Richardson et al., 2016) was used. In this calculation, each score on one item of the
BIPQ that the patient filled out was subtracted from the score of caregiver on the same item
of the BIPQ-Caregiver Version questionnaire. The results were shown in absolute values
because the aim here is just to catch the concordance rather than direction (e.g., after the
subtraction, both -3 and +3 were treated the same). When the difference between patients
and their caregivers’ score is 3, their illness |perception congruence would be lower than
when the difference is 2. That is, the lower the difference, the greater the congruence.
Therefore, in order to make it more understandable the result of that subtraction was also
subtracted from 10, resulting in transitioning the aforementioned value 3 to 7, and 2 to 8.
Now the greater number indicates greater congruence. The formulation is as follow: The
congruence score = 10 - | patient’s item score — caregiver’s item score | . This formulation
was calculated for all data via Microsoft Excel Program in order to achieve illness perception
congruence between patients and their caregivers. The scoring of SF-12v2 results in two
main subscales: physical component summary (PCS) and mental component summary
(MCS), and items are scored according to the norms of USA population. Both MCS and PCS
take values from 0 to 100 where greater numbers indicate better health quality (Ware et al.,

2002). However, it is not the main purpose of the current study to compare health-related
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quality of participants to USA population, rather it is simply aimed to shed light on how
health-related quality of life is influenced by illness perception. Therefore, the scoring of
SF-12v2 was not made based upon the norm values of USA population. It was scored
accordingly as suggested by the authors of the study which testes the Turkish reliability and
validity (Sosyal-Giindiiz et al., 2021).

Scores of numeric variables related to characteristics of participants such as age,
gender, income level, education level, marital status, cancer stage, and scores of other
variables like illness perception, anxiety, depression, health-related quality of life and illness
perception congruence are converted to z-scores in order to detect outliers. An absolute value
of £3.29 is the standard value used to identify outliers ( Tabachnick & Fidell, 2013 ). All Z-
scores are within +3.29 meaning that there are no univariate outliers in the related variables.,
except for the variable “time since diagnosis”. Two cases from that variable exceeded +3.29
Z-score. In fact, two patients reported the time since their diagnosis as 72 months ago and
84 months ago. For multivariate analysis, a mahalanobis distance analysis was run separately
for patient and caregiver groups. Firstly, the mahalanobis distance was calculated for ten
variables including age, gender, education level, income level, physical health-related
quality of life, mental health-related quality of life, illness perception, illness perception
congruence, anxiety and depression in caregiver group. In order to compare with the
value, degree of freedom and significance level was taken 10 (for 10 corresponding
variables) and .0001, respectively. All the scores were found to be lower than 2 value (%=
29.588, Min. 4.384, Max. 20.546). Adding cancer stage and time since diagnosis variables
into the equation, x> value was determined as 32.909, and for the patient group, only two
cases exceeded this cut off. They are the same cases in which there was also univariate
outliers, as described above due to the time since diagnosis variable. Because they violate
the assumptions of the analysis, these two cases were removed from the data set. After
removing two patient-caregiver dyads from the data set there are finally 106 patient-

caregiver dyads left for the final analysis.

In the literature, normality test of a given data is also provided by looking at skewness
and kurtosis values of relevant variables (Mishra et al., 2019). For testing the normality of
the data, each variable’s Skewness and Kurtosis values were taken, separately for patient
and caregiver groups, and it has been found that all the values were between —1 and +1. In

fact, in patient group, Skewness and Kurtosis values for anxiety, depression, illness
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perception, and health-related quality of life respectively as follow: (+0.518, —0.032),
(+0.186, —-0.651), (-0.629, +0.125), (+0.102, —0.463). On the other hand, in caregiver group,
Skewness and Kurtosis values for anxiety, depression, illness perception, and health-related
quality of life respectively as follow: (+0.164, -0.382), (-0.067, —0.648), (-0.500, +0.223),
(-0.068, —0.057). The values are between —1 and +1; therefore, it is assumed that the data
are normally distributed (Kline, 2015).

Sociodemographic characteristics of both patient and caregivers are analysed through

frequency statistics (see Table 1).

Table 1. Sociodemographic Characteristics of Participants

Variables Patients (n = 106) Caregivers (n = 106)
Frequency % Frequency %
Gender
Male 42 39.6 52 49.1
Female 64 60.4 54 50.9
Education
None 4 3.8 1 0.9
Primary School 34 32.1 25 23.6
Secondary School 13 12.3 9 8.5
High School 27 25.5 26 24.5
University 28 26.4 45 42.5
Income
Low 29 27.4 33 31.1
Medium 77 72.6 67 63.2
High 0 0 6 5.7
Cancer Stage
Earliest Stage 2 1.9
First Stage 14 13.2
Second Stage 25 23.6
Third Stage 29 27.4
Fourth Stage 33 31.1
Not Staged Yet 3 2.8
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Cancer Types

Bile Duct 1 0.9
Bladder 1 0.9
Breast 32 30.2
Cervical 3 2.8
Colorectal 10 9.4
Esophageal 2 1.9
Leukemia 2 1.9
Liver 1 0.9
Lung 13 12.3
Lymphoma 3 2.8
Malign Neoplasm 1 0.9
Multiple Myeloma 3 2.8
Ovarian 10 9.4
Pancreatic 4 3.8
Skin 1 0.9

Soft Tissue
Sarcomas 1 0.9
Stomach 9 8.5
Testicular 4 3.8
Uterine 4 3.8
Vulvar 1 0.9

Marital Status

Married 90 84.9 79 74.5
Single 14 13.2 27 25.5
Divorced/widow 2 1.9 0 0
Relationship
Relationship Degree Degree
To Caregiver To Patient
Spouse 52 49.1 52 49.1
Parents 33 31.1 8 7.5
Children 8 7.5 33 31.1
Sibling 8 7.5 8 7.5
Other 5 4.7 5 4.7

Before investigating the predictive effect of illness perception congruence on

anxiety, depression, and health-related quality of life of participants, correlations among all
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continuous variables were performed through Pearson’s Correlation Coefficient analysis.
The analysis was performed separately for patient and caregiver groups. Moreover,
descriptive statistics of related variables were also analysed. With respect to multiple
regression assumptions, for a more precise prediction, significant correlations of 1Vs to the
dependent variables but non-significant correlations or not strong correlations among

themselves were tried to measure.

Among study variables, only illness perception congruence and illness perception
were found to have statistically significant correlations with study DVs in patient group.
Specifically, there was a statistically significant positive correlation between illness
perception congruence and anxiety (r =.282, p <.01). On the other hand, illness perception
has statistically significant positive correlations with anxiety (r = .511, p <.001), and with
depression (r =.565, p <.001). Also, it has statistically significant negative correlations with
physical health-related quality of life (r = -.479, p < .001), and with mental health-related
quality of life (r = -.487, p <.001). On the contrary, both age and time since diagnosis have
no statistically significant correlations with anxiety, depression and health-related quality of
life. Furthermore, correlations among 1Vs were also non-significant, except the correlation
between illness perception and illness perception congruence. Since illness perception
congruence is derived from the scores given to the participants' illness perception scales
(BIPQ and BIPQ for caregivers), it can be considered that illness perception congruence and
illness perception variables have a common denominator. Thereby, it is likely that there is a
high correlation between these two variables. Therefore, in hierarchical regression analysis,
these two variables were not included in the model at the same time to provide the
assumption that the independent predictors should not show high correlation with each other.
At the final step, in the regression model where predictive effect of illness perception
congruence on anxiety, depression, and health-related quality of cancer patients is
investigated, age and time since diagnosis do not need to be entered into the model as control

variables (see Table 2).
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Table 2. Correlations of Continuous Variable in Cancer Group

Variable N M SD 1 2 3 4 5 6 7 8
1. Age 106 4960 1135 - .078 .073 -.010 -.107 -.011 -.062 -.072
2. Time Since

Diagnosis? 106 7.47 8.14 - .008 .065 140 .048 -.103 011
3. lllness

Perception 1456 5400 874 ~ 404" 282 130  -060  -.028

Congruence
4. lllness

Perception 106 29.86 12.03 - 5117 565 -.4797"  -.487
5 Amxiety 106 754 456 - 843 288" 471
6. Depression 106 769 467 B _B53™ .73
7. Physical .

HRQOL® 106 43.13 20.42 - 601
8. Mental

HRQOL® 106 47.23 19.87 -

2Time since diagnosis in month.
b Physical Health-Related Quality of Life.

¢ Mental Health-Related Quality of Life.

** Correlation is significant at p < .01 (2-tailed).
™ Correlation is significant at p <.001 (2-tailed).

On the other hand, for caregiver group, statistically significant negative correlations
between age and physical-health-related quality of life (r = -.368, p < .001), and illness
perception congruence and depression (r = -.215, p <.001), were only found. There was no
statistically significant correlation between age and illness perception congruence which are
both Vs of interest (see Table 3). Therefore, in the regression model where predictive effect
of illness perception congruence on anxiety, depression, and health-related quality of
caregivers is investigated, age will be entered as control variable into the model only for

physical-health related quality of life.
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Table 3. Correlations of Continuous Variables in Caregiver Group

Variable N M SO 1 2 3 4 5 6
1. Age 106 42,97 1251 - -127 -.056 .138 -.368™" -.120
2. liness
Perception 106 54.00 8.74 - -128 -.215" .037 .042
Congruence
3. Anxiety 106 9.57 4.33 - 688" -.411™ -.609""
4, Depression 106 874 4.38 - -460™ -555™"
5. Physical B -
HRQoL® 106 59.03 20.80 .634
6. Mental B
HRQoL" 106 52.18 19.93

aphysical Health-Related Quality of Life.

b Mental Health-Related Quality of Life.

