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ABSTRACT 
Patients with Hepatocellular carcinoma (HCC) in Vietnam have been 

increasing and they were more suffered from various symptoms which lead to increase 
needs in palliative care. This descriptive correlational research was to identify 
relationship between physical symptoms, anxiety-depression, social support and needs 
in palliative care among HCC patients. The Symptom Management Theory was 
utilized as a framework. The study conducted among 115 HCC patients with HCC at 
the Nuclear medicine and Oncology center in Hanoi, Vietnam. The data was using 
demographic questionnaire, Cohen-Hoberman Inventory of Physical Symptoms 
(CHIPS), Multidimensional Scale of Perceived Social Support, Problems and Needs in 
Palliative Care questionnaire-short version (PNPC-sv), and Hopkins Symptom 
Checklist 25 (HSCL- 25). Spearman’s rho was employed to test the relationship 
among all variables. The majority of the patients were male (74.8 %) and ages ranged 
from 22 to 80 years with the average age of 57.3 years (± 11.29 years). The patients 
suffered from physical symptoms with 40.9 % quite a bit, 39.1% little bothered and 
6.1% extremely bothered. The mean scores of support from family, friends and 
significant others were 26.17 ± 3.10, 23.07 ± 5.84, and 10.03 ± 4.50, respectively. The 
percentage of patients who had anxiety and depression were 56.5%. The highest 
prevalence of problem and need were in physical symptoms. (83.5%, 86.1%, 
respectively). Physical symptoms were high significant positively correlated with 
problems and needs in palliative care. (r = .808, p = .000; anxiety and depression had 
high positive correlation significantly with problems and needs in palliative care (r = 
.886, p = . 000). Social support had low negative correlation significantly with 
problems and needs in palliative care (r = -.219, p =. 000). So, this study 
recommended that nurses should assess and manage patients’ symptoms, control their 
psychology and promote their social support. To improve palliative care, standard 
guidelines for symptom managements in palliative care should be developed and 
implemented. Moreover, further research should be conducted to test effectiveness of 
the guidelines.   
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CHAPTER I 

INTRODUCTION 

 

 

1.1 Background and significance of the study 

Hepatocellular carcinoma is considered as the 5th common type of cancer 

in the world and the 3rd reason for the deaths in connection with cancer (Attwa & El-

Etreby, 2015). Each year nearly one million deaths are caused by Hepatocellular 

carcinoma (HCC) (Teo & Fock, 2001). HCC occurs most commonly in Asia, in which 

the total about 80% of all cases is found in there (Bosch et al., 2004). The survival rate 

after five years is under five percent if the patients are diagnosed to be at advanced 

stage of HCC (Sun & Sarna, 2008). The HCC patients have a poor prognosis if they 

did not receive a specific treatment. The survival times of early and advanced stage 

HCC patients are 6-9 months and 1-2 months, respectively. Thus, HCC is an important 

health problem in Asia and the world (Bosch et al., 2004). 

HCC patient rates are higher in males than females. The study conducted 

in 2000 has shown that the number of liver cancer cases in men was much higher than 

in women, specifically about two to four times (Bosch et al., 2004). Especially in 

Asian, where has high number of patients catching viral hepatitis. It is one of the most 

common reasons leading to HCC (Sun & Sarna, 2008). The HCC often appears in 

poor countries and less developed and associated with hepatitis infection. Vietnam is a 

country which has high rate of viral hepatitis infection that cause a huge public health 

problem. Recent studies have shown that incidence of current HBV infection 

(HBsAg+) ranges from 10% -20% in the whole population and 20% - 40% among 

HIV+ and injecting drug users patients (Nguyen, 2012). So that Vietnam is a country 

having the high rate of liver cancer which is the cause of mortality of many people. 

According to Kudo and colleges’ study (2015), they reported HCC is the 

most popular cancer in Asia, but recently, the rate has been increased rapidly in 

Western countries. Therefore, HCC is a global medical issue that urgently needs to be 

solved. The highest rate of HCC was reported in Eastern and South-Eastern Asia, 
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whereas Middle Eastern countries have moderate prevalence rate, and the lowest one 

was found in Central Asia and some parts of the Middle Eastern (Ashtari et.al.,2015).  

The patients with HCC often suffer from a number of various symptoms as 

HCC is usually diagnosed in late stage despite the screening recommendations at-risk 

population (Tejeda-Maldonado et al., 2015). Prognosis of HCC is strongly correlated 

to disease stages when diagnostic. Patients who are diagnosed with HCC usually have 

multiple symptoms such as fatigue, weight loss, pain, ascites and jaundice (Sun & 

Sarna, 2008). HCC patients are often incapable of caring for themselves and they need 

special care from medical institutions or hospitals. Symptoms and signs of terminally 

ill HCC patients in hospice are very severe and should be managed appropriately (Lin 

et al., 2004).Until now, despite the fact that cancer treatments and aggressive symptom 

management are two important factors for improving physical functioning and quality 

of life of HCC patients (Sun & Sarna, 2008), their efficiency is still insufficient. The 

patients with terminal illness approaching the last dates of their lives suffer from 

physical distress which they concern most. Appropriate symptom management helps 

patients and their families maintain hope, connections with sociality, and 

optimism(Kumar. M& Panda, 2014).Therefore, providing quality palliative care is 

necessary to dimish the discomfort caused by HCC symptoms and improves the 

quality of life of HCC patients.  

To supply effective palliative care practice, the identification of 

requirement referring to palliative care from patients is crucial. WHO has shown that 

palliative care is an access for bettering quality of life of patients and their families. 

The cancer patients often suffer from the problems related to life-threatening illness. 

The concept of palliative care consists of avoidance and reduction of suffering 

symptoms by early diagnosis, assessment and alleviation of pain and other physical, 

psychosocial and spiritual problems (WHO). Palliative care for terminally HCC 

patients and/or poor functional status focuses on comfort care and symptom control 

(Fitzmorris et al., 2015).It is estimated that from 15 to 20% patients with end stage of 

HCC have median survival length less than 3-4 months (Kumar et al., 2008; Paul et 

al., 2009). The treatment of HCC end stage is symptom management and no radical 

treatment. Patients with end stage or terminal HCC have a poor survival rate therefore 

they need palliative care including management of pain, nutritional and psychological 
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support (Kumar & Panda, 2014).One of the palliative care goals is supporting patients 

and their families in making difficult medical decisions especially when the outcomes 

are uncertain. When patients are diagnosed with a serious, and potentially life-danger 

disease, they have required palliative care since the diagnosis time to the end of life. 

Besides, it is necessary to choose a suitable therapy for curing disease or maintaining 

life (Kasl-Godley et al., 2014). Although the main purpose of palliative care is 

improving quality of life, it also can have positive effect on illness course or even if it 

is given early enough, it can help to lengthen the life (Temel et al., 2010). As such, 

palliative care is an important part in treatment process for HCC patients. 

In Vietnam, hospitals or palliative care centers for patients, especially for 

advanced-stage-cancer patients are not really popular. This is because of the limitation 

of infrastructure and human resources, as well as the capacity of nurses on palliative 

care in public hospitals seem to be fairy restrictive. In the study of Ly Thuy Nguyen 

and colleagues (2014) in three oncology hospitals in the North of Vietnam, the results 

indicate that nurses’ palliative care knowledge has low scores and it associated with 

pain and other symptom management as well as psychological and spiritual problems. 

With cancer patients who need palliative care, nurses have reflected discomfort 

attitudes on communicating about death and establishing therapeutic relationships. 

Therefore, improvement of knowledge and skills of palliative care for nurses who are 

working in oncology hospitals is necessarily required (Nguyen, Yates, & Osborne, 

2014). Besides, research on HCC treatment and palliative care for patients anticipated 

dying is still limited in number (Hansen, Rosenkranz, Vaccaro, & Chang, 2015). In 

addition, the palliative care can reduce economic burdens for patients and their family. 

A study in United State of America indicated that the amounts of money for patients 

who receive palliative care at hospital are lower than other patients who are not under 

palliative care (Morrison et al., 2008). 

Available evidence indicated that palliative care has not been appropriately 

provided for HCC patients. The HCC patients coped with symptom experiences, 

treatment decisions, and unsatisfying information and unmet demand for palliative 

care (Hansen et al., 2015). The limitations of numbers and effectiveness of potent 

analgesics prevent HCC patients from receiving better palliative care (Ladep et al., 

2014). A research of palliative care practice in 120 cancer centered hospitals, USA, 
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revealed that 23% of the centers offer palliative care, 37% provide hospice for 

inpatients, 75% report the median time of beginning palliative care to patients’ death 

of 30 - 120 days. However, the research programs, palliative care fellowships, and 

mandatory rotations for oncology fellows were uncommon for advance education (Hui 

et al., 2010). 

The patients diagnosed with HCC; which may have negative impacts on 

psychology of patients and their family. HCC patients suffer significantly from poor 

physical status, quality of life in all aspects and usually are exposed to anxiety and 

depression (Ryu et al., 2010).This is supported by a study which reported that HCC 

patients have the third highest reported psychological symptoms such as psychological 

distress or depression among patients with fourteen other forms of cancer (Zabora et 

al.,2001).It means psychological condition especially anxiety and depression have 

great negative impact to HCC patients. The fact that HCC patients have psychological 

problems requires palliative care to find out the need for assessment and treatment 

(Austin et al., 2011). However, research on the associations between anxiety and 

depression and patients’ needs of palliative care is still limited on the number. Thus, 

there is a need of further research on this topic of interest.  

Family and society play very important roles in providing care and support 

for cancer patients, especially HCC patients. There should be some changes in 

palliative care, for example letting family support during treatment process while 

enhancing the interaction between patients and medical staffs. This will help reduce 

the burden for hospital and meet the palliative care needs (Robinson et al., 2015). It is 

proved that the establishment of support group plays an important part in psychosocial 

service which helps cancer patients less stress full and more active. It is also a 

common type of social support (Brunet et al., 2014). For this reason, social support is 

very important for HCC patients in treatment process and improves palliative care.  

According to literature review, the research on needs in palliative care 

among HCC patients in Vietnam is still limited. Thus, the researcher need to explore 

factors related to needs in palliative care in patients with HCC by identifying the 

relationships between physical symptoms, anxiety and depression, social support with 

needs in palliative care among HCC patients in hospital. The results of the study can 

provide the gap of knowledges between palliative care needs and its practices for HCC 
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patients. These knowledges can be used to develop nursing care and palliative care 

program in order to improve quality of care for HCC patients. 

 

 

1.2 Research questions 

1. What are needs in palliative care among HCC patients? 

2. Does the physical symptoms; anxiety and depression; social support 

correlate with needs in palliative care among HCC patients? 

 

 

1.3 Purpose of the study 

1. To describe palliative care needs among HCC patients in The Nuclear 

medicine and Oncology center in Bach Mai Hospital. 

2.  To identify relationship between physical symptoms, anxiety and 

depression, social support with needs in palliative care among HCC patients. 

 

 

1.4 Hypothesis 

1. Physical symptoms are positively correlated with needs in palliative 

care for HCC patients. 

2. Anxiety and depression are positively correlated with needs in palliative 

care for HCC patients. 

3. Social support is negatively correlated with needs in palliative care for 

HCC patients. 

 

 

1.5 Conceptual framework 

The Symptom Management Theory was developed by Dodd and 

colleagues in 2001. Nursing Symptom Management Model is relying on the principle 

that effective symptom management should be mentioned in all three domains: Person, 

Environment and Health/ Illness. In the revised model, these recognized domains are 
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contextual variables affecting all 3 dimensions of the model: symptom experience, 

management strategies and outcomes. Symptom experience involves a person’s 

feeling of a symptom, symptom meaning valuation and symptom reaction. The aims of 

symptom management strategies are to prevent or delay a bad effect through 

biomedical, professional and self-care strategies. Symptom outcomes are results of 

both above processes (Dodd et al., 2001).  

