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ABSTRACT

Lung cancer is the most common cancer in the world known as the leading cause of
cancer mortality in Vietnam. They have to deal with many symptoms and variety of treatment
modalities which disturbing their normal daily life leading to poor quality of life. The aim of this study
was to examine the factors associated with the quality of life among lung cancer patients in The Nuclear
Medicine and Oncology Centrer of Bachmai hospital in Hanoi, Vietnam. This was descriptive
correlational research conducted among 115 lung cancer patients. Data were collected from the patients’
hospital record and interview with the patients using Hamilton Anxiety Rating Scale (HAM-A),
Multidimensional Scale of Perceived Social Support, and the EORTC QLQ-LC30. Spearman‘s rho was
employed to test the relationship among all variables. The results showed that most of the patients were
male 74% and the average age was 58.9 (SD + 10.0). The majority of the patients lived in rural areas
(55.7%), they were farmers (34.8%) and retired (33.9%). More than half of the patients had been
hospitalized for less than 2 weeks (52%). The quality of life of the lung cancer patients were low with a
mean of 48.97 (£ 7.94). Lung function was significantly and positively correlated with the QOL (r =
.190, p < .05) while anxiety was significantly and negatively correlated with QOL (r = -.347, p < .05).
In conclusion, lung function and anxiety were significantly correlated with the QOL. Therefore, in order
to improve the QOL, it recommended that patients should be well managed their anxiety level to be
assessed and controlled during the follow up period. A continuous program for symptom management

along with anxiety management should be implemented to provide patients with comprehensive care.

KEY WORDS: QUALITY OF LIFE/ LUNG FUNCTION / ANXIETY / SOCIAL SUPPORT /
LUNG CANCER.
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CHAPTER |
INTRODUCTION

1.1 Background and significance of the study

According to Bennett & White, 2013, lung cancer was the most
common disease in the world and was associated with illness and estimation of
1.59 million deaths in 2012 (Stewart & Wild, 2014). Males were the most popular for
this disease with aboutl.2 million patients, making up 16.7% of the total. The rate of
age-standardized men who get lung cancer in Central and Eastern Europe is estimated
to be the highest, 53.5 per 100,000. Women was the greatest percentage in Northern
America (33.8) and Northern Europe (23.7) and the lowest rates (in both of men and
women) are in Western and Middle Africa (Stewart & Wild, 2014). Today, the rate of
patients with early detected lung cancer when it is not metastatic, who can live 5 years
or more, is 54%. Patients who were dignosis lung cancer at an early stage occupied
with only 15% so it remains the disease with a obscure prognosis. If the tumors are
metastatic, which means the tumors have spread to other parts of the their bodies and a
half of the paitents will die within a year after diagnisis while the rate of staying alive
in 5 years or more is only 4.0% (Howlader et al, 2016).

In Asia, the number of men who die of lung cancer is much bigger than
that of women in all countries. There are more than 40 men out of 100,000 population
in the Philippines, Singapore, and Korea who die of lung cancer, and the rate among
males in the United States is 49 per 100,000. It is observed that China and Taiwan
both have the same mortality rate among males, 37 per 100,000. The highest lung
cancer mortality rate in females is in Singapore (18 per 100,000), then in China and

Taiwan, each having the rate of 16 per 100,000 population (McDonald, Hertz, &
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Lowenthal, 2008). Today, in many Western countries, lung cancer rates have fallen,
but, on the contrary, the cases of lung cancer are forcasted to grow substantially in
Asian contries, especially among men (Soo et al., 2012). In 2014, lung cancer in Asia
is the leading killing cancer in males and the second in females. Above 50% of the
world's lung cancer cases (51,4%) occur in Asia (Ferlay et al., 2015)

Vietnam is known as a country with a high rate of lung cancer. The study
of Globocan (2012) described that about 1.8 million of new cases and the number of
patients die due to lung cancer was 1.6 million. As shown in MOH’s statistics, in
Vietnam in 2000, there were an approximately 6,905 patients of lung cancer, of which
62.5% were diagnosed at late stages. By 2013, over 20,000 people had been diagnosed
with lung cancer and up to 17,000 deaths were reported, increasing fourfolds over the
13 year period. This disease was the second source of cancer mortality after liver
cancer in both sexes in Vietnam till 2012 according to WHO. The ratio of people
suffering from lung cancer in males is normally higher than that in females with the
incidence rates in males of 51.4 per 100 000 compared to 12.2 per 100.000 in women.