* Correlation is significant at p < .01 (2-tailed).
™ Correlation is significant at p <.001 (2-tailed).

Descriptive statistics of illness perception subscales and correlations of illness
perception congruence subscales are displayed in Table 4 and Table 5. Statistically
significant correlations were only obtained in cancer group. Respectively, identity
congruence was significantly positively associated with anxiety (r = .278, p = .004) and
depression (r =.193, p =.047) while significantly negatively associated with mental HRQoL
((r = -.196, p = .044). Concern congruence shares significant positive correlations with
anxiety (r =.364, p = .000) and depression (r =.196, p = .045). Moreover, while emotional
representation is significantly associated with anxiety (r = .275, p = .004) in a positive
direction, its significant association with mental HRQoL (r = -.210, p = .030) in a negative
direction. Moreover, when we looked average scores of both patients and caregivers on the
subscales in Table 4, it can be noticed that both patients and caregivers’ scores on
consequence, identity, concern and emotional representation are above 5 out of 10
(remember each subscale of BIPQ is scored from 0 to 10). On the other hand, scores on
personal control, treatment control and coherence are below 5 out of 10 for both patients and

caregivers.
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Table 4. Descriptive Statistics of BIPQ Subscales

Patients (n = 106)

Caregivers (n = 106)

IlIness Perception M SD M SD
Consequence 6.11 2.88 7.08 2.48

Personal Control 3.64 2.71 3.00 241

Treatment Control 1.33 1.71 1.34 1.89

Identity 5.23 3.04 6.24 2.72

Concern 5.60 3.44 7.13 2.73

Coherence 2.00 2.52 1.65 2.05

Emotional Representation 5.93 3.25 7.26 291

Table 5. Correlations of BIPQ Congruence Subscales with Dependent Variables

Patients (n = 106)

Caregivers (n = 106)

IlIness
Perception Physical Mental Physical Mental
Congruence Anxiety Depression HRQoL HRQoL Anxiety Depression HRQoL HRQoL
Consequence .093 176 -.167 -.070 -.032 .039 .000 .051
Personal - 156 -.060 140 211 060 -.033 054  -120
Control
Treatment
Control .036 -.123 .086 .180 -.188 -.188 .007 .006
Identity .278™ 193" -.107 -.196" -.083 -.146 .067 .019
Concern  .364™ .196" -.044 -.074 -.013 -177 .033 .045
Coherence -.158 -.153 .026 .178 -.188 -.021 -.019 131
Emotional 7 g 144 115 -210° -100 -.183 083 029

Representation

“Statistically significant at p < .05

“Statistically significant at p < .01

Before examining the group difference of gender, education, income and cancer stage

on the dependent variables, some non-parametric correlation analyses were run. Point
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biserial correlation was used for the relationship between a nominal dichotomous variable
(e.g., gender in this study) and a continuous variable. Spearman’s Rho was used in
relationship analyses where at least one of variable is ordinal/ranked (e.g., cancer stage in
this study). Accordingly, female cancer patients tended to report more anxiety symptoms
than male cancer patients (rpp =.216, p =.026); however, there was no significant correlation
of gender with depression, physical and mental HRQOL. Moreover, when education level
increased, cancer patients’ depression levels decreased significantly (rs = -.211, p = .030),
and their physical HRQOL increased significantly (rs = .223, p = .022). There wasn’t a
statistically significant correlation relationships of education with anxiety and mental
HRQOL of cancer patients. On the other hand, when income level increased, cancer patients’
anxiety levels decreased significantly (rs = -.209, p = .032), and their depression levels also
decreased significantly (rs = -.193, p = .047) while their physical HRQoL increased
significantly (rs = .256, p = .008). There was no statistically significant relationship between
income and mental HRQoL of cancer patients. Similarly, not statistically significant
correlations of cancer stage to anxiety, depression, physical and mental HRQoL of cancer

patients were found.

For caregiver group, gender had no statistically significant correlations with anxiety,
depression, physical and mental HRQoL. However, when caregivers’ education level
increased, their depression levels decreased significantly (rs = -.216, p = .026) while their
physical HRQoL increased significantly (rs = .304, p = .002). There were no significant
associations of education to anxiety and mental HRQoL of caregivers. Lastly, when income
levels of caregivers increased, both their anxiety levels (rs = -.340, p < .001), and their
depression levels (rs = -.288, p = .003), decreased significantly. On the contrary, increased
income levels were found to be significantly related to increased physical HRQoL (rs =.197,
p =.043), and increased mental HRQoL (rs =.290, p =.003), in caregivers (see Table 6).
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Table 6. Correlations of Categoric Variables in Participants

Cancer Patients (h = 106)

Caregivers (n = 106)

Variables

: . Physical Mental . . Physical Mental
Anxiety Depression HRQoL HRQoL Anxiety Depression HRQoL HRQoL
Gender 216" .098 -.105 -.129 .168 -.003 -.002 -.029
Education -.077 -.211° 223" .078 -.138 -.216" .304™ 158
Income -.209" -.193" 256" 152 -.340™ -.288™ 197" .290™
.017 .109 113 .027

Cancer Stage

* Correlation is significant at p < .05 (2-tailed), ™ Correlation is significant at p < .01 (2-tailed).

3.2. T-test for Gender Differences in the Dependent Variables

T-test analysis was performed for gender difference in anxiety, depression, physical
and mental health-related quality of life of cancer patients. All skewness and kurtosis values
were between — 1 and + 1 Z value. Specifically, they were ranging from — .508 to + .826.
That is, all dependent variables are normally distributed both in male and female patient
group. Levene’s test for equality of variances were nonsignificant for all dependent
variables: anxiety (p = .550), depression (p = .601), physical health-related quality of life (p
=.703), and mental health-related quality of life (p = .968). That is, equal homogeneity of
variance assumption of t-test has been met for all dependent variables. Accordingly, anxiety
levels of female patients (M = 8.34, SD = 4.59) was statistically higher than anxiety levels
of male patients (M = 6.33, SD = 4.30), t(104) = -2.252, p = .026. However, there were no
statistically significant differences between male and female patients in terms of depression,
physical and mental health-related quality of life (see Table 7). Therefore, for the final
multiple regression analysis, gender as a control IV will be entered into the model only in

case where anxiety of patients is criterion variable.
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Table 7. Differences Between Male and Female Patients

Dependent Male (n = 42) Female (n=64) t(104) p  Cohen'sd
Variables M SD M SD

Anxiety 6.333  4.297 8.335 4588 -2.252 .026° 0.045
Depression 7.130 4,572 8.057 4.724 -1.001 .319 0.019

Physical HRQoL 45.758 20.425 41.406 20.389 1.074 .285 0.021
Mental HRQoL  50.372 20.523 45166 19.319 1.324 .188 0.026

* Significant at p < .05

T-test analysis was performed for gender difference in anxiety, depression, physical
and mental health-related quality of life of caregivers. All skewness and kurtosis values were
between — 1 and + 1 z value. Specifically, they were ranging from — .866 to + .715. That is
all dependent variables are normally distributed both in male and female caregiver group.
Levene’s test for equality of variances were found not to be significant for all dependent
variables (p values as .185, .837, and .747 for depression, physical and mental-health related
quality of life respectively), except for anxiety (p = .026). That is, equal homogeneity of
variance assumption of t-test has not met only for anxiety. Therefore, for the anxiety variable
“equal variances not assumed” was accepted. The difference between male and female
caregivers’ anxiety scores was not significant. Similarly, there are no significant differences
between male and female caregivers’ scores with respect to their depression, mental and
physical-health related quality of life (see Table 8). Therefore, gender of caregivers will not

be entered into the final regression model for all dependent variables.
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Table 8. Differences Between Male and Female Caregivers

Dependent Male (n = 52) Female (n=54) t(104) p Cohen'sd
Variables M SD M SD

Anxiety 8.827 3.677 10.278 4.799 -1.751 .083  0.034
Depression 8.754 4101 8.726 4.676 .033 .974  0.000

Physical HRQoL 59.074 21.061 58.996 20.724 .019 .985  0.000
Mental HRQoL  52.764 20.163 51.620 19.873 .294 .769  0.005

3.3. Group Differences for More Than Two Categorical Variables

Group difference effect of categorical variables (e.g., education, cancer stage, see
Table 1) on anxiety, depression and health-related quality of life, one-way analysis of
variance (ANOVA) was carried out. For testing normality of the dependent variables across
these five groups, skewness and kurtosis values were looked at. Violation of normality
assumption for anxiety was only seen in the secondary school graduate group (education).
Therefore, Kruskal-Wallis test which is a non-parametric alternative for ANOVA test in case
of violation of normality (Blair & Higgins, 1980; Lix et al. 1996) was performed for
comparing anxiety across five levels of education. For testing equal homogeneity of variance
assumption, Levene’s test was looked at, and all dependent variables met this assumption.
According to the analysis, anxiety scores of patients did not differ significantly across five
levels of education [x? (4) = 3.337, p = .503]. There were also no statistically significant
differences between five levels of education for depression [F(4, 101) = 1.889, p = .118] for
physical HRQoL [F(4, 101) = 1.938, p =.110] and for mental HRQoL [(F(4, 101) = 1.208,
p =.312]. Thus, for the final multiple regression analysis of patient group, education will not

be entered into the model for more precise results in all dependent variables.