According to the Symptom Management Theory, HCC patients who 

experience with very severe symptoms related to their health problems can be viewed 

as having symptom experiences or sufferring with physical symptoms (Sun, & Sarna, 

2008). This leads to the needs or requirements of palliative care which can be referred 

to the symptom management domain of this theory. The main factors found to be 

related to the needs of the patients in this health problem include the psychological 

factor and the sociological factor. Available evidence supports that patients’anxiety 

and depression as well as their perceived social support are important predictors of the 

need for palliative care among these patients. During treatment process, If the families 

and patients were enhanced the interaction to medical staffs this will help reduce the 

burden for hospital and meet the palliative care needs (Robinson et al., 2015). It is 

proved that the establishment of support group plays an important part in psychosocial 

service which helps cancer patients less stress full and more active. (Brunet et al., 

2014) 

In accordance with Dodd, person and environment factors influence 

symptom experiences. Symptom experiences have interaction with outcomes. Physical 

symptoms, anxiety and depression are derived from symptom experiences domain; 

social support is a factor of environment domain and need in palliative care is 

outcomes. Each domain can affect each other (Dodd et al., 2001). Therefore, the 

Symptom Management Theory can be used to guide the hypothesis that there is a 

correlation between physical symptom, anxiety and depression, social support and 

needs in palliative care among HCC patients. 

The relationship between factors and outcome indicators are illustrated in 

the following conceptual framework: 
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Theoretical/Conceptual framework 

Factors                                                       Outcome Indicators 

 

 

 

 

 

 

 

 

 

 

 

Figure 1.1  The research framework modified from Symptom Management Theory 

(Dodd et al, 2001)  

 

 

1.6 Scope of the study  

This study analyzes the relationship between physical symptoms, anxiety 

and depression, social support and needs in palliative care of 115 patients with HCC. 

The patients are 18 years or older being treated as inpatients at The Nuclear medicine 

and Oncology Center in Bach Mai Hospital from August to October, 2016. 

 

 

1.7 Expected outcomes and benefits 

1) Nurses can apply this knowledge for developing palliative care program 

to HCC patients. 

2) Health care teams can use this knowledge to develop effective clinical 

practice guideline for HCC patients. 

3) This knowledge can be used for the other research in areas of HCC 

study. 

 

Physical 
Symptoms 

Needs in 
palliative care Anxiety and 

depression 

Social support 
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1.8 Definition of terms  

The needs in palliative care: The needs in palliative care refers to a 

desire for receiving support in connection with an experienced problem. Problems 

relate to patients’ health status and quality of health care for both patients and their 

family. It can be in need for further professional care (Osse et al., 2000). In this study, 

needs in palliative care will be measured by The Problems and Needs in Palliative 

Care questionnaire-short version (PNPC-sv) developed by Osse and colleges (2007). 

The scale was translated into Vietnamese which used back translation technique. This 

version consists of 33 items divided into eight parts including: carrying out daily 

activities, physical symptoms, self-reliance, social issues, psychological issues, 

spiritual issues, financial issues, information needs. There are two main purposes of 

these 33 questions. Firstly, they demonstrate the degree which patients actually 

experience a problem (Yes/ Sometimes/ No), and secondly, their need for professional 

support (Need more help than at present/ current level of help is sufficient/ No need). 

The higher scores are higher needs for more help. 

Physical symptoms: Physical symptoms refer to bodily symptoms that 

cause bother or distress to the patients and the common physical symptoms in HCC 

patients consist of pain, fatigue, weight loss, and obstructive syndromes (Cohen, & 

Hoberman, 1983; Sun, & Sarna, 2008). In this study physical symptoms will be 

measured by Cohen-Hoberman Inventory of Physical Symptoms scale (CHIPS scale) 

(Cohen, & Hoberman, 1983). The scale was translated into Vietnamese using back 

translation technique. This scale composes of 33 items measuring how much that 

physical symptoms has bothered or distressed the patients for the last two weeks. 

Items are rated on a 5-levels scale from "not at all" to "extremely bothered". Total 

scores of physical symptoms from 0 to 132 and higher scores indicate extremely of 

physical symptoms. 

Anxiety and depression: Anxiety refers to an uncomfortable feeling that 

people experience in terms of feelings, behaviors, thoughts, and physical sensation. It 

is a general term for several disorders that cause nervousness, fear, apprehension, and 

worrying (Medical news today, 2015). Depression refer to an illness that involves the 

body, mood, and thoughts and that affects the way a person eats, sleeps, feels about 

himself or herself, and thinks about thing (Medicine net, 2014). In this study anxiety 
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and depression will be measured by Hopkins Symptom Checklist 25 (HSCL- 25). The 

HSCL- 25 was originally designed by Parloff, Kelman, and Frank at Johns Hopkins 

University and developed by Rickels (Parloff et al. 1954). The scale was translated 

into Vietnamese using back translation technique. It consists of 25 items: part I of the 

HSCL-25 has 10 items for anxiety symptoms; part II has 15 items for depression 

symptoms. The scale for each question includes four categories of response (“not at 

all”,” a little”, “quite a bit”, “extremely” rate 1 to 4, respectively). The scores of 2 

parts are calculated: the total score is the average of all 25 items and higher scores 

indicate higher symptoms. Individuals with average score greater than 1.75 are 

considered symptomatic. 

Social support: Social support is a compound construction in three main 

aspects: psychological, informational, and instrumental support (Thoits, 1986). In this 

study, social support of HCC patients will be measured by the Multi-Dimensional 

Support Scale (Winefield, Winefield, & Tiggemann, 1992). The scale was translated 

into Vietnamese using back translation technique. It is composed of 12 items. The 

items which refer to the source of social support are divided in to three groups, namely 

family (Fam), friends (Fri) or significant other (SO). The score of each question is 

from 1 to 7 ((1) Very strongly disagree, (2) strongly disagree, (3) mildly disagree, (4) 

neutral, (5) mildly agree, (6) strongly agree, (7) very strongly agree. Total scores of 

social supports from 12 to 84 and high scores indicate better social support. 
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CHAPTER  

LITERATURE REVIEW 

 

 

This chapter provides a literature review of factors associated with needs 

in palliative care among patients with Hepatocellular carcinoma (HCC) patients. The 

contents enhance the understanding concerning needs in palliative care among patients 

with HCC based on symptom management theory. The chapter will start by providing 

information related to patients with HCC, including the incidence, the 

pathophysiology and impacts of the disease on patient outcomes. This is followed by 

the discussion of palliative care needs among patients with HCC. The symptom 

management theory used to guide the development of a conceptual framework for this 

study will also be described. Lastly, the factors related to the needs of palliative care 

among HCC patients will be addressed. 

2.1 Patients with Hepatocellular carcinoma (HCC) 

2.1.1 Incidence of HCC 

2.1.2 Pathophysiology of HCC 

2.1.3 Impact of HCC 

2.2 Needs in palliative care among patients with HCC 

2.2.1 The concept of palliative care 

2.2.2 Needs in palliative care among HCC patients  

2.3 Symptom management theory as a conceptual framework to explain 

needs among HCC patients 

2.3.1 Symptom management theory 

2.3.2 Symptom management theory and the HCC patients  

2.4 Factors associated with needs among HCC patients  

2.4.1 Physical symptom its association with needs among HCC 

patients. 

2.4.2 Anxiety and depression its association needs in palliative 

care among HCC patients 
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2.4.3 Social support and its association needs in palliative care 

among HCC patients  

2.5. Conclusion 

 

 

2.1 Patients with Hepatocellular carcinoma (HCC) 

 

2.1.1 Incidence of HCC 

Hepatocellular carcinoma (HCC) is a significant cause of cancer-related 

deaths in the world because it is the fifth most typical cancer and especially the third 

most important cause for men. The increasing number of new HCC cases each year is 

nearly the number of deaths caused by this cancer. The hepatocellular carcinoma 

(HCC) expansion is powerfully influenced by various regions, for instance; 5 to 15 

cases in Western Europe and USA while 40 cases in Asia and Japan per 100,000 per 

year (McGlynn, 2011) .Hepatocellular carcinoma (HCC) is the most rapid increasing 

tumor in the USA, and its prognosis stays low with a 5-year survival rate about 

12%(Vilarinho & Taddei, 2015). Incidence for HCC in males is higher than in females 

Asia, where there is tremendously high viral hepatitis (Sun & Sarna, 2008). It often 

happens in poor countries and less developed and related to hepatitis infection. 

According to Kudo and colleges study (2015), they reported that HCC is most 

common in Asia, but now rate is rising faster in the Western countries.  

It can be said that HCC is a global health issue that urgently needs to be 

addressed. The highest rate of HCC was reported in Eastern and South-Eastern Asia, 

whereas Middle Eastern countries have moderate prevalence rate, and the lowest one 

was witnessed in Central Asia and some part of the Middle Eastern (Ashtari et.al, 

2015). Vietnam is also a country having high rate of liver cancer, there is also the 

cause of mortality of very many people. 

From these proofs, we can see that HCC rate is more and more increasing 

not only in Vietnam but also in other countries in the world. HCC can cause enormous 

damage to human as well as economy especially in poor and under-developed 

countries. Vietnam is one of the countries that have the highest HCC rate in the world, 
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so we need to have government’s policies to support HCC patients and restrict the 

development of this disease. 

 

2.1.2 Pathophysiology of HCC 

Liver is the biggest organ inhuman body. There are a number of liver’s 

important functions; for example: providing bile to assist with dissolving fat; changing 

sugar and fat into energy; saving nutrients; supplying protein for the blood; helping the 

blood to clot; producing other necessary chemicals for the body; destroying unhealthy 

elements such as alcohol and drug, and giving up waste matters (Biomedicine, 2002)  

Hepatocellular carcinoma is the same with any other cancers; it grows up 

when there is a genetic mutation in cells that causes the higher rate of cell replication 

than apoptosis. Particularly, chronic infections of hepatitis B and/or C can increase the 

progress of HCC constantly causing the immune system to greatly affect the liver 

cells, some of which are disrupted by the hepatitis virus or outside factors (Chien-Jen 

et al, 2006). An applicable hypothesis now is carcinogenesis is caused by mistakes 

during repair which follows constant cycle of damage. Chronic hepatitis B and/ or C 

causes HCC through the stage of cirrhosis. The viral genome attacks infected cells can 

directly make a non-cirrhotic liver to develop HCC. Besides, the constant use of a 

plenty of ethyl alcohol can bring the same effect. Alcoholism, chronic hepatitis B and 

Generally cause cirrhosis of liver cells. The building up of toxin as well 

as aflatoxin from Aspergillus in the liver leads to carcinogenesis of hepatocellular 

cancer. According to Wikipedia, 2005, there are relatively high rates of heptatocellular 

carcinoma in some countries like China and Africa because of the combination of the 

high rate between aflatoxin and hepatitis B 

The signs and symptoms of HCC depend on the stage of disease. In the 

first stages of liver cancer, symptoms are often not apparent but in the late stages often 

have some symptoms such as abdominal pain, back pain, weight loss, anemia, 

jaundice, itching, appetite loss, fever, fatigue, sickness and nausea, etc.  

Live is an especially important organ in human’s body because it is 

directly related to the body’s metabolism. The development of pathology of HCC is 

associated with hepatitis virus infection particularly B and C hepatitis viruses. Further 

more, living environment and eating habit seem to be a huge influence. The restriction 



Fac. of Grad. Studies, Mahidol Univ.                                                               M.N.S.(Adult Nursing) / 13 

of developing of HCC in treatment process is connected to stages of disease. 

Therefore, disease detecting at late and serious stages is leading the limitation in 

successful treatment. 