Quality of life (QoL) among lung cancer patients has been proved to be
quite poor. According to Montazeri and college (2003), lung cancer patients'
functioning and global quality of life had declined. The explanation for this fact can be
that patients who underwent or are under treatment have to suffer many serious
problems due to various symptoms and disruptions, resulting from the disease itself
and the treatment process (Barwal et al., 2016). The limitation of self-care ability of
patients as well as the increasing level of dependency on others raises family burden
and also impacts them psychologically. Patients, naturally, would be afraid of the
uncertainty of the disease and therapy outcomes so they would be subjected to stress
and depression, which reduces their self-esteem thus consequently impacts negatively
their quality of life (Ma et al., 2014). Low QoL of lung cancer patients is normally
caused by pathology of tumor and unwanted post-therapy consequences. As known,
lung cancer was related to complicated symptoms such as pain, cough, having
breathing difficulties or bleeding from lung and anorexia (Cooley, 2000).



Fac. of Grad. Studies, Mahidol Univ. M.N.S.(Adult Nursing) / 3

The patients with serious symptoms of lung cancer had lower QoL (Gralla,
2004; Hermann & Looney, 2011). Accordingly, the severity of the disease mainly
causes growing limit of ability to do daily living tasks, so has negative effects on their
QoL. Also, treatment for lung cancer results in decreasing quality of life (QoL) and
limited lung function. Lower levels of pulmonary functional test worsens severity of
activity daily living deficit thus reduces QoL status of patients. These problematic facts
led them to poor quality of life (Bennett & White, 2013). The late treatment and poor
prognosis may lead to stress and depression and these frightened QoL of lung cancer
patients (Sprangers, Tempelaar, van den Heuvel, & de Haes, 2002). The issues of
psychological symptoms may influence on QoL of lung cancer patients and families
and can interfere the successful treatments. Anxiety and depression are psychological
issues that lung cancer patients often suffered. The estimation of advanced lung cancer
patients were approximately 50% with the most popular psychiatric disorder, and
11%- 35% of adjustment disorder. Moreover, there were 21.8% severe depression and
17.9% severe anxiety (Mehta & Roth 2015).The level of anxiety has a strong negative
relationships with QoL in lung cancer patients (Brown, Brodsky & Cataldo, 2014).
So, axiety and depression are factors which leave major influence on lung cancer
patients’ QoL.

In addition, social support is also a major factor leaving an impact on
patients’ quality of life. Most studies have used scales and questionnaires to measure
anxiety, social support and found that the variety of supports were correlated with QoL
(Luszczynska, Pawlowska, Cieslak, Knoll, & Scholz, 2013). The late stage of lung
cancer was diagnosed with severe symptoms and low self-efficacy are usually
observed. General symptoms of lung cancer are, for example, persistent cough,
breathing difficulties, haemoptysis, painful breathing, loss of weight, and tiredness.
(Simon, Juszozyk, & Smyth, 2012). These lead to the lung cancer patients’ need for
more social support from family and friends. Other studies found that the Palliative
Care Centre gives the lung cancer patients very good treatment as they feel much less
anxious and depression and it proves to be a more effective way of treatment than that
done at home that outpatients got. Therefore, social support has a strong relationship

with QoL of lung cancer patients.
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Despite advances in science and technology and certain improvements in
patients’ symptoms, lung cancer patients’ survival is still worrying in comparison with
other types of cancer. The patients have to deal with many serious symptoms and
variety of intensive treatment modalities, which disturbs their normal daily life and
functioning and therefore leads to poor quality of life. Accordingly, to provide quality
care to patients with lung cancer along with advanced medical treatment alone is
inadequate. There are, in fact, practical needs for comprehensive and holistic nursing
care as well as palliative care, which are believed to make great contribution to
bettering patients’” QoL. In Vietnam in general, and in Bachmai Hospital in particular,
although some basic and advanced training courses on palliative care for cancer
patients have been held, it has still received little attention among modern health care
professionals. Health care workers are said to often lack access to palliative care
medicines which are needed to treat pains and other symptoms and health caregivers
and palliative care program providers are not provided with sufficient palliative care
principles and practice. Indeed, quality of life assessment amongst these patients is an
issue of great interest as the patients with lung cancer are in need of supportive care,
including daily living tasks and psychological matters. Patients might benefit from
methods and measures specific to assessing QoL for palliative and end of life care. It
is also possible that palliative treatment cannot lengthen the patients’ survival, but it
can dramatically help limiting symptoms, which, to some extent, helps improving the
patients” QoL (Barwal et al., 2016).