Similar procedure was done for caregiver group as well. Before conducting one-way
ANOVA for education, skewness and kurtosis and Levene’s test were analysed for
assumptions of normality and homogeneity of variances, respectively. Accordingly, all
dependent variables are normally distributed across four levels of education (there is only

one participant in ‘no education’ level, therefore this group was excluded in SPSS, see Table
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1). On the other hand, Levene’s test is statistically significant at p < .05 only for mental
HRQoL (p = .034) but not statistically significant at p < .05 for anxiety (p = .139), for
depression (p = .850), and for physical HRQoL (p = .137). Thus, only for mental HRQoL,
equal homogeneity of variance assumption was violated and thus Welch’s F test was looked
at. Welch’s test is an alternative parametric test to ANOVA F test when the homogeneity of
variances is violated while the normality assumption is not violated (Alexander & Govern,
1994). According to the ANOVA results, anxiety scores of caregivers did not statistically
change across four levels of education, F(3, 101) =.757, p =.521. There were no statistically
significant differences in depression scores between four education groups, F(3, 101) =
2.083, p = .107. There were also no statistically significant differences in mental HRQoL
scores between four education groups, Welch’s F(3, 32.209) = .986, p = .412. On the
contrary, group difference was only seen in physical health-related quality of life, F(3, 101)
= 4.380, p = .006. (see Table 9). When the variance is homogenous and there is unequal
sample size in groups, Hochberg’s GT2 post-hoc comparison is suggested and used (Lee,
2022). In order to see the exact statistical difference between four groups of education, a
Hochberg’s GT2 post-hoc comparison was run, and only statistically significant difference
was found between primary school graduate and university graduate (p = .009). Therefore,
for the final multiple regression models education will be entered into the model only for

physical health-related quality of life, not for others.

Table 9. Group Differences in Caregivers by Education

Primary Secondary High School University
School (n =25) School (n = 26) (n=9) (n=45) F(3,101) n?
Dependent SO M SO M SD M  SD
Variables
Anxiety 10.08 4.45 9.44 3.32 10.35 3.40 8.89 492 157 .02
Depression 10.32  4.15 8.78 4.18 9.00 4.43 7.65 440 2.083 .06
Physical
HRQoL 5043 2195 5868 9.73 5385 17.79 66.74 21.26 4.380" .16
Mental

HRQoL 47.13 1835 5347 1878 50.24 1441 5563 23.46 .9862 .03

aWelch’s F test

“Statistically significant p < .01
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Cancer stage has five levels plus one level reflecting those who are not staged yet.
Number of participants in ‘earliest stage” and ‘not staged yet’ groups are 2 and 3, respectively
(see Table 1). For group mean comparison, these two groups were decided to be excluded
from one-way ANOVA due to smaller number of participants in each. Tests of normality
was run via Shapiro-Wilk due to numbers of participants less than 50 in each cell. P values
of anxiety, depression, physical and mental HRQoL were bigger than .05, meaning normality
assumption has been met for all dependent variables. Levene’s test of homogeneity of
variances was statistically significant just for anxiety (p = .007) but not statistically
significant for depression (p =.989), for physical HRQoL (p = .806), and for mental HRQoL
(p = .974). Therefore, Welch’s F was looked at for anxiety variable while regular ANOVA
F test was looked at for depression, physical and mental HRQoL. Accordingly, anxiety,
depression, physical and mental HRQoL scores of cancer patients did not differ significantly
across four levels of cancer stages, Welch’s F(3, 47.488) = .900, p = .448, F(3, 97) = 1.350,
p=.263, F(3,97) =1.593, p=.196, F(3, 97) = .589, p = .624, respectively. Therefore, cancer
stage as a control IV will not be entered into the final regression model where all dependent

variables are outcomes.

Income has three levels (low, medium and high). For patient group, there were no
participants in ‘high” group while for caregiver group there was small number of participants
in ‘high’ group (see Table 1). That is, for patient group income variable is a dichotomous
variable like gender but with very unequal sample size in each group, 29 in low and 77 in
medium group. On the other hand, this disproportionate sample size is even more salient in
caregiver group (33, 67, 6). Therefore, for avoiding much more statistical faults despite of
non-parametric tests, income variable will be added to regression analysis as dummy-coded
variable. Thereby, its extraneous effect on outcome variables will be controlled. Given the
fact that when income level of a family decreases, the risk for worse mental health increases
(Gresenz et al., 2001), medium-level income was taken as reference variable in the dummy
coding. Thereby, through its comparison with low-income level and high-income level
groups, any changes would be demonstrated respectively as increases or decreases variances

in outcome variables.
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3.4. Multiple Hierarchical Regression Analysis for Cancer Group

Based on Pearson’s, point biserial and Spearman’s correlation analyses where
significant or non-significant relationships of all independent variables with dependent
variables are revealed, only the 1Vs that have significant correlations with the DVs were

entered into the model.

3.4.1. Predictive effect of illness perception congruence on anxiety of cancer
patients

According to Biserial-point and Spearman’s analyses only gender and income as
control variables demonstrated significant correlations with anxiety. Therefore, a
hierarchical multiple regression analysis was run to measure the predictive effect of illness
perception congruence on anxiety of cancer patients while controlling only gender and
income. This is a two steps regression analysis where gender and income were added in the
first place, then illness perception congruence was added in the second place. According to
the first model, gender and income together significantly predicted anxiety levels of cancer
patients, F(2, 103) = 5.307, p = .006, R? = .093. That is, approximately 9% of variance in
anxiety levels of patients is accounted for gender and income. In the second model, addition
of illness perception congruence increased the total variance in anxiety by around 6%. And
this increase is statistically significant, F(1, 102) = 8.075), p = .005, 4R?> = .067. The
regression model demonstrated that illness perception congruence is a unique incremental
predictor of anxiety in cancer patients. Specifically, when illness perception congruence
increases, cancer patients’ anxiety levels also increase, B = .135, t = 2.842, p = .005 (see

Table 10).
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Table 10. Illness Perception Congruence as Predictor of Patients’ Anxiety

Predictor B SEB B t(p) R? AR®*  F Change (p)

Step 1 .093 .093 5.307 (.006)
(Constant) ~ 5.476 772 7.095 (.000)
Gendert 2402 888 259  2.705(.008)
Income® 2.250 974 221 2.309 (.023)

Step 2 160 067  8.075(.005)
(Constant)  -1672  2.624 637 (.526)
Gender 2233 861 241 2,504 (.011)
Income  2.008 944 206 2.223(.028)
Congruence® 135 048 250  2.842 (.005)

& Male coded as 0, female coded as 1. Male as reference group.
> Low-level income group. There are no participants in High-level income group. Medium-level
income as reference group

¢ IlIness perception Congruence

3.4.2. Predictive effect of illness perception congruence on depression of cancer
patients

Independent variables that were controlled by entering in the first block are only
income and education because of their significant correlations with depression (see Table 6).
However, significant group difference of education on depression was not seen according to
ANOVA analysis (see Section 3.3). Nevertheless, in order to prevent any extraneous effects
of education, it was added in the first step with income. In the second step, illness perception
congruence was added. Like income, education was also categorical; thus, it was dummy-
coded where the reference group was university graduate group. According to hierarchical
multiple regression results, Model 1 where predictors are income and education was not
statistically significant at predicting depression of cancer patients, F(5, 100) = 1.912, p =
099, R? = .087. Similarly, Model 2 where predictors are income, education and illness
perception congruence were not also statistically significant at predicting depression of
cancer patients, F(6, 99) = 1.979, p = .076, R> = .107. Moreover, addition of illness
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perception did not lead to statistically significant increases in variance of depression, F(1,
99) = 2.199, p = .141, 4R? = .020.

3.4.3. Predictive Effect of IlIness Perception Congruence on Physical HRQoL of
Cancer Patients

Income and education were found to have a positive relationship with physical HRQoL
of cancer patients; therefore, their predictive effects are controlled by adding them in the
first step of regression model (see section 3.3). Iliness perception congruence was entered in
the second step. According to hierarchical multiple regression results, Model 1 where
predictors are income and education was not statistically significant at predicting physical
HRQoL of cancer patients, F(5, 100) = 2.112, p = .070, R? = .096. Similarly, Model 2 where
predictors are income, education and illness perception congruence were not also statistically
significant at predicting physical HRQoL of cancer patients, F(6, 99) = 1.819, p = .099, R?
= .103. Moreover, addition of illness perception did not lead to statistically significant
increases in variance of physical HRQoL, F(1, 99) =.419, p = .519, 4R? = .004.