 

2.1.3 Impact of HCC 

HCC is a more and more important public health matter in the world. It 

creates impacts in many aspects such as economic, health status of patients, 

psychology and social issues. Following reported of Mishra and colleages  (2013), 

median charges at the time of discharge increased from $29,466 per case (2005) to 

$31,656 per case (2009). Total HCC charges in USA rose from $1.0 - $2.0 billion 

(2009) of the US nationwide inpatient patients. The number of inpatient cases and the 

inpatient charges associated with HCC continued to increase sharply (Mishra et al., 

2013). It means that HCC have affected to family and social economics.  

HCC also have an impact on physical and psychological health of patients. 

The results from the study by Fan & Eiser (2012) demonstrated the effect of this 

disease.  HCC is in connection with physical symptoms, psychosocial stress, and other 

negative changes as well. HCC is a chronic disease and unable to cure, so patients 

always suffer from various unpleasant symptoms although they can be controlled (Fan 

& Eiser, 2012). It makes the patients lose their ability to do their activity in everyday 

lives. Besides the patients suffer from depression about malignant disease leads to 

fatigue and even more difficult to return to normal life. 

The most significant effects are caused by hospital burdens such as stay in 

hospital for a long time and bed occupancy, increased workload on health care 

professions, increased hospital mortality rates and higher re-admission rates. The 

number of new HCC cases seen at Tulane, USA, increased by 300%, paralleling 

reported national trends (Tangutur et al., 2011). Patients with HCC as well as other 

types of patients are increasing, but the development of infrastructure and human 

resources are not enough for it. It leads to the burden of disease to hospitals and other 

health care facilities.  

Detecting HCC is a significant life event of patients and their family. It 

affects directly to the physical and mental health as well as their family’s economy. 
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HCC is a dramatic impact for not only patients and their family but also for the whole 

society. 

 

 

2.2 Needs in palliative care among patients with HCC 

 

2.2.1 The concept of palliative care  

Palliative care is an effective method and is referred a lot in improvement 

of treatment quality for patients. There are a plenty of definitions of palliative care, 

however; it is normally mentioned as follow.  

Palliative care is considered as an active care of patients who are suffering 

from advanced stages of disease. Palliative care helps manage pain and other 

symptoms as well as provide psychological, social and spiritual support for patients. 

The aim of palliative care is to bring patients and their families the best quality of life. 

Palliative care should be provided as soon as possible for patients because it has the 

direct connection with treatment process of patients. 

Palliative care is care provided for patients from diagnosis to death about 

all aspects of physical, psychological, social, and spiritual health (Quest, Marco & 

Derse, 2009). It is such a wide concept and it is very helpful for patients at any stages 

of illness. The quality of life for patient and their family will be improved 

considerably if they receive an appropriate support care (National Consensus Project 

for Quality Palliative Care, 2009; World Health Organization, 2007; Kasl-Godley, 

King, & Quill, 2014). To provide patients with the best and most effective palliative 

care, it’s necessary to have a team of professionals including, physicians, nurses and 

other health experts to work collaboratively. 

Palliative care aims attention at alleviating symptoms, pain, physical and 

mental problems of a serious illness patients. Its purpose is to improve the  life quality 

of the patient as well as their family become better. It is not only essential in managing 

symptoms of the patient’s illness condition, but also concentrates in providing better 

quality of life (Onyeka, 2010). 
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Palliative care is considered as an extremely necessary and helpful care for 

patients. It’s a whole health care for patients that helps improve their quality of life. It 

is useful for cancer patients who are in need in palliative care. 

 

2.2.2 Needs in palliative care among HCC patients  

Hepatocellular carcinoma (HCC) is one of the most serious diseases. It is 

the third dangerous cancer causing death and most of the patients do not receive 

effective treatment method such as liver transplantation. The patients who are in their 

advanced or progressive stage which occur from metastasis of disease always come to 

the hospital with physical pain. Patients may suffer with many symptoms including 

fatigue, with instability, loss of appetite, as well as exhaustion and drowsiness. 

Moreover, there are 15-20% of terminal stage HCC patients with median survival of 

less than 3-4 months (Kumar et al, 2008; Chalamalasetty, et al., 2009). So, the 

management is only symptomatic and there is no specific medicine or treatment to 

cure the disease. Patients with end stage or terminal HCC have a poor survival should 

accept palliative care including control of pain, nutrition and psychological 

encouragement (Kumar & Panda, 2014). For terminally HCC patients and/or poor 

functional status, palliative care focuses on comfort care and symptom control 

(Fitzmorris, Shoreibah, Anand, & Singal, 2015). 

HCC patients have a lot of problems in all aspects physically, 

psychologically and socially. So that assessment patient’s need is an important step for 

taking care process. The good evaluation will help us make a plan for effective patient 

care. 

In this study, needs in palliative care was assessed by The Problems and 

Needs in Palliative Care questionnaire-short version (PNPC-sv). It was developed by 

Osse, Bart H. P and colleges (2007) with 33 items. The validity and reliability were 

established with it item responded; it interned consistency, and with it correlated with 

the original PNPC and with European Organization for Research and Treatment of 

Cancer Quality of Life Questionnaire-Core 30 and COOP/WONCA quality-of-life 

measures. In this study, used eight dimensions of the PNPC-sv, addressing in total 33 

topics: carrying out daily activities (3 terms), physical symptoms (12 terms), self-

reliance (4 terms), social issues (5 terms), psychological issues (5 terms), spiritual 
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issues (4 terms), financial issues (2 terms), and information needs (1 terms). For these 

33 topics, patients can first indicate the degree to which they actually experience a 

problem (Yes/Sometimes/No), and second; their need for professional support (Need 

more help than at present/current level of help is sufficient/No need). The higher 

scores are higher needs for more help. 

 The PNPC-sv is a concise, patient-centered tool that helps to identify the 

problems affecting the patient's quality of life and needs for care. It identifies prevalent 

needs for care and appears reliable of Cronbach's α > 0.70 (Osse et al., 2007). 

 

 

2.3 Symptom management theory as a conceptual framework to 

explain needs among HCC patients 

 

2.3.1 Symptom Management Theory 

Symptom Management Theory was developed by Dodd and colleagues in 

the year 2001. It consists of many aspects which have the conceptualized relationship 

to each other in both the original and revised model. The relationships among these 

aspects were revised based on the study and discoveries and on further definitions by 

the professors and students of the UCSF Symptom Management Center. The UCSF 

Symptom Management Theory is a deductive, middle range theory described 

symptom management as a several aspects taking place in the domains of nursing 

(Humphreys et al., 2008). The model is relied on programs of research working with 

adult patients (Dodd et al., 2001). In this final model, the three significant domains are 

person, health/illness and environment influenced all three dimensions of 1) symptom 

experience, 2) management strategies and 3) outcomes.  

Symptom experience includes an individual’s perception of a symptom, 

evaluation of the meaning of a symptom and response to a symptom; Symptom 

management strategies is the goal of symptom management is to avert or delay a 

negative outcome through biomedical, professional and self-care strategies; Symptom 

outcomes is the outcomes emerged from symptom management strategies as same as 

from the symptom experience (Dodd et al., 2001). 



Fac. of Grad. Studies, Mahidol Univ.                                                               M.N.S.(Adult Nursing) / 17 

There are 6 stated assumptions within the theory addressing the nature of 

symptoms, the focus of symptom management strategies, and relationships within the 

model. These six assumptions were updated in the 2001 as follow: 1) the gold standard 

for the research of symptoms which is relied on the perception of the individual 

experiencing and reporting the symptoms. 2) the symptoms that are not experienced 

by an individual to apply this model of symptom management. The individual may be 

vulnerable for the symptoms development because of the situation determinants such 

as a working danger. So, Intervention strategies should be started before the patient 

experiences the symptoms. 3) unutterble patients may experience symptoms and the 

interpretation by the parents or caregiver is assumed to be accurate for purposes of 

intervening. 4) all of the disturbing symptoms must be controlled. 5) the management 

tactics may be focused on an individual, a group, a family, or the work environment. 

6) the symptom management is a dynamic system that is adjusted by individual 

outcomes and the influences of the nursing domains of person, health/illness, or 

environment (Dodd, et al., 2001). 

This theory is perfectly suitable for the research to find out the factors that 

influence the need in palliative care for HCC patients because the symptom 

management is one of the most important aspects for improving the effectiveness of 

palliative care.  Consequently, The Symptom Management Theory is used as a 

conceptual framework for this study.  

 

2.3.2 Symptom Management Theory and the HCC patients  

According to the Symptom Management Theory, it is important to 

establish interventions and action plans that will be helpful for HCC patients in 

decreasing their symptom burden. The symptom experience component in symptom 

management theory is the most specifically and totally described and is considered as 

the very first part of the symptom management process. This dimension consists three 

aspects including the individual’s perception, evaluation, and response to a symptom. 

Bidirectional arrows are used to describe the relationships among these aspects. These 

relationships are recognized when they happen repetitively and at the same time 

(Humphreys et al., 2008). It covers all aspects of HCC’s symptoms. Therefore, the 

Symptom Management Theory is a particularly useful conceptual guide for the present 
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study to explain the relationships among the selected factors including physical 

symptoms, anxiety, depression and social support. 

The HCC patients are experiencing a number of burdens; for example: 

physical, psychological, social, spiritual, existential, medical, financial and social 

difficulties (Sun & Sarna, 2008). Consequently, hostile management of disease and 

treatment-related symptoms is particularly effect to the functional status and quality of 

life for HCC patients. Nurses can provide care of HCC patients through several 

strategies like using the guidelines for patients’ common cancer-related symptoms as 

tools for symptom management. The palliative care guideline should rely on patient 

needs and preferences, physical status, and disease condition. Moreover, the symptom 

management program can be best given in a cooperative environment including the 

skills of physician, nurses and other health care professionals. 

HCC is a disease that occurs silently, patients often detected at later stages. 

Therefore, they have to go through a lot of symptoms. Treatment in advanced stages 

often does not get effective treatment. So, controlling patients’ symptoms leads to 

improving patients’ quality of life. 

 

 

2.4 Factors associated with needs in palliative care among HCC 

patients  

 

2.4.1 Physical symptoms and its association with needs in palliative 

care among HCC patients. 

The previous researches have shown that HCC patients are often detected 

at later stages, and limited the effective treatments like transplantation or curative 

ablation.  Meanwhile, they usually suffer from a lot of physical symptoms; for 

example, anorexia, fatigue, ascites, nausea/vomiting, pruritus and constipation. 

Therefore, palliative care is an absolutely necessity and helpful method for them. 

 The patients in the severe symptom group had considerably poor 

functional status and quality of life (Ryu et al., 2010). Symptom management in 

terminal stage HCC includes management of those aforementioned symptoms (Kumar 

& Panda, 2014). Pain in HCC can be caused from disease and treatment. Both are very 
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common and significant cause of morbidity. The pain of HCC tends to be most 

prominent in the right upper quadrant and described as deep, aching, sharp or stabbing. 

The HCC patients should be used to assess pain and, recognize its often-transient 

nature and need to be reassessed frequently (Kumar & Panda, 2014). 

Weight loss and malnutrition is a common symptom in HCC patients, 

especially in terminal stage. It is known that patients without weight loss and muscle 

wasting have higher clinical outcomes than patients with these symptoms. Nutritional 

status evaluation is important to recognize the risk of reducing quality of life or 

functional status in patients with HCC. Prognostic nutritional index has been found to 

be independently related to general survival in HCC patients. Added to this in the late 

stage, anorexia is a typical symptom of the primary metabolic cachexia syndrome 

called anorexia-cachexia syndrome (Del, Fabbro, Dalal, & Bruera, 2006). Therefore, it 

is necessary to supply nutrients to improve the nutritional status and also quality of 

life.  Since, quality of life is certainly the most important criteria in patients with 

terminal cancer in general and is mainly dependent on nutritional status (Ravasco, 

Monteiro-Grillo, Vidal, & Camilo, 2004).  