As defined by Ferrans (1996) quality of life is a person's sense of general
health and happiness that is the result of contentment or discontentment with the parts
of life being essential for them (Ferrans, 1996). Since 1997, The World Health
Organization has recommended that several factors should be carefully examined
when QoL is mentioned. Such factors as the ability to think, make decisions and have
control in a person's everyday life, the physical and mental health of lung cancer
patients, living arrangements, social relationships between lung cancer and their

families, friends and other; and financial and economic situations (WHO, 1997). In
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this study, the first variable is lung function. This is an important symptom which
affects quality of life. Lung function parameters improved; yet the correlation between
lung function and health-related QoL (Lubbe et al., 2001). Besides, the other two
variables are anxiety and social support which are also supposed to have close relation
with quality of life among patients with lung cancer.

The research on QoL of lung cancer patients in Vietnam has still been rare
so far particularly those done by nursing professionals. Accordingly, there are limited
scientific evidences to provide good guidelines and practice in nursing service. The
fact has raised a question on what can be done to help the nurse and the patient
improving their QoL. Thus, it is the right and the high time to conduct studies
assessing QoL and the correlation between QoL with other influential factors to
discover the hidden characteristics. Afterwards, solutions and actions can be suggested
to all health care teams as well as medical units to further improve the QoL for lung
cancer patients. So, the researcher is interested in studying the relationship between
quality of life, social support, anxieties and lung functional test which affect clinical
results. The research results are expected to be used as nursing care to promote QoL of
patients treated in Bach Mai Hospital. Moreover, the results can be used to improve

quality of professional nursing care for patients with lung cancer.

1.2 Research questions
1.2.1 What is the quality of life among lung cancer patients?
1.2.2 Do the lung functional, anxiety, and social support, correlate with

quality of life for lung cancer patients?
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1.3 Objectives of the study

1. Studying the quality of life among lung cancer patients in The Nuclear
Medicine and Oncology Centre.

2. Studying the factors associated with quality of life among patients with

lung cancer.

1.4 Hypothesis
1.4.1 Lung function is positively correlated with QOL for lung cancer patients
1.4.2 Anxiety is negatively correlated with QOL for lung cancer patients.
1.4.3 Social support is positively correlated with quality of life for lung

cancer patients.

1.5Conceptual framework

In this study, the term and conceptual model of Health Related Quality of
Life Theory from Ferrans (1996) has been adopted. Ferrans’ model provided the
foundation for the development of a measurement tool to assess Quality of Life. This
model has four domains, namely, health and functioning, psychological/spiritual,
social and economic, and family developed basing on the three-steps of synthesis
process. All domain of health related QoL theory cover all aspects of study. There
independent variables in this study including lung function, social support and anxiety
are derived three main areas of QoL. According to Siegrist and Junge (1989), any
evaluation of quality of life ought to take account of three interrelated factors were
physical (e.g. disability, pain); psychological (e.g. mood, level of anxiety and
depression) and social (e.g. degree of isolation from the environment, opportunity to

perform social roles).
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As defined above, Quality of Life was a person's sense of well-being that
stems from satisfaction or dissatisfaction with the areas of life that are important to
him/her (Ferrans, 1996). Cancer and its treatment cause many complications with a
detrimental effect on quality of life and a significant influence on health-related
quality of life (HRQOL) in general (Johansson et al., 2008). Measurement of health-
related quality of life was first used in oncology. The measurement took the following
three dimensions into account for functional state of the patient together with general
and specific symptoms; psychological dimension and social aspects, such as family,
social support, economic status etc. Quality of life is an issue investigated by many
researchers, some of whom have done so during chemotherapy (Baczewska et al.,
2014), radiotherapy and other treatments, such bone marrow transplants (Andrykowski
et al., 2005). Others referred to quality of life in specific types of cancer (breast, lung,
prostate) (Lavdaniti, Tsitsis, & Chrysomallis, 2014). Patients with lung cancer have
suffered from many symptoms that influence activity daily living, almost patients
worry about illness, physical pain they also worry about the economic. For this study,
Quality of Life Theory has been chosen because this theory provides framework,
concepts and many variables to measure quality of life of patient.