3.4.4. Predictive Effect of IlIness Perception Congruence on Mental HRQoL of
Cancer Patients

According to correlational, t-test and ANOVA analyses, there is not any independent
variables that significantly have correlations with mental HRQoL (see Table 6 and section
3.3). Therefore, illness perception congruence was added into the model as just one predictor
of mental HRQoL of cancer patients without controlling other 1Vs. Accordingly, regression
model was statistically non-significant, F(1, 104) = .082, p = .775, R? = .001.

3.5. Multiple Hierarchical Regression Analysis for Caregiver Group

Based on Pearson’s, point biserial and Spearman’s correlation analyses where

significant or non-significant relationships of all independent variables with dependent
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variables are revealed, only the 1Vs that have significant correlations with the DVs were
entered into the model.

3.5.1. Predictive effect of illness perception congruence on anxiety of caregiver
group

According to the previous correlational analyses, only income as a control variable has
a statistically negative correlation with caregivers’ anxiety. Other predictor variables like
age, gender, education was found not to have significant relationship with anxiety of
caregivers (see Table 6). Therefore, income as dummy-coded variable was entered in the
first block, then illness perception congruence was added to the regression model. The results
revealed that second model where income and illness perception congruence are predictors
was statistically significant at predicting anxiety of caregivers, F(3, 102) = 4.649, p = .004,
R? = .120. However, adding of illness perception congruence did not result in statistically
significant increment in the model, F(1, 102) = .842, p = .361, 4R?= .007.

3.5.2. Predictive effect of illness perception congruence depression of caregiver
group

Spearman’s correlation analysis released statistically significant negative correlations
of both income and education with depression levels of caregivers (see Table 6). However,
one-way ANOVA did not find group differences in depression levels of caregivers across
education levels (see Table 9). To prevent the regression model from any extraneous effects,
education was also added to the model as dummy-coded variable where the reference group
IS university graduate. In the first place, income and education were added, and then illness
perception congruence was added. According to the findings, Model 2 where income,
education and illness perception congruence are predictors was statistically significant at
predicting depression of caregivers, F(7, 98) = 2.347, p = .029, R? = .144. However, addition
of illness perception congruence was not statistically significant at increasing the variance
in depression level, F(1, 98) = 2.017, p = .159, 4R? = .018.
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3.5.3. Predictive effect of illness perception congruence on physical HRQoL of
caregiver group

According to Pearson’s correlational analysis, age has statistically negative
relationship with physical HRQoL while Spearman’s correlational analysis extracted
statistically significant relationship of both income and education with physical HRQoL (see
Table 6). One-way ANOVA found significant group differences in physical HRQoL of
caregivers across education levels, and this difference is only statistically significant
between primary and university graduates (see Table 9). Therefore, in the first model, age,
income and education were added, and then illness perception of congruence was added to
the second model. The results demonstrated that Model 2 where age, income, education and
illness perception congruence are the predictors was statistically significant at predicting
physical HRQoL of caregivers, F(8, 97) = 3.646, p = .001, R? = .231. However, addition of
illness perception congruence was not statistically significant at increasing the variance in
physical HRQoL level, F(1, 97) = .471, p = .494, AR? = .004.

3.5.4. Predictive effect of illness perception congruence on mental HRQoL of
caregiver group

Among predictive variables like age, gender, education, only income has statistically
significant positive correlation with mental HRQoL of caregivers (see Table 6). Therefore,
only income was added to the regression model as control variable. Then, illness perception
congruence was added to the model. The model where both income and illness perception
congruence are predictors was not statistically significant at predicting mental HRQoL, F(3,
102) = 2.495, p = .068, R? = .068.
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3.6. Causal Attributions of Cancer

3.6.1. Classification of causal attributions

As described in the introduction section, the last item of the Brief Iliness Perception
Questionnaire (BIPQ) is an open-ended question. This item requires the patient to write
down the three most important reasons that s/he believes caused her/his illness, in order. As
the creator of BIPQ stated that whether or not asking this item to participants depends on the
aim of the study (Broadbent et al., 2006), this item was asked to participants as optional in
the current study. The responses to that item were entered into SPSS as string values.
Because there are a wide variety of responses, the need to make a classification and bring
the responses into umbrella categories was born. In the literature, a recent method used by
Lukoseviciute and Smigelskas (2020) was applied. The authors made the classification based
on template analysis. At the end, they have reached seven broad categories: lifestyle
(smoking, nutrition, fatigue, lack of rest, physical inactivity, neglecting treatment adherence
or checkups etc.), psychological causes (stress, conflicts related to family, bereavement, type
A personality etc.), natural causes (genetic or age), working conditions (working a lot or
hard), body changes (obesity, blood pressure, high cholesterol, influenza etc.),
environmental factors (e.g., radiation), and other causes (financial, low salaries, economic
situation of the country or non-specific responses etc.). In the current study, it is worth noting
to mention that responses like Covid-19 injections, giving many births, menopause or
irregular menstrual cycles were categorized under “body change” factor. Moreover, early
marriage, having problems with relatives, issues about other family members are classified
under “psychological causes”, as the author suggested. The pandemic (referred to Covid-19)
was categorized under “environmental factors”. According to the Attribution Theory, people
are in attempt to making sense of the world by attributing causes to events happening around
them (Kelley & Michela, 1980), and these attributions could be also categorized by
controllability (Ferruci et al., 2011). According to the authors (Lukoseviciute & Smigelskas,
2020), while lifestyle and working condition are under individual’s control, psychological,
natural and environmental factors are hard to avoid, therefore, not under the control. The
authors did not specify whether body changes category or other category is under control or
not. In another similar study, the researchers kept the content of the body changes category
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the same and used a different name, and they called it prior health condition and defined it
as a factor beyond the person's control (Ferruci et al., 2011). Therefore, “body changes”
category in this study was classified as out of one’s control. Responses of the current study
that were categorized under “other” category are based on existential (coming from God or
my life exam), working conditions or financial issues. Responses based on existential
attributions were separated from the ‘other’ category and named as existential. Existential
category is something out of one’s control (Ferruci et al., 2011). Those who responded as “I
do not know, none or other causes” were treated as missing because they cannot be specified

as controllable or not. The final classification is as seen in figure 1:

Figure 1. Classification of Causal Attributions of Cancer

Categories In or Out of Individual's Control
Lifestyle In
Psychological Causes Out

Natural Causes Out

Working Conditions In

Body Changes Out
Environmental Factors Out
Existential Factors Out

Other Causes Not applicable

Among 106 cancer patients, 93 responded the cause item while among 106 caregivers,
only 81 responded the item. As can be seen in Table 11, 55% of the respondent patients (n
= 52) ascribed psychological causes to their illness Similarly, 45.9% of the respondent

caregivers (n = 37) also thought that psychological causes lead to their patient’s illness.
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Table 11. Causal Attributions of Cancer

Patients (n = 93)

Caregivers (n = 81)

Categories Frequency % Frequency %
Body Changes 4 4.3 7 8.6
Environmental 3 3.2 1 1.2
Existential 5 54 4 4.9
Lifestyle 19 204 18 22.2
Natural 5 54 12 14.8
Other 2 2.2 1 1.2
Psychological 52 55.9 37 45.7
Working Conditions 3 3.2 1 12

Patients (n = 91)

Caregivers (n = 80)

Controllability Frequency % Frequency %
In of Individual's Control 22 24.2 19 23.8
Out of Individual's Control 69 75.8 61 76.3

3.6.2.Group differences between controllable and uncontrollable causal

attribution groups.

The relationships of continuous variables of the study with the causal attribution styles
(controllable vs. uncontrollable) in patients was examined with t-test analysis. Normality
assumption of t-test was supported with Shapiro-Wilk test, and the values for all variables
were found to be more than .05, except age and time since diagnosis. Therefore, non-
parametric test of t-test which is Mann-Whitney U test was run for the analyses of these two
variables. It was provided by Levene's test that the variances of all the variables included in
the analysis were equally homogeneously distributed. The results shows that anxiety levels
were found to be more in patients (M = 7.94, SD = 4.41) who ascribed the disease cause to
uncontrollable factors than those (M = 5.77, SD = 3.74) who ascribed it to controllable
factors, t(89) = -2.085, p =.040. On the other hand, younger patients were found to be more
likely to attribute the disease cause to uncontrollable factors than older patients, U = 481.000,
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p = .010 (see Table 12). There were no statistically significant differences between those

who made attributions to controllable factors and those who made attributions to

uncontrollable factors in terms of time since diagnosis, depression, quality of life, illness

perception and illness perception congruence.