Nausea and vomiting could be occurred from either chemotherapy or 

radiation therapy or could occurred from the disease process. Pruritus can range in 

severity from mild, to moderate and lead to sleep disturbance. The ascites caused by 

an imbalance between influx and efflux of fluid from the peritoneal cavity. When 

ascites occurred,  many symptoms can be found such as increased intra-abdominal 

pressure, abdominal wall discomfort, dyspnea, anorexia, early satiety, nausea and 

vomiting, fatigue, esophageal reflux, pain, and peripheral edema (Kumar & Panda, 

2014). The best supportive care is recommended for patients who lack the hepatic 

reserve to tolerate therapy (Vilarinho & Taddei, 2015). In addition, palliative care and 

symptom managements must be applied to improve symptoms, survival times and the 

quality of life (Paul, Manjunatha, & Acharya, 2009). Moreover, a common and 

distressing symptom is fatigue. Thus, education for continuing home care should 

advise the proper sleep hygiene and energy conservation tips for the patients. 

Particularly important is careful medication review that may identify adverse effects 

escalated fatigue (Kumar & Panda, 2014).  
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Physical symptoms are the bodily symptoms that cause bother or distress 

to the patients. These symptoms can greatly affected the quality of life of patients. The 

needs in palliative care for HCC patients derived from the discomfort that caused by 

the symptoms such as pain, nausea, vomiting, diarrhea so on. Therefore, the physical 

symptoms relate to the needs of palliative care among HCC patients 

In this study physical symptoms will be measured by Cohen-Hoberman 

Inventory of Physical Symptoms scale (CHIPS scale) (Cohen, & Hoberman, 1983). 

This scale composes of 33 items measuring how much that physical symptoms has 

bothered or distressed the patients for the last two weeks. Items are rated on a 5-levels 

scale from "not at all" to "extremely bothered". Total scores of physical symptoms 

from 0 to 132 and higher scores indicate extremely of physical symptoms. 

 

2.4.2 Anxiety and depression and their association with needs in 

palliative care among HCC patients 

Anxiety and depression were very common symptoms of HCC patients 

since diagnosis that can cause psychological problems of the patients (Hong, & Tian, 

2014; Kumar & Panda, 2014). Because HCC cancer is very severe disease, the Of 

greater concern is the will to live that may fluctuate at the end of life as a result of 

distress and grief, the physical decline taken by the illness, and spiritual, family, and 

personality issues. As the result of Akechi’s study showed that the cancer patients 

were consulted for psychiatric evaluation (35%), sleep disorders (19%), anxiety or fear 

(18%). For other psychological problems, the majority issues were adjustment 

disorders (34%) followed by delirium (17%) (Akechi et al., 2001). Moreover, 

depressive and major depression symptoms were reported up to 58% and 38%, 

respectively (Massie, 2004). However, anxiety and depression always underestimated 

and these problems effected immune systems and resulted in the patients’ survival rate 

(Williams & Dale, 2006). It means that anxiety and depression are a matter of concern 

and needs to be assessed together with the needs in palliative care among HCC 

patients. 

In this study anxiety and depression will be measured by Hopkins 

Symptom Checklist 25 (HSCL- 25). The HSCL- 25 was originally designed by 

Parloff, Kelman, and Frank at Johns Hopkins University and developed by Rickels 
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(Parloff et al. 1954). It consists of 25 items: part I of the HSCL-25 has 10 items for 

anxiety symptoms; part II has 15 items for depression symptoms. The scale for each 

question includes four categories of response (“not at all”,” a little”, “quite a bit”, 

“extremely” rate 1 to 4, respectively). The scores of 2 parts are calculated: the total 

score is the average of all 25 items and higher scores indicate higher symptoms. 

Individuals with average score greater than 1.75 are considered symptomatic. 

 

2.4.3 Social support and its association with needs in palliative care 

among HCC patients  

Social support refers to the availability of emotional, practical, and 

informational support from family and friends, and health care providers in relation to 

the present oncology treatment as patients received. Furthermore, social support is 

conceptualized as instrumental support including financial, emotional or appraisal 

support, informational, companionship, and self-esteem support (Chida & Vedhara, 

2009). As such family and society has a very important role for patients, especially 

HCC patients. Change environmental in patient care such as enabling family to stay 

and improving the physical environment as well as the social relationship between 

patients and health professionals may be a more realistic approach for decrease the 

burden of hospitalizations for patients with palliative care needs (Robinson, Gott, 

Gardiner, & Ingleton, 2015). 

The result of lacking social support cause weak fighting spirit of cancer 

patients. (Grassi, Rosti, Lasalvia, & Marangolo, 1993). The research which was 

carried out in Chinese Medical Institution reported that effective social and 

psychological supports would be extremely useful for the improvement of cancer 

patients’ quality of life. It has also shown that cancer patients should have received 

more care and attention from family and society (Li, Yang, Liu, & Wang, 2016). So, 

social support is an important aspect in palliative care. If the patients received a good 

social support, the psychological burden should reduce as well as improve fighting 

spirit of cancer patients.  

In this study, social support of HCC patients will be measured by the 

Multi-Dimensional Support Scale (Winefield, Winefield, & Tiggemann, 1992). It is 

composed of 12 items. The items which refer to the source of social support are 
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divided in to three groups, namely family (Fam), friends (Fri) or significant other 

(SO). The score of each question is from 1 to 7 ((1) Very strongly disagree, (2) 

strongly disagree, (3) mildly disagree, (4) neutral, (5) mildly agree, (6) strongly agree, 

(7) very strongly agree. Total scores of social supports from 12 to 84 and high scores 

indicate better social support. 

 

 

2.5 Conclusion 

According to the literature review it can be concluded that HCC patients 

are ones who suffered with a variety of severe symptoms interfering their daily lives 

and reducing their quality of life. Those symptoms came from the process of disease 

itself couple with the variety of treatment modalities including radiation therapy and 

chemotherapy. Providing palliative care is required for this group of patients as it 

provides them with comfort, holistic, comprehensive and more focused on patients’ 

genuine needs. Employing symptom management model, the phenomena of patients 

with HCC is clearly explained. While the physical symptoms refer to patient’s 

symptom experiences and patients level of anxiety and depression and the support by 

the society refer to factors related to symptom management or palliative care.  This 

provides the researcher with clear understanding with   these phenomena and will 

assist the researcher to conduct research to confirm the relationship among these 

variables. It can be expected that knowledges gain from this study can be used to 

improve the quality of care among patients with HCC and thus enhance outcomes of 

treatments. 
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CHAPTER III 

METHODOLOGY 

 

 

In this chapter included study design, population and sample of the study, 

studied instruments and their validity and reliability, data collection procedure, human 

right protection, data analysis. 

 

 

3.1 Study design 

The study was a descriptive correlational study research aimed to study 

relationships between physical symptoms, anxiety and depression, social support and 

needs in palliative care for HCC patients. Data were collected from patient hospital 

records and interviewed patients by questionnaires. 

 

 

3.2 Population and sample of the study 

The population of this study included patients age of 18 years and above, 

both males and females, who were diagnosed HCC and received treatments in The 

Nuclear medicine and Oncology center in Bach Mai hospital during the data collection 

period. The samples were selected according to the criteria as follow: 

The inclusion criteria:  

1) Know that they were diagnosed of HCC  

2) Able to verbally communicate with the researcher in       

Vietnamese language. 

The exclusion criteria: 

1) Patients in dying stage with unstable vital sign 

2) Incomplete fill out questionnaire 
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Termination criteria: 

1) Had poor condition during the interview process such as severe pain, 

dyspnea or shortness of breath, unconsciousness and unstable vital sign. 

 

Sample size 

The determination of sample size was done by using G*power 3.1.9.2 

program to calculate sample size for correlational design (Faul, Erdfelder, Buchner, & 

Lang, 2009). Three parameters require including 1) the level of significance α = 0.05, 

2) the power of the statistical test (Power 1- β= 0.80) and 3) the effect size. Because 

there was limited study about these variables, the researcher will select medium effect 

size for this study (ES = 0.25). Based on G*power 3.1.9.2, sample size should be at 

115 HCC patients.  

 

 

3.3 Setting 

The research conducted at The Nuclear medicine and Oncology center in 

Bach Mai Hospital.  For the first comprehensive general hospital of Vietnam, Bach 

Mai Hospital established in 1911. With nearly 2000 beds, 2 Institutes, 8 Centers, 21 

Clinical departments, 6 Paraclinical departments, 9 Functional departments, 1 Nursing 

college school. Accordingly, The Nuclear medicine and Oncology center was a public 

center which had a 400 beds capacity for about 1500 inpatients per year, and it had an 

out-patient department that provided health check-ups and medical consultations in 

both oncology and general areas. With approximately 40 medical physicians, 80 

nurses and a number of administrative staff, the center provided treatment and caring 

for most common cancer and tumor diseases, such as liver cancer, lung cancer, breast 

cancer, thyroid cancer, colon cancer.  Daily healthcare services were provided by the 

oncologists and nurses from 7:30 a.m.- 4:30 p.m. at the inpatient departments. These 

services included patient examination, treatment and nursing care for cancer patients. 

The researcher collected data by herself from 11.00 am to 5.00 pm from Monday to 

Friday until the sample reached the target of the studied sample size. For each sample 

the researcher spent 30 to 40 minutes on interviewing and collected some data from 

their patients ’records. 
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3.4 Instruments  

The instruments used for data collection includesd 4 parts as follows: 

Part 1 Demographic and medical information  

The demographic part consisted of 10 items including name, age, weight, 

height, gender, occupation, level of education, marital status, payment method, 

income. The medical information part has 5 items including disease diagnosis, date of 

treatment, duration of illness, stage of disease, treatment method.  

 Part 2 Physical symptoms 

In this study, physical symptoms were measured by Cohen-Hoberman 

Inventory of Physical Symptoms scale (Cohen & Hoberman, 1983). The scale was 

translated into Vietnamese using back translation technique. This scale composed of 

33 items. Each item is rated for how much that problem bothered or distressed the 

individual during the past two weeks. Items are rated on a 5-point scale from "not at 

all" to "extremely". Total scores of physical symptoms from 0 to 132 and high scores 

indicate extremely of physical symptoms. Total scores divided to 4 groups: less than 

33 scores was not bothered, 33-66 was a little to be bothered, 67-99 scores was quite a 

bit bothered and higher 99 scores was extremely bothered. 

Part 3 Anxiety and depression  

Hopkins Symptom Checklist 25 (HSCL- 25) was measured anxiety and 

depression. The HSCL- 25 was originally designed by Parloff, Kelman, and Frank at 

Johns Hopkins University and developed by Rickels (Parloff et al. 1954). The scale 

was translated into Vietnamese using back translation technique. It consisted of 25 

items: part I of the HSCL-25 has 10 items for anxiety symptoms; part II had 15 items 

for depression symptoms. The scale for each question included four categories of 

response (“not at all”,” a little”, “quite a bit”, “extremely” rate 1 to 4, respectively). 

The scores of 2 parts were calculated: the total score was the average of all 25 items 

and the higher scores indicated higher symptoms. Individuals with average score 

greater than 1.75 were considered symptomatic. 