There are three independent variables in this research including: Lung
function, Anxiety, Social support. These variables cover aspects in quality of life
theory. The relationship among independent variable and dependent variable is

illustrated in the following conceptual framework (Figure 1.1).
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Anxiety Quality of life

Social support

Figure 1.1: The research framework modified from Health Related Quality of Life
Theory (Ferrans, 1996)

1.6 Scope of the study

This study examines the factors associated with quality of life among
patients with lung cancer. They are 18 years old and above receiving treatment at the
Nuclear medicine and Oncology centre in Bach Mai Hospital, from August 2015 to
December 2016.

1.7 Expected outcomes and benefits

1. Nurses can use the knowledge to improve quality of life among
hospitalized patients.

2. Health care teams can use this knowledge to develop effective clinical
practice guidelines about QoL for the management of the anxiety, lung functional of
lung cancer patients before treatment.

3. This knowledge can be used for the researchers in the other areas of

lung cancer studies.
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1.8 Definition of terms

Lung function refers to how well a person is breathing. To assess lung
function in this study the researcher uses Forced Expiratory Volume in 1 second scale
[FEV1]) from respiratory investigation unit of Bach Mai Hospital. This instrument is
used effectively to evaluate air volume and airway obstruction that can associate with
quality of life among lung cancer patients (Sarna et al, 2004). When the pulmonary
function is tested with the FEV1 index as a percentage of the volume capacity. The
evaluation for airflow limitation with FEVV1 > 80% is mild obstruction, FEV1 of 50 -
79% is moderate obstruction, FEV1 of 30 - 49% is severe obstruction and FEV1 of <
30% is very severe obstruction. (GOLD, 2016).

Quality of life refers to a personal awareness of their life's position in the
context of their living the culture and value systems as the connection to their
objectives, prospects, standard and concern (WHO, 1997). In this study, the quality of
life which is the result from the person's physical health, psychological state, level of
independence, social relationships, personal beliefs and their relationship to the
environment prominent features (Ferrans, 1996). To measure quality of life for lung
cancer patients in this study, the researcher uses EORTC QLQ — C30 composed of
nine multi-item scales: one global QoL scale, five functioning scales (physical, role,
emotional, cognitive and social), and three symptom scales (fatigue, pain and
nausea/vomiting) All other items are scored on a 4-point categorical scale, ranging
from 1 (‘not at all’) to 4 (*very much’). All scales and single items are linearly
transformed to a 0-100 scale. For the five functioning scales and the global QoL scale,
a higher score represents a better functioning. The reliability of this scale was reported
by Mohen and colleges (2007) with the coefficient values of global QoL were 0.79.

Anxiety refers to the upsetting emotion, nervousness, apprehension or fear
and the challenging situation usually make people undergo those feeling (Rachman,
2004). In this study, anxiety symptom will be measured by The HAM-A scale made
by group Maier, Buller, Philipp & Heuser (Maier et al, 1988). This scale was
translated in to Vietnamese using back translation technique. Each item is scored on a
scale of 0 (not present) to 4(severe) with 0 = Not present, 1 = Mild, 2 = Moderate, 3 =
Severe, 4 = Very severe. A total score range of 0-56, where < 17 indicates mild

severity, 18-24 mild to moderate severity and 25-30 moderate to severe.
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Social support refers to the social interaction that one group of people
operation is assumed to give advantages to another group with guidance, tangible even
non-directive support. (Babare & Ainlay, 1983). To assess social support in this study,
the researcher used Multidimensional Scale of Perceived Social Support developed by
Zimet, Dahlem, Zimet & Farley (1988). That was translated into Vietnamese using
back translation technique and is composed of 12 items. The items are divided into
factor groups relating to the source of the social support, namely family (Fam), friends
(Fri) or significant other (SO). The score of each item is from 1 to 7 given the total

scores of social supports from 12 to 84 and higher scores indicate better social support.
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CHAPTER II
LITERATURE REVIEW