Table 12. Group Differences in Causal Attributions of Patients

Continious Controllable Factors Uncontrollable Factors
Variables? (n=22) (n=69) t(89) p Cohen's d
M SD M SD
Physical - 7 5 20.54 43.25 21.15 842 402 207
HRQoL . . . . ) . )
Mental
HRQoL 53.97 18.82 46.42 20.18 1.553 124 .386
liness 5 66 11.71 30.16 12.23 -167 867 041
Perception
Anxiety 5.77 3.74 7.94 4.41 -2.085 .040" .695
Depression 6.00 3.87 7.90 4.79 -1.696 .093 436
IlIness
Perception 54.90 8.88 54.10 8.51 .383 .702 127
Congruence
Continuous Controllable Factors Uncontrollable Factors
Variables® (n=22) (n=169)
Rank Rank Rank Rank
Average Total Average Total U p
Age 58.64 1290.00 41.97 2896.00 481.000 .010"
Time Since
. . 46.93 1032.50 45.70 3153.50 738.500 .849
Diagnosis

a\Variables that meet normality assumption of t-test. ®Variables that do not meet normality assumption of t-test;
thus, analysed by Mann-Whitney U test. *Statistically significant at p < .05
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T-test analysis was carried out for age, physical HRQoL, mental HRQoL, illness
perception, anxiety, depression, Mann-Whitney U test was run for illness perception
congruence in order detect group difference effect of causal attribution in caregivers.
Satisfactory equal homogeneity of variance values was obtained with Levene’s test for all
variables. According to the results, age [t(78) = -.188, p = .851], physical HRQoL [t(78) = -
1.891, p =.062], mental HRQoL [t(78) =-.797, p = .428], illness perception [t(78) = .545, p
= .587], anxiety [t(78) = 1.128, p = .263], depression [t(78) = 1.083, p = .282], and illness
perception congruence [U = 506.000, p = .406] were not significantly differed based on the

causal attribution style.

41



4. DISCUSSION

Cancer diagnosis brings psychological disturbances to both patients and their
caregivers. Previous studies have underlined higher levels of anxiety, depression, and worse
quality of life among cancer patients (Singh et al., 2015; Baker et al., 2003) as well as among
caregivers (Burnette et al., 2016; Ellis et al., 2021). Therefore, the factors that lead to the
exacerbation of the psychological well-being (e.g., anxiety and depression) of populations
affected by the cancer process have been extensively discussed in the literature. One of them
is how patients and caregivers perceive their illness (Leventhal, 2016). The relationship of
how patients perceive cancer, or whether they perceive it well or badly, with their
psychological well-being has been documented in previous studies (e.g., Zhang et al., 2019).
Researchers have also tried to depict the picture in a view of family context. It is
understandable that cancer has effects not only on patients but also on their family members.
When looking from a familial context, family members’ perception of cancer disease also
plays a vital role for both patients and them. When considered in the family context, one
approach to investigate illness perception is to look at the effect of similarities or differences
between patients' and their caregivers' perceptions of illness on them (e.g., Richardson et al.,
2016). However, how a similarity or discrepancy between cancer perception of patients and
their caregivers have not yet studied in Turkey. Therefore, this paper’s main goal was to
investigate this question. Granted of the study hypotheses, it was expected that higher illness
perception congruence between the cancer patients and caregivers would forecast less
anxiety and depression in both groups while predicting higher health-related quality of life.
For this purpose, a study was conducted on 106 patient-caregiver pairs from a various socio-
demographic characters and the results are explained in detail below.

Severity of anxiety and depression based on scores obtained from the Hospital
Anxiety and Depression scale (HADs) have been subjected to cut-off points for
categorization. The highest score is 21 for each subscale, and scores between 0 and 7 are
classified as indicator of no anxiety and no depression (normal levels) while scores between
8 and 10 are categorized as indicator of mild anxiety or depression level (Stern, 2014).
According to the results, overall average anxiety and depression levels of patients were at

normal levels. Similar findings were also found in previous studies which used HADs scale
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as a screening tool. For example, in a recent study, male participants’ mean anxiety and
depression scores were found to be 5.5 and 5, while the scores of female patients were found
to be 6.8 and 5.5 (Hinz et al., 2019). Low levels of anxiety were also obtained in a Turkish
cancer population, and the authors attributed the results to family structure of Turkey which
can provide both physical and emotional support to affected patients and family (Saritas &
Ozdemir, 2018). Furthermore, caregivers reported mild levels for both anxiety and
depression symptoms in the current study. Similar to these results have been also obtained
in the literature. Sklenarova et al. (2015) found that caregivers’ anxiety level was
significantly higher than patients’ anxiety level; however, they found no differences in terms
of depression. The authors suggested that the increased anxiety of the caregiver could occur

because they are threatened by death of a loved one (Sklenarova et al., 2015).

Results of correlational analyses of socio-demographic variables such as gender, age,
education and income with cancer patients’ anxiety, depression, physical and mental HRQoL
were found to be as follow: female cancer patients reported significantly more anxiety levels
than male cancer patients and more increased income level is associated higher physical
HRQoL of patients while associated with more decreased anxiety and depression levels.
Regarding medical variables such as time since diagnosis and cancer stage, anxiety,
depression and physical and mental HRQoL of the patients did not significantly change
across cancer stages (earliest, first, second, third, and fourth stage). Studies probing the
relationship between cancer stage and emotional distress are mixed. For example, it was
found that anxiety and depression did not differ significantly across different cancer stages
(Rennaetal., 2022). Furthermore, in a systematic review, anxiety and depression levels were
found not to differ between early stages and metastatic stages in patients with breast and
gastrointestinal cancers; however, emotional suffering was found to differ between early
stages and advanced stages in patients with lung cancer (Vodermaier et al., 2011). Therefore,
the authors concluded that cancer type might be a moderator on the effect of cancer stage on
psychological disturbances (Vodermaier et al., 2011). Similarly, in the current study, there
were participants with various types of cancer so the effect of cancer stage on anxiety,
depression, and quality of life might haven’t been precisely detected due to diverse cancer

types.
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For the caregivers, when age increases, physical HRQoL of caregivers decreases.
Moreover, university graduate caregivers reported significantly better physical HRQoL than
primary graduate caregivers. When income levels also increase, the caregivers’ anxiety and
depression levels tend to decrease while their physical and mental HRQoL tend to increase.
Given that more increased amount of money spent and more financial problems faced by
cancer population than general population (Shankaran & Ramsey, 2015), the findings on
income sounds reasonable. In this process, there are studies in the literature finding out

economic difficulties predict worse quality of life of patients (Fenn et al., 2014).

In this study, illness perception was defined as certain ideas that patients perceive
about cancer. For example, these ideas can be basic representations of how much control the
patient has over the cancer or how much the cancer disease affects his or her life. The results
indicated that cancer patients’ illness perception was found to be associated with their
anxiety, depression, physical and mental HRQoL at significantly moderate levels.
Specifically, worse illness representations toward cancer were found to be associated with
increased anxiety and depression while it was found to be associated with decreased physical
and mental HRQoL. The findings are congruent with previous studies. Positive correlations
of illness perception with anxiety and depression among Indian cancer patients had been
documented (Chittem et al., 2015). Moreover, negative correlations of illness perception
with both physical and emotional quality of life had been also found among patients with
hepatocellular carcinoma (Fan et al., 2013). That is, the worse illness perception, the more
increased anxiety and depression while the poorer quality of life. Similar results have been
reached for Turkish population, as well. It has been found that illness perception was
positively related to anxiety and depression in breast cancer survivors (Kus et al., 2017).
Moreover, the investigation done on a larger sample of cancer patients revealed that more
threatened illness perception had association with increased state anxiety levels (Saritas &
Ozdemir, 2018).

Scarcity of studies that tried to examine the illness perception similarity/discrepancy
in cancer population was one of the main motivations of the current paper. In this study, the
caregivers' illness perception corresponds to their perception of how cancer patients perceive
the disease. That is, if the patient believes that they have a great deal of control over their
illness, the caregiver may think that the patient does not have much control over their illness.
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As seen in the example, there is not much match/congruence between the perceptions of the
two parties. Therefore, it can be said that the ilIness perception congruence is low. The results
(pearson correlations) revealed positive correlations between illness perception congruence
and anxiety of cancer patients. On the contrary, no associations of illness perception
congruence with depression, physical and mental HRQoL are found in cancer patients. With
regression models, illness perception congruence is found to be a significant predictor of
only anxiety in cancer group, not of depression, physical and mental HRQoL. However, this
predictor effect is in a positive direction where more similarity in the illness perception of
patients and caregivers leads to much more anxiety in cancer patients. In fact, it has been
found in the literature that the discrepancy between the patient's and caregiver's perception
of the disease has been generally associated with negative outcomes. The conclusion that the
divergent illness perception affects the patient negatively were also valid in different patient
groups such as myocardial infarction (Figueiras & Weinman, 2003) or rhematoid arthritis
(Sterba et al. 2008). This pattern in the illness perception was also found in the cancer patient
group. Specifically, they found that when the difference between cancer patients’ and their
caregivers’ illness perception was greater at the time of diagnosis, patients’ HRQoL was
negatively affected in the following six months (Richardson et al., 2016). The explanations
that the more dissimilar illness perceptions might be related to the disconnected
communication between the patient and the caregiver, and this may lead to conflicts,
inability to establish close relationships, or to feel lonelier, can be considered as the basis of
these studies (Richardson et al., 2016). Therefore, the finding of the current study on illness
perception seems to be opposite to these studies. An explanation for this might be whether
the illness perception congruence is positive or negative. A similar or congruent illness
perception can occur in two situations: both the patient and the caregiver either have the
similar low illness perception scores or have the similar high illness perception scores. The
relationship between these two situations (similarity in low scores vs. similarity in high
scores) with other cancer-related outcomes is not necessarily the same. In fact, the reverse
results were reported in some studies examining other disease groups. For example, when
illness perception congruence between patients with Addison’s disease and their partners
were lower, the patients reported higher scores on psychological adjustment, physical and
social functioning (Heijmans et al., 1999). It is worth noting that the dissimilarity in illness
representation found in the study manifested itself as the partner's worse illness perception