Part 4 Social support 

The Multidimensional Scale Perceived Social Support (MSPSS) (Zimet, 

Dahlem, Zimet, & Farley, 1998). This scale used to measurement perception of social 

support as it offered from special person, family and friends. The scale was translated 
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into Vietnamese using back translation technique. It composed of 12 items. The score 

of each item ranges from 1 to 7: (1) if you very strongly disagree, (2) if you strongly 

disagree, (3) if you mildly disagree, (4) if you were neutral, (5) if you mildly agree, (6) 

if you strongly agree, (7) if you very strongly agree. Total scores of social supports 

ranged from 12 to 84 with higher scores indicated better social support. The study of 

Somjaivong showed the Cronbach’α of SSQ was 0.81 in liver cancer patients 

(Somjaivong, 2011). 

Part 5 Problems and needs in palliative care 

The Problems and Needs in Palliative Care questionnaire-short version 

(PNPC-sv) was measured problems and needs in palliative care. It was developed by 

Osse, Bart H. P and colleges (2007) with 33 items. The scale was translated into 

Vietnamese using back translation technique. In this study, used eight dimensions of 

the PNPC-sv, addressing in total 33 topics: carrying out daily activities (3 terms), 

physical symptoms (12 terms), self-reliance (4 terms), social issues (5 terms), 

psychological issues (5 terms), spiritual issues (4 terms), financial issues (2 terms), 

and information needs (1 terms). For these 33 topics, patients could first indicate the 

degree to which they actually experience a problem (Yes/Sometimes/No), and second; 

their needs for professional support (Need more help than at present/current level of 

help is sufficient/No need). The higher scores were higher needs for more help. The 

PNPC-sv was a patient-centered tool that helped to explore the problems affecting the 

patient's quality of life and needed for care. The PNPC-sv appeared reliable of 

Cronbach's α > 0.70 (Osse et al., 2007). 

 

 

3.5 Validity and Reliability of Measurement 

 

3.5.1 Instrument Validity 

To use instrument in this research, all scales were verified by 3 experts 

include 1) oncology doctor, 2) oncology nurse, 3) oncology nursing instructors. The 

content validity was inspected with CVI of .90 and the linguistic changing was applied 

for clearly understanding. After verifying by experts, these scales were used with 30 

samples to assure their understanding of the contents. 
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3.5.2. Instrument Reliability 

Vietnamese versions of HSCL- 25, MSPSS, PNPC-sv and CHIPS were 

tested for internal consistency reliability before conducting the actual data collection. 

The questionnaires and scales were tried out on 30 HCC patients before using with 

115 patients at The Nuclear medicine and Oncology center in Bach Mai hospital. 

Then, the reliability was tested by Cronbach’s alpha method. The result showed that 

Cronbach’s alpha of 30 patients and 115 patients for each scale were MSPSS of 0.75 

and 0.88, HSCL- 25 of 0.90 and 0.98,  CHIPS of  0.89 and 0.94, and PNPC-sv of 0.91 

and 0.97. 

 

 

3.6 Data collection 

1) First of all the researcher submitted research proposals to obtain the 

ethical approval from institutional Review Board of Nursing Faculty Mahidol 

University and Vietnam National University.  

2) After getting the approval and receiving the permission for data 

collection, the researcher met the director of Bach Mai Hospital, the director of The 

Nuclear medicine and Oncology center and the head nurse of the center in order to 

explain the purpose for data collection. The head nurse introduced the researcher to the 

target population. 

 3) Then, the researcher approached potential patients to confirm their 

eligibility based on the inclusion and exclusion criteria. Patients were informed the 

purposes of the study and provided the consent forms. Patients gave time to decide 

their participation in the study.  

4) After the consent forms were signed, patients were asked to complete 

the questionnaires had 121 items which include: 1) demographic data questionnaire, 2) 

CHIPS scale, 3) Multidimensional Scale of Perceived Social Support, 4) The Problems 

and Needs in Palliative Care questionnaire-short version (PNPC-sv), 5) Hopkins 

Symptom Checklist 25 (HSCL- 25). Selecting patients after three days to seven days 

admitted hospital. The time used for complete this data collection is about 30-40 

minutes. Interviewing time was arranged from 11.00 am to 5.00 pm from Monday to 
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Friday to minimize the interruptions of patients’ treatment and caring which were 

mostly conducted between 7.30 am to 11.00 am. 

5) After finished questionnaire, researcher checked all data again for 

complete 

6) During interviewed or used questionnaire, all of the patients wanted to 

participant in this study and had not unstable condition for example severe pain, 

dyspnea and shortness of breath, unconsciousness or unstable vital sign. They could 

complete all 5 questionnaires.  

 

 

3.7 Protection of human rights 

This study was conducted based on the protection of human rights. The 

participants were asked to participate in the study. The researcher explained the 

purpose of the study, the research procedure, benefit, risks, types of questionnaire, 

length of time for completing questionnaire, and the right to refuse participation in the 

study anytime. The participants who agreed to participate were informed and assured 

that the data would be kept confidentially and would be reported only as a group data. 

Informed consent was signed by all participants. 

3.7.1 Submitting the research proposal to get approval from Mahidol 

University and started the data collection process after received approval from Ethical 

Committee of Research with Human Subjects of the hospital. 

3.7.2 The researcher introduced herself the participants, inform the patients 

about the research objective and all data collection process. The patients were 

informed that they had right to refuse to join in the research process. During anytime 

throughout the research process, patients had their own right to with draw from the 

research project at any time and would not influence their treatment or caring process. 

After patients clearly understood and agreed join in the research process, they were 

invited to sign their name in the consent form.   

 3.7.3 This research was not caused any risk to the patient’s physical 

health. The data collection process might take time about 30 - 45 minutes.  Although 

the patients did not get any benefit from this research but the results were benefited for 

other patients who had the same health care problem as the sample. 
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3.7.4 All contents were kept confidential, only the researcher and the 

research team were able to get access to the data. Any content related to data that was 

presented in the thesis or any publication was anonymous. In case of ones who with 

drawn themselves from the research, all data were deleted from the database and were 

not used as any part of the research. 

3.7.5 If the participants had further questions or require more explanation 

in regard to the research, they were informed to feel free to ask the researcher at any 

time throughout the research process. 

 

 

3.8 Data analysis  

1. Quantitative data were analyzed using computer programs . 

2. All data were analyzed using descriptive in terms of frequency, 

percentage, mean and standard deviation and range were used to describe general 

information and studied variables, including physical symptom, anxiety and 

depression, social support, problem and need in palliative care. 

3. The variables were tested for their normal distribution according to the 

assumption of the Pearson Product-Moment correlation coefficient. However, all 

studied variables did not show normal distribution so Spearman’s rho was employed to 

test correlation among the variables. 
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CHAPTER IV 

RESULTS 

 

 

The purpose of this research is to study the relationship between physical 

symptoms, anxiety and depression, and social support with needs in palliative care 

among HCC patients. 

The samples were 115 patients recruited from The Nuclear medicine and 

Oncology center in Bach Mai Hospital, Vietnam from August to October, 2016. Data 

were obtained by interviewing patients and from the patients’ records. The results 

gave as follow: 

1) General demographic of HCC patients. 

2) Medical information 

3) Physical symptoms, anxiety and depression, social support and needs in 

palliative care. 

4) The correlation between physical symptoms, anxiety and depression, 

social support and needs in palliative care among HCC patients. 

 

 

4.1 General demographic of HCC patients 

Table 4.1 showed demographic data of 115 samples. The majority of 

patients were male (74.8 %) and most of them were married (92.2%). The average age 

was 57.3 (SD = 11.29) and age range from 22 to 80 years (table 4.1). 

The education level was mainly in secondary school (34.8%) and high 

school (30.4%) while in primary school and two-year certificate levels were low (1.7% 

and 2.6%). The education level in college and bachelor degree was 13.9% and 16.5% 

(table 4.1).  

Most of the patients were retired (38.3%) and farmers (21.7%). They 

mostly lived in cities (42.6%) and rural areas (53.0%). Meanwhile the number of 

patients who lived in mountainous areas was very low – about 4.3%. The average 
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monthly income of patients’ was147.7 USD (SD = 95.26) and families’ was 304.2 

USD (SD= 190.70). All of patients had government insurance (100%) (table 4.1).  

The amount of the patient who were living with less than 3 people were 

74.8% while living with more than 4 people were 25.2% (table 4.1).  

 

Table 4.1.General demographic of HCC patients (n  =115) 

Characteristics Number (n  =136) Percentage (%) 

Gender   

Male 86 74.8 

Female 29 25.2 

Age )years(   

≤ 25 2 1.7 

26-45 14 12.2 

46- 70 88 76.5 

≥71 11 9.6 

Min :22   

Max :80   

Mean ± SD :57.38 ± 11.29   

Marries   

Married 106 92.2 

Single 2 1.7 

Separated 3 2.6 

Widowed 1 0.9 

Divorced 3 2.6 

Educational Level   

Primary school 2 1.7 

Secondary school 40 34.8 

High school 35 30.4 

Two-year certificate 3 2.6 

College 16 13.9 

Bachelor degree 19 16.5 
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Table 4.1 .General demographic of HCC patients  (n  =115) 

Characteristics Number (n  =136) Percentage (%) 

Occupation   

Farmer 25 21.7 

Home worker 6 5.2 

Professional 5 4.3 

Salesperson 11 9.6 

Industrial worker 6 5.2 

Retired 44 38.3 

Other job 16 13.9 

Location of residence   

City 49 42.6 

Rural 61 53.0 

Mountain 5 4.3 

Patient income (USD)   

0 to 100 USD 39 33.9 

101 to 300 USD 67 58.3 

≥ 301 USD 9 7.8 

Min :0 

Max :440.53 USD 

Mean ± SD :147.7 ± 95.26 

  

Family income (USD)   

0 to 100 USD 12 10.4 

101 to 300 USD 43 37.4 

 301 to 500 USD 51 44.3 

≥ 301 USD 9 7.8 

Min :8.81 

Max :1321.59 USD 

Mean ± SD:304.2 ± 190.7  

  

Insurance   

Yes 115 100.0 

No 0 0 

Number of people live together   

Min :0 

Max :7 

Mean ± SD:2.7 ± 1.4 

  

0 to 3 person 86 74.8 

≥ 4 people 29 25.2 
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4.2 Medical information 

The ratio of participants admitted in hospital less than one week was 

highest (35.7%). The proportion of patients who stayed from one to two weeks was a 

little less about 28.7% and those who stayed from two to four weeks were least 

(23.5%) (table 4.2). 

Of the patients enrolled, 33.9% were underweight, 52.2% were normal 

weight, 9.6% of patients were classified as overweight, and 4.3% were obese. Almost 

all participants had advanced stage of disease with stage4:80.9% and stage 3:17.4%) 

(table 4.2. 

There are three main treatment methods for all participants such as 

chemotherapy (23.5%), palliative treatment (33.9%) and combination (palliative and 

chemotherapy) (28.7%) (table 4.2). 

 

Table 4.2 :  Medical   information (n  =115) 

Information Number (n  =115) Percentage (%) 

Duration of treatment  )day(    

< 7 days 41 35.7 

8-14 days 33 28.7 

15-28 days 27 23.5 

>29 days 14 12.2 

Min :1 

Max :60 

Mean± SD:13.99± 12.24 

  

Weight (kg)   

 Min :40 

 Max :80 

 Mean ± SD :52.48 ± 7.21 

  

Height (cm)   

 Min :140 

 Max :180 

 Mean ± SD :162.26 ± 7.41 
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Table 4.2 :  Medical   information (n  =115) 

Information Number (n  =115) Percentage (%) 

BMI   

<18.5 39 33.9 

18.5-22.9 60 52.2 

23-24.9 11 9.6 

≥25 5 4.3 

 Min :14.51 

 Max :28.69 

Mean ± SD :19.94 ± 2.51 

  

Stage of disease   

Stage 1 1 0.9 

Stage 2 1 0.9 

 Stage 3 20 17.4 

Stage 4 93 80.9 

Treatment method   

Liver resection 1 0.9 

Chemoembolisation 

(TACE or TOCE) 
14 12.2 

Chemotherapy 27 23.5 

Radiotherapy 1 0.9 

Palliative treatment 39 33.9 

Combination                              

(Palliative and chemotherapy) 
33 28.7 
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4.3 Physical symptoms of samples 

The patients who were extremely bothered with physical symptoms were 

low (6.1%). The participants had a little bothered were 39.1% and quite a bit were 

40.9 %. The mean scores of physical symptoms were 64.11 ± 2.5.44. The participants 

who had not suffered from physical symptoms were 13.9% (table 4.3). 