This chapter provides a literature review of factors in relation with quality
of life among lung cancer patients. The contents enhance the understanding of
phenomena of quality of life among patients with lung cancer based on health-related
quality of life theory as following four issues including the conclusion.
2.1 Problems among patients lung cancer
2.1.1 Incidence of lung cancer
2.1.2 Pathophysiology of lung cancer
2.1.3 Impact of lung cancer

2.2. Quality of life among patients with lung cancer
2.2.1 The concept of quality of life
2.2.2 QoL among patients with lung cancer

2.3. Health related QoL theory as a conceptual framework to explain

Quality of life among patients with lung cancer

2.3.1 Health related QoL theory

2.3.2 Health related QoL theory and the patients with lung
cancer

2.4. Factors associated with Quality of life among patients with lung
cancer

2.4.1 Lung function and its association with QOL among
patients with lung cancer.

2.4.2 Anxiety and its association with QOL among patients
with lung cancer

2.4.3 Social support and its association with QOL among
patients with lung cancer.

2.5 Conclusion
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2.1 Problems among patients lung cancer

2.1.1 Incidence of lung cancer

Lung cancer is the most popular cancer expanding worldwide and
has significantly increased morbidity (Bennett & White, 2013) and also led cause of
death throughout the world, estimated to be 1.59 million deaths in 2012 Stewart &
Wild, 2014). On global extent, this disease has been the most common among men
(1.2 million, 16.7% of the total) with the highest incidence rates in Central and Eastern
Europe (53.5 per 100,000). As for women, the highest estimated rates are in Northern
America (33.8%) and the lowest rates (in both of men and women) are in Western and
Middle Africa (Strewart & Wild, 2014). Today, lung cancer remains a disease with a
dismal prognosis. The survival rate, 5 years, for lung cancer is 54% when the tumor is
still in early stage however the diagnosed at an early stage is only 15% of cases. For
matastasis lung cancer, the survival rate is as low as 4% and over 50%of lung cancer
patientscan live only 1 year since the diagnosis (Howlader et al, 2016).

According to Globocal in 2012, lung cancer could be seen in men more
frequently (the incidence about 40/100000) compared with women (the incidence
about 21/100000). Especially, the trend of lung cancer have been increased quickly
(Vuong, Velasco, Lai & Busse, 2010). So, these affected to the economical society
like in Vietnam expensed 3,517 billion VND which composed of 73.9% (2,600 billion
VND) for the medicines cost and the medical services cost only (900 billion VND).
(Nguyen & Dinh, 2014).

Although there is no publication about the incidences of lung cancer of
patients in Nuclear Medicine and Oncology Center, Bach Mai hospital, on average,
about 5 lung cancer patients are received for treatment daily. Despite being one of the
top fatal cancers, the patients, in fact, receive no-difference nursing care from nursing
professionals. This is simply because of the lack of special attention in training
professionalised care givers for specific diseases.
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2.1.2 Pathophysiology of lung cancer

Human’s lungs described as two sponge-like organs lie in the chest cavity.
The right lung has three lobes while the left has 2 lobes. During the breathing process,
the air is inhaled into the mouth or the nose and then passes through bronchioles in the
trachea and then into the lungs. The main functions of the lungs are taking in oxygen
and passing carbon dioxide. During the respiration process, the lungs are protected by
a thin lining layer called the pleura which surround the lungs. This also helps the lungs
function harmonically in the chest wall. (York & Miller, 2005).

As stated, it is possible that lung cancers ignite in the cells spreading along
the bronchi and other parts of the lung such as the bronchioles or alveoli. Normally,
the disease starts as the pre-cancerous changes in the lung. It is the initial genetic
change in the lung cells to cause them as accelerated growth. These cells, which may
look quite unusual under a microscope, neither can be seen on an X-ray nor cause
symptoms (York & Miller, 2005). Over the period, the gene changes may take place
and compel, which causes the development to an actual carcinoma. As the cancer
grows, its cells may create chemicals which form the small blood vessels in the
neighboring area. The cancer cells which are nourished by these blood vessels, can
continue to develop and form a tumor that is of large enough size to be seen on
imaging tests such as X-rays. Unfortunately, these cancer cells separate from the
primitive tumor and intrude into other parts of the body so it is considered to be a fatal
disease due to its wide spreading even before being detected by a chest X-ray (Horn,
Eisenberg & Gius, 2014).