and the patients' having a better illness perception (Heijmans et al., 1999). Researchers have
45



identified the partner's attitude of taking the disease more seriously than the patient as
problem maximization, exaggeration, or overprotective behavior (Coyne et al., 1988;
Thompson & Pitts, 1992), and concluded that it would generally lead to negative
consequences for patients (Heijmans et al., 1999). Researchers also concluded that if both
patients and their caregivers have similar negative illness perception, this could be even
related to poorer well-beings (Karademas et al., 2009). That means that if both party have
worse illness perception, even if their illness perception are similar or congruent in this case,
this situation might again lead to negative psychological well-beings. Therefore, for the
current study, the assocaiton of more similar illness perception with higher anxiety might be
resulted from both parties holding similar negative illness perception. In fact, pearson
correlation analyses revealed that similarity in identity, concern and emotional
representation subscales of illness perception congruence is significantly associated with
higher anxiety of cancer patients (see Table 5). Moreover, descriptive statistics analyses
extracted that both the patients and caregivers gave scores of greater than 5 to
aforementioned subscales (see Table 4). Specifically, the caregivers’ scores seem to be
higher than the patients’ ones, which might reflect that problem-maximization patterns in
caregivers as described above. However, determining the direction of illness perception; that
1s, which party’s perception inclines to maximize or minimize the disorder was beyond the
scope of the current paper. It is recommended for future studies to probe this issue with more
sophisticated statistical methods. Additionally, among aforementioned subscales including
identity, concern, and emotional representation, concern is the one that is mostly connected
to worries an individual has about the disease. In the original study, predictive validity of
BIPQ was calculated with Cardiac Anxiety Questionnaire, and it was found that of all the
subscales, only consequence, identity, concern and emotional representation significantly
predicted anxiety levels (Broadbent et al., 2006). Therefore, positive relationship of these
three subscales with higher anxiety might result from their own specific features already

related to anxiety.

The predictor effect of illness perception congruence was not found for the patients’
depression, physical and mental HRQoL and for the caregivers’ anxiety, depression,
physical and mental HRQoL. Studies in this topic were mixed. Similar findings were attained
with different patient groups. For example, illness perception congruence related to

coherence and consequence of rheumatoid arthritis did not significantly predict patients’
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psychological adjustment (Sterba et al., 2008). Moreover, similarities in illness perception
related to measuring bowel and sexual function and bother for prostate cancer patients were
not found to be related to physical HRQoL (Merz et al., 2011).

With respect to causal attribution of cancer, it was seen that the majority of the
participants had ideas about what caused their disease. Approximately 88% of the patients
and 76% of the caregivers had an opinion on this issue. For cancer groups, the most common
causes attributed to cancer are psychological factors at first place, secondly lifestyle followed
by existential/natural causes. Given the literature which generally has focused on one
specific type of cancer, the most common types of cancer seen in the current study were
respectively as breast (n = 32), lung (n = 13), colorectal (n = 10), and ovarian cancers (n =
10). With respect to the literature, current paper’s finding that would be similar in one respect
were also found in different cancer groups. For example, breast cancer patients mostly
attributed the cause of their disease to stress, genetics and lifestyle (Corter et al., 2013), while
in the colorectal cancer group, lifestyle and heredity are among the most attributed causes of
cancer (Mols et al., 2012). Both studies highlighted psychological, natural and lifestyle
factors. For lung cancer, smoking and bad luck were the most considered causes of cancer
(Hoogerwerf et al., 2012). As can be noticed, smoking is under lifestyle category.
Gynecological cancer patients tended to see genetic, heredity and stress as the causes of the
disease (Costanzo et al., 2005). These factors are corresponding to the natural and
psychological factors Another study had founded that the response rate of breast cancer
patients to psychological factors such as psyhcological, psychiatric, stress or personality was
around 48% (Peuker et al., 2016). Regarding the fact that the vast majority of participants
were breast cancer in the current study, seeing psychological factors including stress as being
the most associated cause of cancer sounds reasonable. Moreover, findings of other
aforementioned studies were also consistent. That is, factors seen to be related to cancer by
lung, gynecological and colorectal cancer patients are actually about lifestyle, psychological
and natural causes. Similarly, stress was seen among the most attributed cause of the disease

among Turkish cancer patients (Armay et al., 2020).

Further classification of attributional factors leading to cancer resulted in those which
are in control of the individual. (e.g., lifestyle and working conditions) and those which are

out control of the individual. Out of the respondent participants on causal items of BIPQ,
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around 76% respondent patients and caregivers attributed the cause of cancer to
uncontrollable factors such as psychological factors while around 24% of respondent
patients and caregivers attributed it to controllable factors such as lifestyle. Researchers
emphasized that uncontrollable factors like psychological ones would weaken psychological
adjustment and increase distress of patients (Peuker et al., 2016). In parallel with that notion,
anxiety levels of those cancer patients who thought uncontrollable factors lead to their
disease were significantly higher than those claiming controllable factors. Moreover, older
cancer patients (mean age is 58) were more likely to consider controllable factors as the
cause than younger cancer patients (mean age is 41). The same results were also obtained in
another study where a larger sample of 606 cancer patients with 10 different types. The
researchers found that those who were older than 55 tended to make more controllable

attributions to cancer than those younger than 55 (Ferruci et al., 2011).

The current paper has some limitations and strengths that are worth mentioning for
recommendations for future studies and clinical implications. First of all, the sample size is
not big enough for getting much more variance observed in the dependent variables. It also
comprises of patients with several cancer types rather than one specific type, which in turn,
preventing it from getting detailed insights on specific cancer types. Therefore, examining
illness perception congruence with larger sample sizes in cancer groups are recommended
for future investigations. It will be worth examining not just the congruence but also
direction of similarity in the illness perception of carers and patients. Iliness perception
congruence has been generally achieved by substracting caregivers’ scores from patients’
scores; however, this method might not reflect differences in the perception of partners
precisely (Karademas et al., 2009). Therefore, more sophisticated way of measuring illness
perception of carers would produce more readable outcomes. Some researchers attempted to
devise new measurement tools based on revised-1lIness Perception Questionnaire (IPO-R)
for this purpose. For example, for husbands of women with rhematoid arthritis (Sterba &
DeWelliss, 2009), for partners of those with asthma (Heyduck-Weides et al., 2019), and for
healthy people (Figueiras & Alves, 2007) have been developed. Similar developments in
measuring caregivers’ illness perception, especially as being based on the Brief Iliness
Perception Questionnaire due to its short number of items, are suggested in cancer field, as
well. Additionally, Open-ended question of Brief lliness Perception Questionnaire about

notion of cancer causes has opened the door of much detailed investigations, but qualitative
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research is required for that. However, findings on the important role of negative illness
perception on leading to increased anxiety and depression as well decreased quality of life
cancer patients was also emphasized in the current paper. Moreover, the study can be
considered among a few studies investigating illness perception in a familial conxtext in
Turkey. The perception of a cancer patient may be one of several factors that increase one's
anxiety and depression, but there may also be other factors that affect the quality-of-life
process. Measurements can also be taken on variables such as social support or hope that
may be associated with quality of life. In the literature, psychological intervention based
upon Cognitive Behavioral Therapy (CBT) resulted in better quality of life and less distress
among cancers by changing negative illness perceptions into better illness perceptions (Stagl
et al., 2015). As mentioned previously, illness representations are ideas or beliefs patients
hold toward their diseases. In fact, cognitive behavior therapies target these ideas or beliefs,
namely schemas, and if they are distorted like an unrealistic illness perception in case of the
current paper, tries to fix them (Beck, 2021). Hence, similar experimental studies and
psychological interventions aiming to mitigate unhealthy illness perception held by patients

as well by caregivers are strongly recommended in this regard.

In conclusion, as previous studies have pointed out that a negative illness perception
toward cancer disease was found to be associated with higher anxiety, depression and worse
health-related quality of life among cancer patients. Moreover, as being contradictory with
majority of previous study, illness perception congruence between patients and their
caregivers have association with increased anxiety in cancer patients. However, when much
closer examination was considered on the way each group perceive the illness, it is noticed
that both cancer patients and their caregivers perceive the illness in a negative way.
Therefore, this leads to more anxiety in cancer patients. Among the causal attributions of
cancer, psychological factors followed by factors-related to lifestyle are the most attributed
causes of cancer both by patients and their caregivers. Moreover, older cancer patients have
more tendency to ascribe controllable causes to cancer than younger cancer paetients.
Additionally, those who attributes uncontrollable factors to cancer demonstrates higher
anxiety levels than those who think controllable factors lead to cancer.
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APPENDIX 1: PATIENT SOCiO-DEMOGRAPHIC INFORMATION FORM
DEMOGRAFIK BILGI FORMU (H)
1. Yasmz:

2. Cinsiyetiniz:
Erkek [ ]

Kadin |:|
Diger [ |

3. Egitim Durumunuz:
Yok [ ]
[lkokul Mezunu |:|
Ortaokul Mezunu [ |
Lise Mezunu [ ]

Universite Mezunu |:|

4. Gelir Seviyeniz:
Diisik [ |
Orta [ |

Yiiksek |:|

5. Medeni Haliniz:
Evii [ ] Bekar [ |
e Esiniz hayatta m1?
Evet [ ]
Hayir []
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6. Hastaliginizin tanisi ne zaman koyuldu?