 

Table 4.3 Physical symptoms of HCC patients  

Physical symptom Number Percentage 

< 33 16 13.9 

33 - 66 45 39.1 

67 - 99 47 40.9 

> 99 7 6.1 

Min :13 

Max :110 

Mean ± SD :64.11 ± 2.5.44 

  

 

        

4.4 Social support of samples 

 The result was mentioned in 3 subscale groups which had been expected: 

1) perceived support from family, 2) friends, and 3) a significant other. The mean and 

standard deviations of the three groups of MSPSS and total scale are presented in table 

4.4 The mean scores that was represented for family were 26.17 ± 3.10; friends 23.07 

± 5.84; significant other 10.03 ± 4.50. And the mean of total items in MSPSS were 

59.28 ± 10.08 (table 4.4). 

 

Table 4.4 Multidimensional scale of Perceived Social Support item and subscale mean 

and standard deviation 

MSPSS items Min Max Mean± SD 

Significant other (SO) 4.00 25.00 10.03±4.50 

Family (Fam) 17.00 28.00 26.17±3.10 

Friends (Fri) 4.00 28.00 23.07±5.84 

Total 2.00 78.00 59.28±10.08 
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4.5 Anxiety and depression of samples 

The percentage of samples that suffered from anxiety with considered 

symptomatic was 56.5%. The mean score of Anxiety was 2.15 ± 0.89. Besides, the 

results also showed that the proportion of patients had depression symptoms were 

quite high with 60.9%. The mean score of depression was 2.29 ± 0.89. 

Overall, the result showed that the percentage of patients who had anxiety 

and depression (56.5%) were higher than the non-symptomatic patients (43.5%). With 

the mean scores of anxiety and depression were 2.24 ± 0.88 (table 4.5). 

 

Table 4.5 Anxiety and depression of HCC patients 

Characteristics Number Percentage 

Anxiety   

< 1.75 non-symptomatic 50 43.5 

> 1.75 considered symptomatic 65 56.5 

Min   = 1.0 

Max   = 3.7 

Mean ± SD   = 2.15 ± 0.89 

  

Depression   

< 1.75 non-symptomatic 45 39.1 

> 1.75 considered symptomatic 70 60.9 

Min   = 1.13 

Max   = 3.73 

Mean ± SD   = 2.29 ± 0.89 

  

Anxiety and Depression   

< 1.75 non-symptomatic 50 43.5 

> 1.75 considered symptomatic 65 56.5 

Min   = 1.12 

Max   = 3.64 

Mean ± SD   = 2.24 ± 0.88 
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4.6 Problems and needs in palliative care of samples 

The patients’ major problems were physical symptoms (83.5%), following 

by psychological issues (65.2%) and daily activities (36.5%) (table 4.6). 

The needs in palliative care were mostly in physical symptoms (86.1%) 

and psychological issues (67.8%), following by daily activities (47.8%) (table 4.6). 

The highest level of problems was mild problems (46.1%), following 

moderate problems (27.8%) and lowest was high problems (26.1%) (table 4.7).  

The highest level of needs was mild needs (47.0%), following high needs 

(36.5%) and lowest was moderate needs (16.5%) (table 4.7) 

 

Table 4.6 Problems and needs among HCC patients by number and percentage 

Dimension 

Problems aspect Need for care aspect 

Yes 

(%) 

Some 

times 

(%) 

No 

(%) 

Yes, 

more 

(%) 

As 

Much 

As now 

(%) 

No 

(%) 

1 .Daily Activities 36.5 26.1 37.4 47.8 12.2 40.0 

2 .Physical symptoms 83.5 15.6 0.9 86.1 12.2 1.7 

3 .Autonomy 18.3 53.9 27.8 21.7 46.1 32.2 

4. Social issues 33.0 64.4 2.6 39.1 60.0 0.9 

5 .Psychological  

    issues 65.2 32.2 2.6 67.8 28.7 3.5 

6 .Spiritual issues 18.3 59.1 22.6 17.4 51.3 31.3 

7 .Financial problems 20.0 16.5 63.5 16.5 13.9 69.6 

8 .Need of 

information 33.0 30.4 36.5 32.2 14.8 53.0 
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Table 4.7 The level of the problems and needs among HCC patients  

Characteristics Number Percentage 

Problems in palliative care   

33 - 55 mild problems 53 46.1 

56 - 77 moderate problems 32 27.8 

78 - 99 high problems 30 26.1 

Min   = 1.0 

Max   = 3.0 

Mean ± SD   = 1.80 ± 0.83 

  

Needs in palliative care   

33 - 55 mild needs 54 47.0 

56 - 77 moderate needs 19 16.5 

78 - 99 high needs 42 36.5 

Min   = 1.0 

Max   = 3.0 

Mean ± SD   = 1.89 ± 0.91 

  

 

 

4.7 Correlation between Physical symptom, Anxiety and depression, 

Social support and Problems and needs in palliative care among HCC 

patients 

Before using Pearson’s Product Moment correlation, all of the variables 

was tested for their distribution. The result showed that there were not normal 

distribution. Therefore, Spearman’s rho was employed to test all variables’ correlation 

with problems and needs in palliative care. 

The result showed that physical symptoms were significant positive high 

correlate with problems and needs in palliative care at r = .775, p . =000; anxiety and 

depression had significantly high positive correlation with problems and needs in 

palliative care (r = .828, p . =000). Social support had significantly low negative 

correlation with problems and needs in palliative care (r = -.307, p . =000) (table 4.7).  
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Table 4.8 Correlation between Physical symptom, Anxiety and depression, Social 

support and Problems and needs in palliative care among HCC patients 

Variables 1 2 3 4 

1. Physical symptoms  1    

2. Anxiety and depression  .847** 1   

3. Social support  -.129 -.142 1  

4. Need in palliative care .775** .828** -.307** 1 

** p < 0.01 
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CHAPTER V 

DISCUSSION 

 

 

This descriptive research is to study the relationship between physical 

symptoms, anxiety-depression, social support and needs in palliative care among HCC 

patients. The study findings can be discussed based on the study objectives and 

hypotheses as follows:  

- General demographic and medical information 

- Problems and needs in palliative care among HCC patients 

-The correlation between physical symptoms, anxiety and depression, 

social support with needs in palliative care among HCC patients. 

 

 

5.1 General demographic and medical information 

This study included 115 in patients with HCC who were treated in The 

Nuclear medicine and Oncology in Bach Mai Hospital. During data collection, there 

were no adverse so that all participants throughout the study with no attrition. In this 

study, the findings revealed that the mean age of patients with HCC was 57.38 years 

(± 11.29), with ages ranging from 22 to 80 years old. It the same in one study was 

conducted in China (2013) has155 HCC patients showed average age of the 

participants was 53.25 (± 10.33; range 22 - 77) (Wenting et al., 2013). The number of 

people who were less than 45 years old and suffered HCC were 16 %. The proportion 

of male patients with HCC (74.8%) was much higher than females’ (25.2%). 

Therefore, the research results showed the rate of HCC in men was higher than in 

women and the incidence occurred among young people is quite high. It seemed to be 

the same as in study conducted by Bosch et al (2004) the rate of HCC in men were 

higher than women in 2-4 times, HCC usually founds for those who are at the age of 

between 35 and 65, when people were working the most effectively (Bosch et al., 
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2004). According to another research that was conducted by Greten et al. (2005), the 

HCC patients had the male to female ratio was 3.8: 1.  

The participants consisted of 115 patients with 92.2% were married and 

live with their family. Almost all of the patients in this study lived in cities and rural 

areas. The personal average income was 147.7 USD and the family average income 

was 304.2 USD. It seemed to be normal in Viet Nam. The number of patients who 

were from the mountainous areas was less than the number of patients from cities and 

rural areas because of the geographic distance, low education level as well as average 

income. All of the HCC patients had government insurance which helped them in 

paying for treatment fees. This thanked for the policy of Vietnam Government 

required all citizens had insurance. The more numbers of people who were living with 

HCC patients, the more spiritual and financial support they gave. 

The HCC patients often come to hospital to follow treatment schedule. 

Therefore, their length of stay in hospital which was less than one week was the 

highest (35.7%). However, the long time in hospital was pretty high (one to two weeks 

was 28.7%, two to four weeks were 23.5% and more than four weeks were 12.2%). 

This showed that the patients had many problems and needed much more support and 

medical care. 

More than half of the HCC patients in this study had normal weight 

(52.2%) and very little of them were overweight and obese. However, the thing that 

we needed to worry the most was the high number of patients who were underweight 

(33.9%). Remaining the nutrition and normal weight are very necessary for the 

effective treatment. 

Almost all the HCC patients were detected at late stages with stage 3: 

(17.4%) and stage 4 (80.9%). In another research conducted by Cahill and Braccia in 

2004, the researchers reported that the amount of HCC patients in late stages were 

particularly high about 80% of all the patients (Cahill & Braccia, 2004). As the result 

of it, the patients have to suffer from a lot of negative symptoms; for example: pain, 

weight loss, loss of appetite and jaundice. Moreover, they also have to underline the 

more serious syndromes like cirrhosis and portal hypertension. Therefore, in order to 

find out an effective treatment is extremely tough (Park et al., 2015). Being detected at 

the later stages leads to lack of opportunities for patients to receive effective treatment 
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methods. The curative treatments for early stage liver cancer mainly involve partial 

liver resection and liver transplantation. Regretfully, most patients were found in late 

stage without the opportunity for operation (Cheng et al., 2016). As a result of this, 

three treatment methods which were chemotherapy 23.5%, palliative treatment 33.9 % 

and combination treatment (palliative and chemotherapy) 28.7%. These treatment 

methods could help them reduce symptoms and improve quality of life. On the other 

hand, these treatment methods have their own side effects which can course some 

problems for patients. For example, chemotherapy can cause falling hair, nausea; 

vomiting and so on. Therefore, assess the problems and the needs to care for liver 

cancer patients are a really necessary. 

 

 

5.2 Needs in palliative care among HCC patients 

Palliative care is a needs which is necessary for cancer patients, especially 

for patients with HCC because The HCC patients have high malignant condition and 

suffered a lot symptoms.  Detection of primary liver cancer is a major event in the 

lives of patients and their families. Palliative care refers both physical factors and 

morale of patients and their families. 

When assessing the needs of palliative care for patients with liver cancer, 

the researchers used the questionnaire assess both problems and needs. The Problems 

and Needs in Palliative Care questionnaire-short version (PNPC-sv) developed by 

Osse, Bart H. P and colleges (2007) was used for assessed needs in palliative care 

among HCC patients in this study. This study showed the high prevalence of problems 

in carrying out daily activities was 36.5% and physical symptoms of 83.5% because  

HCC disease usually were detected in advanced stage. These problems could make 

more psychological problems (65.2%), social problems (33.0%) and financial 

problems (20.0%) even they have some financial support from the government for 

treatment process. However, they might spend more money for another thing and 

needed support and information form nurses or health personal (33.0%). In addition, 

physical and psychological problems could cause to lower self-reliance (18.3%). 

Beside, the spiritual problem was not high (18.3%). It can because most of Vietnamese 
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culture had not belief about god or ghost so spiritual belief and hope might not be high 

impacted to this group. 

According to these patient problems, the needs of HCC patients were high 

in physical symptoms (86.1%) and psychological symptoms (67.8%).  Several 

domains showed quite more problems such as carrying out daily activities (47.8%) and 

information needs (32.2%), social issues (39.1%), and self-reliance (21.7%) while 

spiritual issues (17.4%) and financial issues (16.5%) had quite low problem. These 

finding similar to a review from 94 articles of Harrison et al. (2009), the prevalence of 

unmet need was 57%. Incident of unmet need covered all aspects and at all time 

points. The patients needed more help in the domain of activities of daily living (1–

73%), physical (7–89%), psychological (12–85%), spiritual (14–51%), information 

(6–93%), and psychosocial (1–89%) (Harrison et al., 2009). When comparison to 

these previous studies, the needs in palliative care for HCC patients in Vietnamese 

patients were in high level in many aspects from the physical to the psychological. 

For the needs of physical symptoms and psychological symptoms, the 

study revealed that multidisciplinary health care team for treating HCC should include 

doctors, nurses, pharmacists, social workers, and a chaplain (Van Cleave et al., 1999).   

The specific symptoms might be controlling such as abdominal distention and ascites, 

hepatic encephalopathy, and pruritus with all supportive therapies. Besides, Opioids 

were used reduce abdominal pain. The patients with poor prognosis and family were 

supported for mental and the result showed high satisfaction with their care. This 

meant that the HCC patients really needed in palliative care because of the 105,000 

people who died yearly and 700,000 persons needed palliative care (Kalvach, 2004). 

While, cancer patients at least 20% needed specific palliative care in the last year of 

life (Gesundheit et al., 2005). 

The results in this study and other studies supported that HCC patients 

have a high problems and needs in palliative care. Palliative care is not only useful for 

patients but also for their families too. The good symptom managements and palliative 

care could increase the patient quality of life and improve the satisfaction of their 

families. 
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5.3. The relationship between physical symptoms, anxiety and 

depression, social support and needs in palliative care among HCC 

patients. 

The HCC patients are experiencing a number of burdens for example 

physical, psychological, social, spiritual, existential, medical, financial and social 

difficulties (Sun & Sarna, 2008). Consequently, symptom management is particularly 

important to support the functional status and quality of life (QOL) in HCC patients.  

The objective of the study was to investigate the relationships between 

physical symptoms, anxiety and depression, social support and needs in palliative care 

among HCC patients. This evidence is useful for nurse who can apply this knowledge 

for developing palliative care and improving effective clinical practice guideline 

program to HCC patients. Otherwhile, this knowledge can be used for the other 

researches in areas of HCC study. 

Results of this study were fulfilled the hypothesis that physical symptoms, 

anxiety and depression were positive correlate with problems and needs in palliative 

care. Social support had negative correlation with problems and needs in palliative 

care. These findings would partly contribute to the planning to promote palliative care 

for HCC patients. 

 

5.3.1. Physical symptoms 

In this study, the physical symptoms for HCC patients were measured 

using the Cohen-Hoberman Inventory of physical symptoms (CHIPS). It includes 33 

common physical symptoms. Each item is rated for how much that problem bothered 

or distressed the individual during the past two weeks (Cohen. S & Hoberman. H, 

1983). Result this research showed the proportion of patients affected by the physical 

symptoms was high. The ratio of participants having a little bothered was 39.1% and 

quite a bit was 40.9 %.  The mean scores of physical symptoms were 64.11 ± 2.544. 

The participants who were extremely bothered with physical symptoms were low 

(6.1%). The participants who had not suffered from physical symptoms were 13.9%.  

In a research amongst HCC patients in Taiwan, dull abdominal pain is considered as 

the most common symptom at about 75%. Furthermore, there are also other 
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considerable symptoms for example fatigue, anorexia, cachexia, vomiting, peripheral 

edema, ascites, and dyspnea (Lin, Wu, Tsai, Lin, Chen, & Hwang, 2004). 

Additionally, all of these symptoms create a syndrome that appears in HCC patients of 

80-90% of (Ramsey, Kernagis, Soulen, & Geschwind, 2002). 

The previous research had shown that HCC patients are often detected at 

later stages, and limited the effective treatments like transplantation or curative 

ablation. Meanwhile, they usually suffer from a lot of physical symptoms. In this 

study, physical symptoms were positively correlated with problems and needs in 

palliative care at r = .808, p = .000. It means that physical symptoms increased which 

leads to the higher need for palliative care. According symptom management theory, 

in order to improve the quality of palliative care, it’s necessary to manage symptoms 

perfectly well. Supportive care professionals are one of the most significant parts that 

combined with the skills of health care personal to deliver a quality symptom 

management. (Sun & Sarna, 2008). It is necessary for nurses to understand and 

conduct the clinical assessment and cope with cancer-related symptoms to provide 

patients a good outcome. (Sun & Sarna, 2008). Therefore, better physical symptoms 

management will help reduce the need in palliative care. 

 

5.3.2. Anxiety and depression  

In this study the percentage of samples that suffered from anxiety was 

56.5% with mean score of anxiety being 2.15 ± 0.89. Consequently, advanced cancer 

patients with stage 3 (17.4%) and stage 4 (80.9%) could cause anxiety and depression 

in common. Besides, the results also showed that the proportion of patients had 

depression symptoms were quite high with 60.9% with mean scores of depression 

were 2.29 ± 0.89. Overall, the result showed that the percentage of patients who had 

anxiety and depression (56.5%) were higher than the non-symptomatic patients 

(43.5%). With the mean scores of anxiety and depression were 2.24 ± 0.88. Because 

these HCC patients were in life-threatening stages, the result of these psychological 

problems were close to many studies reported up to 72.1% of patients as having 

anxiety (Tsai et al, 2006),  58% - 68.42% depressive symptoms and up to 38% as 

having major depression (Massie, 2004; Hong, & Tian, 2014) As a result, anxiety and 

depression were associated with poorer quality of life  (Williams & Dale, 2006). 
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Anxiety and depression had high positive correlation with problems and 

needs in palliative care (r = .886, p = .000). It means that anxiety and depression 

increased lead to needs in palliative care needs increase. Thus, care for the patient 

needed in the psychological problems like anxiety and depression were one important 

part of palliative care. For advance cancer, the patients with psychological problems 

should be guided by a palliative care approach focused on symptom reduction and 

pharmacotherapy, irrespective of whether the patient meets diagnostic criteria for 

major depression (Rosenstein, 2011). 

 

5.3.3 Social support  

The result was mentioned in three subscales and showed that patients who 

received support from family was the highest (26.17±3.10), the second was from 

friends (23.07±5.84) and from significant other was the lowest (10.03±4.50). The 

mean of total items in MSPSS were 59.28±10.08. HCC patients who were treated in 

oncology received social support at a good level. This study result was close to the 

stidy of Ege and Pamukkale University Hospitals and Denizli State Hospital reported 

that the total score in social support was higher with mean score 70.94±16.01.  While, 

the support from a special person subgroup score was 25±4.96, a family subgroup 

score was 24±5.43, and a friend subgroup score was 21±8.37 (Ogce, Ozkan, & 

Baltalarli, 2007). 

In this study , social support had low negative correlation with problems 

and needs in palliative care (r = -.219, p = .00). This means that an increase in level of 

social support lead to an reduce needs in palliative care. According to the study of 

Harrison et al. (2009), HCC patients needed so many support to deal with physical 

symptoms (86.1%) and psychological symptoms (67.8%). However, the prevalence of 

unmet need was still high (57%). Incident of unmet need covered all aspects and at all 

time points. The patients needed more help in the domain of activities of daily living 

(1–73%), physical (7–89%), psychological (12–85%), spiritual (14–51%), information 

(6–93%), and psychosocial (1–89%) (Harrison et al., 2009). When comparison to 

these previous studies, the needs for social support in palliative care for HCC patients 

in Vietnamese patients were in high level in many aspects from the physical to the 

psychological. 
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5.4 Conclusion 

In conclusion, it can be state that he results of this study complied with the 

concept of Symptom Management Theory. It means that when HCC patients were 

controlled symptoms and perceived good social support it leads to reduce problems 

and needs in palliative care so the unmet needs will decrease. Many factors that affect 

needs in palliative care were physical symptoms (r = .775, p < .01), anxiety and 

depression (r = .828, p < .01), and social support (r = -307, p < .01). Accordingly, to 

full support needs of the HCC patients in palliative care and improve palliative 

practice among HCC patients, nursing should take measures to control symptoms 

effectively and emotional support for patients and their families. Other factors that 

should be managed and control to decrease need in palliative care patients are physical 

symptoms, anxiety and depression. These measures would assist HCC patients have 

good palliative care. 
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CHAPTER VI 

CONCLUSION 

 

 

6.1 Conclusion of the study 

This was descriptive correlation research which aimed to study the 

relationship between physical symptoms, anxiety and depression, social support with 

needs in palliative care among HCC patients. The patients had ages ranging from 22 to 

80 in The Nuclear Medicine and Oncology Center from August to October, 2016. 

Symptom Management Theory was utilized as a framework in this study. The sample 

size in this study was calculated by using G*power version 3.1.9.2 program to 

determine the minimum number of participants needed for co-relational design. The 

sample calculation yielded 115 samples. The research setting was conducted in 

Oncology Center, Bach Mai Hospital. 

After study obtained approval from Institutional Review Board of Nursing 

faculty, Mahidol University and Institutional of Review Board of SMP, Vietnam 

National University, Hanoi, Vietnam. The researcher used 5 instruments: 1) The 

demographic data questionnaire, 2) Cohen-Hoberman Inventory of Physical 

Symptoms (CHIPS); 3) Hopkins Symptom Checklist 25 (HSCL- 25), 4) The Problems 

and Needs in Palliative Care questionnaire-short version (PNPC-sv), 5) The 

Multidimensional Scale Perceived Social Support (MSPSS) to collected data. 

All instruments were tested for their validity and reliability as clearly 

explained in chapter 3. Cronbach’s alpha coefficient of Scale Perceived Social Support 

(MSPSS) was 0.88; Cohen-Hoberman Inventory of Physical Symptoms (CHIPS) was 

0.94; Hopkins Symptom Checklist 25 (HSCL- 25) was 0.98, The Problems and Needs 

in Palliative Care questionnaire-short version (PNPC-sv) was 0.94. The 115 samples 

were selected according to the inclusion criteria. The researcher collected data by 

herself from 11.00 am to 5.00 pm from Mondays to Fridays until the sample reached 

the target of the studied sample size. For each sample, the researcher spent 30 to 40 

minutes on interviewing and collected some data from their patients’ records. During 
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the time of data collection, there was no adverse event among the samples. All 

samples recruited in the study remained throughout the study process with no attrition. 

Data analysis was conducted by using computer program. The statistics 

were used to describe general information and study variables, including physical 

symptoms, anxiety and depression, social support, and needs in palliative care. The 

assumption of Pearson’ Product Moment Correlation was tested and it was found that 

all variables were not in normal distribution. Accordingly, Spearman’s rho was used to 

examine correlation physical symptom, anxiety and depression, social support, and 

needs in palliative care among HCC patients. 

 

The findings are summarized as follows:  

1. As regards demographic characteristics of 115 HCC patients with the 

majority of patients were male (74.8 %). The average age was 57.3 (SD = 11.29) and 

age range from 22 to 80 years. The education level was mainly in secondary school 

(34.8%) and high school (30.4%). Most of the patients were retired (38.3%) and 

farmers (21.7%). They mostly lived in cities (42.6%) and rural areas (53.0%). The 

average monthly income of patient was147.7 USD (SD = 95.26) and family was 304.2 

USD (SD= 190.70). All of patients had government insurance (100%). The amount of 

the patient who were living with less than 3 people were 74.8% while living with more 

than 4 people were 25.2%.  