7. Hastaliginizin ne oldugu hakkinda bilginiz var m1?
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APPENDIX 2 : CAREGIVER SOCIO-DEMOGRAPHIC INFORMATiION FORM

DEMOGRAFIK BILGI FORMU (BV)

1. Yasmz:

2. Cinsiyetiniz:
LIErkek
[IKadin
[IDiger

3. Egitim Durumunuz:

1Yok

Oilkokul Mezunu
[JOrtaokul Mezunu
[ILise Mezunu

(IUniversite Mezunu

4. Gelir Seviyeniz:
LIDisiik
[1Orta
[LIYiiksek

5. Medeni Haliniz:
LIEVIi [1Bekar

-Esiniz hayatta m1?

LIEvet
[Hay1r
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APPENDIX 3: INFORMED CONSENT FORM IN TURKISH

Gonillu Katilim Formu

Bu arastirma, Baskent Universitesi Sosyal Bilimler Enstitiisii Klinik Psikoloji
Anabilim Dali’nda yiiriitiilmekte olan arastirmaci Mehmet Salduz’un ytiksek lisans tezi
kapsaminda ve Dr. Ogretim Uyesi Tugba Uyar Suigmez danismanliginda yapilmaktadir.
Bu calisma, kisinin kendi hastaligi veya bakimvereni oldugu baska birinin hastalig1
hakkindaki algisinin psikolojik uyum ve yasam kaliteleri tizerindeki etkisinin

incelenmesini amaglamaktadir.

Calismada kimlik belirleyici hicbir bilgi istenmemektedir. Anket formlar1 gizli
tutulacak ve sadece arastirmacilar tarafindan degerlendirilecektir. Anketler yaklasik 15-20
dk. kadar bir zaman alacaktir. Elde edilecek bilgiler sadece bilimsel yayinlarda
kullanilacaktir. Calismada genel olarak kisisel rahatsizlik verecek bir durum s6z konusu
degildir. Ancak, katilim sirasinda herhangi bir nedenden 6tiirii kendinizi rahatsiz
hissederseniz ¢alismay1 yarida birakabilirsiniz. Bu ¢alismaya katildiginiz i¢in simdiden
tesekkiir ederiz.

Calisma hakkinda daha fazla bilgi almak isterseniz arastirmaci Mehmet Salduz’a

ulasabilirsiniz.

Yukaridaki bilgileri okudum []

Bu calismaya tamamen goniillii olarak katiliyorum []
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APPENDIX 4: HOSPITAL ANXIETY AND DEPRESSION SCALE (HADs)

Hasta Ad1 Soyadu: Tarih:

Bu anket sizi daha iyi anlamamiza yardimci olacak. Her maddeyi okuyun ve son birkag
giinliniizli g6z 6nilinde bulundurarak nasil hissettiginizi en iyi ifade eden yanitin
yanindaki kutuyu isaretleyin. Yanitiniz i¢in ¢ok diistinmeyin, akliniza ilk gelen yanit en
dogrusu olacaktir.

1-) Kendimi gergin “patlayacak gibi” hissediyorum

L Cogu zaman

U] Birgok zaman

O Zaman zaman, bazen
L] Hicbir zaman

2-) Eskiden zevk aldigim seylerden hala zevk aliyorum

0 Ayni eskisi kadar

L1 Pek eskisi kadar degil

L] Yalnizca biraz eskisi kadar

L] Neredeyse hi¢ eskisi kadar degil

3-) Sanki kétii bir sey olacakmis gibi bir korkuya kapiliyorum

L1 Kesinlikle dyle ve oldukc¢a da siddetli
L] Evet, ama c¢ok da siddetli degil

L] Biraz, ama beni endiselendiriyor

U] Hayir, hi¢ de dyle degil

4-) Giilebiliyorum ve olaylarin komik tarafini gorebiliyorum

O] Her zaman oldugu kadar

L] Simdi pek o kadar degil

0] Simdi kesinlikle o kadar degil
01 Artik hic degil

5-) Aklimdan endise verici diisiinceler geciyor

[ Cogu zaman

L] Birgok zaman

L] Zaman zaman, ama ¢ok sik degil
O Yalnizca bazen

68



6-) Kendimi neseli hissediyorum

L] Hicbir zaman
L] Sik degil

01 Bazen

[J Cogu zaman

7-) Rahat rahat oturabiliyorum ve kendimi gevsek hissediyorum

O Kesinlikle

O Genellikle

0 Sik degil

L] Hicbir zaman

8-) Kendimi sanki durgunlasmis gibi hissediyorum

[0 Hemen hemen her zaman
L Cok sik

] Bazen

[ Hicbir zaman

9-) Sanki icim pir pir ediyormus gibi bir tedirginlige kapiliyorum

[ Hicbir zaman
L1 Bazen

[J Oldukga sik
O Cok sik

10-) Dis goriiniisiime ilgimi kaybettim

O Kesinlikle

0] Gerektigi kadar 6zen gostermiyorum
0] Pek o kadar 6zen gostermeyebilirim
L] Her zamanki kadar 6zen gosteriyorum

11-) Kendimi sanki bir sey yapmak zorundaymisim gibi huzursuz hissediyorum

L] Gergekten de ¢ok fazla
U] Oldukga fazla

L] Cok fazla degil

0] Hig degil
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12-) Olacaklar1 zevkle bekliyorum

L] Her zaman oldugu kadar

[0 Her zamankinden biraz daha az

[0 Her zamankinden kesinlikle daha az
[l Hemen hemen hig

13-) Aniden panik duygusuna kapiliyorum

01 Gergekten de ¢ok sik
L] Oldukea sik

0 Cok sik degil

[ Hicbir zaman

14-) Tyi bir kitap, televizyon ya da radyo programindan zevk alabiliyorum

01 Siklikla

01 Bazen

L1 Pek sik degil
0 Cok seyrek
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APPENDIX 5: SF-12V2 HEALTH SURVEY

Directions: This survey asks for your views about your health. This information will help
you keep track of how you feel and how well you are able to do your usual activities. If
you need to change an answer, completely erase the incorrect mark and fill in the correct
circle. If you are unsure about how to answer a question, please give the best answer you

can.

SF-1 2 (Kisa Form 12)

Katilimcimin Adi Soyadi: Tarih: / /

Bu soru formu size saghginizla ilgili gorislerinizi sormakladir. Bu bilgiler sizin nasil hissettiginizi ve her
zamanki faaliyetlerinizi ne rahatlkla yapabildiginizi izlemekte yardimao olacaktir.

Asagidaki her soru icin lGtfen en uygun cevabin karsisindaki kutuyu isaretleyin.

Genel olarak sagudiniz igin asagidakilerden hangisini soyleyebilirsiniz?

Mikemmel Cok lyi Iyi Orta Kétd
Qa, a, 4. Q. a;

Asadidaki sorular normal olarak giin iginde yapabilecediniz faaliyetlerdir.
Su siralar sagudiniz sizi bu faaliyetler bakimindan kisitliyor mu? Kisitliyorsa, ne kadar?

Evet oldukga Evet biraz Hayir, hig
2 kisithiyor kisitliyor kisitlamiyor

a. Orta zorlukta faaliyetler (6rn. masa kaldirmak, stipirmek

ya da bisiklete binme, yiizme gibi hafif spor yapmak) o, a. o

b. Birkac kat merdiven cikmak o, [ Y [

Gectigimiz 4 hafta boyunca, isinizde veya diger giinlik faaliyetlerinizde, bedensel sagliginiz
nedeniyle asadidaki sorunlarin herhangi biriyle ne siklikta karsilastiniz?

Codu Seyrek Higbir
3 Her zaman zaman Bazen olarak zaman

a. Yapmak istedidginizden daha azini yapabilmek a, a, (1 (I [

b. Yapabildiginiz is tiirinde ya da diger
faaliyetlerde kisitlanmak

B m P (m Y O. O

Gectigimiz 4 hafta boyunca, isinizde veya diger giinliik faaliyetlerinizde, duygusal problemler
nedeniyle asadidaki sorunlarin herhangi biriyle ne siklikta karsilastiniz (bunalim veya fazla
heyecan hissetmek gibi)?
4 Cogu Seyrek Higbir
Her zaman zaman Bazen olarak zaman

a. Yapmak istediginizden daha azim yapabilmek a, a. a; ., [

b. Is ya da diger ugraslan her zamanki gibi

dikkatlice yapamamak . u- o u- us

Gectigimiz 4 hafta boyunca, agrni normal isinize (ev disinda ve ev isinde) ne kadar engel oldu?
5 Hig olmadi Cok Az Orta Derecede Epey Cok Fazla
(= Q: Qs Q. Qs
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SF-12 (Kisa Form 12) (Sayfa 2)

Asagidaki sorular gectidimiz 4 hafta boyunca kendinizi nasil hissettiginizle ve islerin sizin igin
nasil gittigiyle ilgilidir. Lutfen, her soru i¢in nasil hissettiginize en yakin olan cevabi verin.