2. All patients were diagnosed as hepatocellular carcinoma and had 

advanced stage of disease (stage4: 80.9%, stage 3:17.4%). There are three main 

treatment methods for all participants: Chemotherapy (23.5%), Palliative treatment 

(33.9%) and Combination (28.7). Of the patients enrolled, there were two main level 

weights which underweight were 33.9%, normal weight was 52.2%. The ratio of 

participants in hospital less than one week was highest (35.7%). The proportion of 

patients who stayed from one to two weeks was a little less about 28.7% and those 

who stayed from two to four weeks were least (23.5%). 

3. The patients who were suffered physical symptoms with extremely 

bothered were low (6.1%), a little bothered were 39.1% and quite a bit was 40.9 %.  

The mean scores of physical symptoms were 64.11 ± 2.5.44. The participants who had 

not suffered from physical symptoms were 13.9%. 
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4. The result mentioned inthree subscales were perceived support from 

family, from friends, and from a significant other. The mean scores that was 

represented for family were 26.17±3.10; friends 23.07±5.84; significant other 

10.03±4.50. And the mean of total items in MSPSS were 59.28±10.08. 

5. The percentage of samples that suffered from anxiety with considered 

symptomatic was 56.5%. The mean scores of anxieties were 2.15 ± 0.89. Besides, the 

results also showed that the proportion of patients had depression symptoms were 

quite high with 60.9%. The mean scores of depressions were 2.29 ± 0.89. Overall, the 

result showed that the percentage of patients who had anxiety and depression (56.5%) 

were higher than the non-symptomatic patients (43.5%). With the mean scores of 

anxiety and depression were 2.24 ± 0.88. 

6. The prevalence of problems in carrying out daily activities was 36.5%, 

physical symptoms 83.5%, self-reliance 18.3%, social issues 33.0%, psychological 

issues 65.2%, spiritual issues 18.3%, financial issues 20.0%, and information needs 

33.0%. With these problems of patients, the proportion of being needed in carrying out 

daily activities was 47.8%, physical symptoms 86.1%, self-reliance 21.7%, social 

issues 39.1%, psychological issues 67.8%, spiritual issues 17.4%, financial issues 

16.5%, and information needs 32.2%.  

7. Physical symptoms were positive high correlate with problems and 

needs in palliative care at r = .808, p = .000; anxiety and depression had high positive 

correlation with problems and needs in palliative care (r = .886, p = .000). Social 

support had low negative correlation with problems and needs in palliative care (r = -

.219, p = .000).  

 

 

6.2 Recommendations 

 

 6.2.1 Implications for nursing practice 

1. Routine assessment should include CHIPS and HSCL-25 because this 

information could be used to predict the need of palliative care. If the symptoms can 

be managed properly, the needs will be reduced. Patient’s whose scores show that they 
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experience those symptoms or diseases have to be referred to the specialist nurses and 

health team for proper managements. 

2. The common symptoms like fatigue, nausea, vomiting, ascites, edema, 

jaundice, dyspnea, loss appetite, abdominal pain and weight loss must be meticulous 

managed to reduce symptom problems Moreover, nurses and health care team must 

response to the needs of HCC patients. 

 3. Develop guidelines to symptom managements and palliative care by 

using support from social network of patients. 

4. Training program using those instruments should be developed and uses 

for training to improve nurses’ competencies and health care team for symptom 

managements and palliative care. 

 

 6.2.2 Implications for further study 

 1. Multi settings research should be conducted to add more samples and 

more variety of settings in Vietnam. The results from the multisettings research can be 

used to test psychometric property of CHIPS, HSCL-25 and MSPSS. 

 2. Quasi experimental research should be conducted to test effectiveness 

of the training program to improve nurses’ competencies related to using those 

instruments to manage HCC patients. 

 3. The effectiveness of clinical practice guidelines can be evaluated by one 

group pre- test and post-test observational research.  
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APPENDIX A 

LIST OF THE EXPERTS 

 

 

1. Prof Dr. Mai Trong Khoa , MD, PhD 

Vice Director Bach Mai hospital. 

Director of the Medical nuclear and Oncology center in Bach Mai hospital 

2. Prof Dr. Truong Viet Dung, MD, PhD. 

Chairman of Independent Ethic Committee, Ministry of Health, Vietnam 

Dean of School of Medicine and Pharmacy, Vietnam National University,   Vietnam. 

3. Assoc. Prof Dr Tran Dinh Ha, MD, PhD. 

Vice director of the Medical nuclear and Oncology center in Bach Mai hospital. 

4. PhD Pham Cam Phuong, MD, PhD. 

Vice director of the Medical nuclear and Oncology center in Bach Mai hospital. 

5. BA. Phan Thi Thu Hue 

Head nursing of the Medical nuclear and Oncology center in Bach Mai hospital. 
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APPENDIX F 

PERMISSION FOR USING INSTRUMENTS 

 

 

 

hien le <lehien84bm@gmail.com> 

 

ตอบกลบั: Asking permission to use PNPC-SV 

2 thư 

 

Wallada Chanruangvanich <wallada.cha@mahidol.ac.th> 
08:13 28 tháng 

1, 2016 

Tới: "Myrra.Vernooij-Dassen@radboudumc.nl" <Myrra.Vernooij-

Dassen@radboudumc.nl> 

Cc: "lehien84bm@gmail.com" <lehien84bm@gmail.com> 

Dear Prof. Dr. M. Vernooij-Dassen, 

    Thank you very much for your kindness and information. Your questionnaires 

will be used worldwide especially in ASIAN. 

    Sincerely yours, 

  

Dr. Wallada Canaruangvanich. 

Faculty of Nursing , Mahidol University. 

Thailand 

 

จาก: Myrra.Vernooij-Dassen@radboudumc.nl [Myrra.Vernooij-

Dassen@radboudumc.nl] 

สง่: 27 มกราคม 2016 20:06 

ถงึ: Wallada Chanruangvanich 



Fac. of Grad. Studies, Mahidol Univ.                                                               M.N.S.(Adult Nursing) / 83 

สําเนาถงึ: osse.arentz@gmail.com 

เร ือ่ง: Re: Asking permission to use PNPC-SV 

Dear professor Chanruangvanich, 

 

Thank you for your interest in our questionnaire. You have permission to use the 

questionnaire and we would very much like to be informed about the results. You 

might be interested in the Indonesian results of Dr. Christantie Effendy. You can 

find her publications on internet (Pubmed). 

 

Best wishes, 

 

 

Myrra Vernooij 

  

Prof. Dr. M. Vernooij-Dassen 

Radboud University Nijmegen Medical Centre 

Scientific Institute for Quality of Healthcare 

PO Box 9101; 114 IQ healthcare 

6500 HB  NIJMEGEN 

Visiting address: Geert Grooteplein 21, Nijmegen 

Honorary visiting professor Gadjah Mada University Yogyakarta, Indonesia 

T  +3124-3616643 / +316-11079653 

E  Myrra.Vernooij-Dassen@radboudumc.nl 

 

 

Van: Wallada Chanruangvanich <wallada.cha@mahidol.ac.th> 

Datum: Monday 25 January 2016 04:07 

Aan: Myrra Vernooij-Dassen <myrra.vernooij-dassen@radboudumc.nl> 

Onderwerp: Asking permission to use PNPC-SV 

 

 Dear Prof. Dr. Myrra Vernooij Dassen, 
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My name is Wallada  Chanruangvanich. I am an instructor at the Faculty of 

Nursing, Mahidol university, Thailand. I am interested in the research of Problems 

experienced by the Informal caregivers of Cancer patients and Their Needs for 

support and a practical instrument to explore patients' needs in palliative care: the 

Problem and Need Care questionaire- short version developed by Dr. Bart H.P 

Osse. 

            I would like to ask permission to use"The Problems and Needs in Palliative 

Care questionnaire-short version (PNPC-sv) in my graduate student research. She 

is a Vietnamese nurse studying at Facculty of Nursing, Mahidol University. She 

will use PNPC-sv in the topic of "Factors related to needs in palliative care among 

Vietnamese patients with hepatocellular carcinoma".We would like to know if 

hepatocellular carcinoma patients  in Vietnam have problems like the others or 

not.  

  

So, I would to like to use your PNPC-sv questionnaire in Vietnamese 

patients as the results would be useful for her cancer patients and health care 

professionals in Vietnam. 

However your questionnaire would be translated in to Vietnamese language using 

back transition technique before using them and will be a new knowledge for the 

health care profession in the future. After we have a Conbrach Alfa of the PNPC-

sv questionnaire and the research result, I will send it to you later.  

  

I would greatly appreciate your assistance and look forward to hearing from you. 

  

Sincerely yours, 

  

Assist Prof. Dr. Wallada Chanruangvanich 

Faculty of Nursing , Mahidol University. 

Thailand 
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Het Radboudumc staat geregistreerd bij de Kamer van Koophandel in het 

handelsregister onder nummer 41055629. 

The Radboud university medical center is listed in the Commercial Register of the 

Chamber of Commerce under file number 41055629. 

 

 

hien le <lehien84bm@gmail.com> 08:30 28 tháng 1, 2016 

Tới: Wallada Chanruangvanich <wallada.cha@mahidol.ac.th> 

Thank you so much! 

 

Vào Thứ Năm, ngày 28 tháng 1 năm 2016, Wallada Chanruangvanich 

<wallada.cha@mahidol.ac.th> đã viết: 

[Ẩn văn bản trích dẫn] 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

hien le <lehien84bm@gmail.com> 
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Permission 

2 thư 

 

hien le <lehien84bm@gmail.com> 17:15 19 tháng 12, 2015 

Tới: KRICKELS@mail.med.upenn.edu 

Dear Professor Karl Rickels! 

My name is Le Thi Hien. I am master student in Adult nursing in Mahidol 

University, Thailand. I will conduct thesis about “Factors related to need in 

palliative care among patients with hepatocellular carcinoma”. I has done thesis 

under guiding my supervision Assistant profesor Dr. Wallada 

Chanruangvanich. After read your article I feel that your questionnaires are very 

suitable for my thesis. So, I am interested to use your questionnaires in my thesis 

regarding “Hopkins Symptom Checklist 25 (HSCL- 25)”. So, I want to use your 

questionnaires in my thesis. I would like to ask 

you that: 

- Would you please agree to accept me to use your questionnaires in my thesis? 

- Would you please agree to accept me to translate your questionnaires from 

English to Vietnamese and contrary? 

Thank you very much. I am looking forward to your answer 

 

 

Karl Rickels <krickels@mail.med.upenn.edu> 01:00 22 tháng 12, 2015 

Tới: hien le <lehien84bm@gmail.com> 

Approved for both 

Karl Rickels 
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APPENDIX G 

ADDITIONAL STATISTIC ANALYSIS 

 

 

Tests of Normality 

 Kolmogorov-Smirnova Shapiro-Wilk 

 Statistic df Sig. Statistic df Sig. 

SumPS .120 115 .000 .953 115 .000 

SumAD .176 115 .000 .874 115 .000 

SumSS .193 115 .000 .909 115 .000 

SumPC .148 115 .000 .900 115 .000 

a. Lilliefors Significance Correction 
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PLACE OF BIRTH Nghe An 

INSTITUTIONS ATTENDED Hanoi Medical University, 2003 – 2007  

Bachelor of Nursing  

Mahidol University, 2015-2016 

Master of Nursing Science (Adult Nursing) 

POSITION AND OFFICE  Nursing of The Nuclear medicine and Oncology 

Center, Bach Mai Hospital, Ha noi, Viet Nam  

EMPLOYMENT ADDRESS  No  .78 Giai Phong Street, Dong Da district, 

Hanoi, Vietnam  

Workplace telephone number) :84 (04.8693731 
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