Gectigimiz 4 hafta icinde ne siklikla...

6 aman zamen B Gl aman
a. Sakin ve huzurlu hissettiniz? O, . Qs . s
b. Cok enerjiniz oldu? O, Q. Qs . Qs
c. Cokkiin ve kederli oldunuz? O, a, Q. a, s

Gectigimiz 4 hafta boyunca, bedensel sagudiniz ya da duygusal problemleriniz, ne siklikla sosyal
7 faaliyetlerinize (arkadas, akraba ziyareti gibi) engel oldu?

Her zaman Codu zaman Bazen Seyrek olarak Higbir zaman
a, d; Qs . ds

Soysal Giindiiz O, Mutlu S, Aslan Basli A, GOL C, Akgiil O, Yilmaz E, et al. Validation of the Turkish Form of Short Form-12 Health Survey Version 2 (SF-12v2).
Archives of Rheumatology. 2021. doi: 1046497 /ArchRheumatol. 2021.8458.
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APPENDIX 6: BRIEF ILLNESS PERCEPTION QUESTIONNAIRE

Kisa Hastalik Algis1 Anketi

Asagida yer alan sorularin her biri igin, size en uygun olan cevabu liitfen daire igine aliniz:

1- Hastaliginiz yasaminizi ne kadar etkiliyor? (Sonuclar)

0 1 2 3 4 5 B 7 8 9 10
Hic etkilemiyor Cok fazla
2- Hastaliginiz Gzerinde ne kadar kontroliniz oldugunu distundyorsunuz? (Kisisel
Kontrol
0 1 2 3 4 5 6 7 8 9 10
3- Tedavinizin hastaliimiza ne kadar iyi gelecedini disundyorsunuz? {Tedavi
Kontroli)
0 1 2 3 4 5 6 7 8 9 10

4- Hastahginiz ile ilgili ne kadar belirti yasiyorsunuz? (Hastalik Kimligi)

0 1 2 3 4 5 B 7 8 g 10
Belirti hic yok Belirti cok
5- Hastahginiz hakkinda ne kadar endise duyuyorsunuz? (Endise)
0 1 2 3 4 5 8 7 8 9 10
Hic endise duymuyorum Cok fazla endise
6- Hastaliginizi ne kadar iyi anladiginizi dasunuyorsunuz? (Hastalik Anlasilabilirligi)
0 1 2 3 4 5 6 7 8 9 10
Hic anlamiyorum Gok iyi

7- Hastalifiniz sizi duygusal olarak ne kadar etkiliyor? (Ornegin; hastahginiz sizi
Ozayor, korkutuyor, sinirlendiriyor ya da bunaltiyor mu?) {(Duygu Durumu)

0 1 2 3 4 5 6 7 8 9 10
Duygusal olarak Duygusal
olarak

8- Lotfen hastalifiniza neden olduguna inandidimiz en dnemli Og fakiord sirasiyla

YazZInIZ.

Benim igin en dnemli nedenler:
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APPENDIX 7: THE BRIEF ILLNESS PERCEPTION QUESTIONNAIRE WITH
REPHRASED ITEMS FOR CAREGIVERS

Asagida yer alan sorularin her biri i¢in, size en uygun olan cevabu liitfen daire i¢ine aliniz:

0 1 2

Hic etkilemiyor

3 4 5

6

-

8

1- Aile Gyenizin hastaligi, onun yasamini ne kadar etkiliyor? (Sonuclar)

9 10

Cok fazla etkiliyor

Kontrol)

0 1 2

Hic kontroli yok

3 4 5

2- Alle tyenizin kendi hastalidi Gzerinde ne kadar kontrolil oldugunu disiandyorsunuz? (Kisisel

9 10

ok fazla kontrold var

3- Aille Gyenizin hastal
digindyorsunuz? (

0 1 2

Hic iyi gelmeyecek

3 4 5

|1g|na yonelik tedavinin onun hastahgina ne kadar iyi gelecegini
edavi Kontrold)

9 10

ok iyi gelecek

0 1 2

Belirti hig yok

3 4 5

6

7

8

4- Alle tyeniz hastahgi ile ilgili ne kadar belirti yagiyor? (Hastallk Kimligi)

9 10

Belirti cok fazla

0 1 2

Hic endise duymuyor

3 4 5

6

7

8

5-  Aile ayeniz hastalid hakkinda ne kadar endise duyuyor? (Endise)

9 10

Cok fazla endise duyuyor

Anlagilabilirligi)
0 1 2

Hic anlamiyor

3 4 5

6- Aile uyenizin kendi hastaligini ne kadar iyi anladigini dasiniyorsunuz? (Hastalik

9 10

Cok ivi anlyor

0 1 2

Duygusal olarak
hic etkilemiyor

3 4 5

6

7

8

7- Aile iiyenizin kendi hastalidi onu duygusal olarak ne kadar etkiliyor? (Ornedin; hastaligi onu
tzayor, korkutuyor, sinirlendiriyor ya da bunaltiyor mu?) (Duygu Durumu)

9 10

Duygusal olarak
cok fazla etkiliyor

YazZiniz.

Aile iiyem igin en dnemli nedenler:

8- Latfen aile dyenizin kendi hastaligina neden olduguna inandidi en dnemli Gg faktsri sirasiyla
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APPENDIX 8: ETHICAL PERMISSION

Evrak Tarih ve Sayisi: 09.08.2022-150117

A
<2

BASKENT UNIVERSITESI
Tip ve Saghk Bilimleri Arastirma Kurulu

Sayr :E-94603339-604.01.02-150117
Konu :Proje Onay1 09.08.2022

SOSYAL BILIMLER ENSTITUSU MUDURLUGUNE

Psikoloji Anabilim Dali / Klinik Psikoloji Tezli Yiiksek Lisans Programi 6grencisi Mehmet
Salduz tarafindan yiiriitiilecek olan KA22/321 nolu "Kanser hastalan1 ve bakim verenlerinin hastahk
deneyimlerini algilamalarindaki uyumun psikolojik iyi oluslarina etkisinin incelenmesi" baghkharastirma
projesi Kurulumuz ve Girisimsel Olmayan Klinik Aragtirmalar Etik Kurulu'nun 03/08/2022 tarih ve
22/145 sayili karar ile uygun goriilmiistiir. Projenin baslama tarihi ile gahsmanin sunuldugu kongre ve
yayimlandig dergi konusunda Kurulumuza bilgi verilmesini rica ederim.

Not: Calisma bildiri ve/veya makale haline geldiginde "Gere¢ ve Yontem" boliimiine asagidaki
ifadelerden uygun olaninin eklenmesi gerekmektedir.

— Bu ¢alisma Bagkent Universitesi Tip ve Saglik Bilimleri Aragtirma Kurulu ve Etik Kurulu
tarafindan onaylanmus (Proje no:...) ve Baskent Universitesi Arastirma Fonunca desteklenmistir.

— This study was approved by Baskent University Institutional Review Board and Ethics
Committee (Project no:...) and supported by Baskent University Research Fund.

Prof. Dr. Hakan OZKARDES
Kurul Baskam
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APPENDIX 9: ANKARA BILKENT CITY HOSPITAL’S PERMISSION

T.C. SAGLIK BAKANLIG ANKARA BILKENT
HASTANES] - TC. SAGLIK BAKANLIGI ANKARA
BILKENT SEHIR HASTANEST

VL2022 10:44 - E- 72300600 . 793 . §3642
LA RAEA OO
ANKARA VALILIGI _ s
IL SAGLIK MUDURLUGU

Ankara Bilkent Sehir Hastanesi Bashekimligi

Say1 - E-72300690-799
Konu : Tez Cahismasi (Mehmet SALDUZ
Hk.)

ANKARA L SAGLIK MUDURLUGUNE
(Ankara Egitim ve Tescil Birimi)

[lgi  :22.08.2022 tarih ve E-90739940-799-1791 sayil yaziniz.

Ilgide kayith yazimza istinaden, Baskent Universitesi Sosyal Bilimler Enstitiisii Klinik Psikoloji
Anabilim Dali Yiiksek Lisans Programu Ogrencisi Mehmet SALDUZ un, Dr. Ogr. Uyesi Tugba UYAR
SUICMEZ damsmanh@inda "Kanser Hastalari ve Bakim Verenlerin Hastalik Deneyimlerini
Algillamalarindaki Uyumun Psikolojik Iyi Oluslarina Etkisinin Incelenmesi" konulu tez ¢aligmasini
Hastanemizde yapma talebi, Egitim Planlama Kurulumuzun 02.12.2022 tarih ve 2 sayili toplantisinda
gorigilmis olup, uygun bulunmusgtur.

Bilgilerinize arz ederim.
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