Lung cancer can divided into 2 main types, small cell and non-small cell
lung cancer (NSCLC). The details of these can be explained as follow; The majority of
lung cancers with around 90% are NSCLC which classifies into 3 basic subtypes
depend on sizes, shapes, and chemical make-up under a microscope. However, those
subtypes can be treated and predicted under the same approach. Also, as many as
about 30% of all cases belong to squamous cell carcinomas, which start in early
versions of squamous cells, flat cells lining inside the airways. This type of lung
cancer are closely connected to the habit of smoking and can be found close to the
bronchus in the middle lungs (Horn, Eisenberg & Gius, 2014).
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For the adenocarcinomas, there are found approximately 40% and usually
observed in people who either currently or formerly smoke, however, it is also
commonly encountered among non-smokers as well. Another feature of this specific
type is that it normally occurs among women and younger people. Adenocarcinoma
starts in outer parts of the lungs and tends to progress more slowly than other types of
lung cancer. Fortunately, this type of lung cancer has a good prognosis because it has
chance to be diagnosed before expanding to the other cells away from the lung (Horn
et al.2014). The final subtype of NSCLC, large cell (undifferentiated) carcinoma
makes up between 10% and 15%. Because of appearing in any part of the lung and
seemingly developed and invaded quickly, which may complicate to treatment
protocol. It is worth noting that large cell neuroendocrine carcinoma, a subtype of
large cell carcinoma, is an accelerated growth cancer and perform like small cell lung
cancer (Alberg, Brock, & Stuart, 2005).

Almost 15% of all lung cancers are small cell lung cancer (SCLC)
commonly found among smokers is also known as oat cell cancer, oat cell carcinoma,
and small cell undifferentiated carcinoma. SCLC normally begins in the bronchi close
to the middle of the chest, and it is likely to overspread in the early stage (Horn,
Eisenberg & Gius, 2014). As stated, a big number of carcinogens which are present in
tobacco smoke or in industrial pollutants are considered initiators for bronchial or
bronchiolar-alveolar epithelial cells (American Joint Committee on Cancer, 2010).
These carcinogens usually leave a widespread influence on the whole bronchial tree,
causing primary lesions within the same, exposed organ to occur frequently. Despite
independent occurrence of histological type, the frequency and timing regarding
cancer progression varies quite obviously in small cell lung carcinomas (SCLC), and
non-small cell lung carcinomas (NSCLC), which is originally rooted from bronchial or

alveolar epithelial cells (Horn, Eisenberg & Gius, 2014).
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2.1.3 Impact of lung cancer

Lung cancer leaves an extensive burden on persons by strongly influencing
their physical as well as psychological, social, economical and realistic aspects of life.
Lung cancer not only kills patients, but represents a huge burden on the health care
system with significant impact on human health as a matter of great concern to society
in Vietnam as well as in the world.

Also, the disease leaves a dramatic impact on individual patients either
physically or psychologically. A patient following a cancer treatment process suffers
decreasing overall QoL and HRQOL over the treatment periods due to either clinical
nature or treatment methods. Normally, the patients’ physical and psychological are
the ones to be most at risk. The patient has to endure the trouble physical symptoms of
respiration, fatigue, hearing loss, pain, and neuropathy. For psychological distress,
there are many causes conveying to depression, financial matters, and definitely
troubles in complying with the protocol, especially, fear of the recurrence cancer
(Vijayvergia, Shah, & Denlinger, 2015).

Also, lung cancer imposes a significant impact on the social and family’s
economic situation. In order to better the process of diagnosis and treatment of NSCL,
it is vital that research and innovations be hugely invested. For certain cases where it is
hardly possible to cure the patient, the cost for cancer care service can reach a
considerably high level (Graham & Leighl, 2014). In fact the costs of cancer
management, which keeps increasing has become a borderless issue. (Mariotto,
Yabroff, Shao, Feuer, & Brown, 2011). Long-lasting treatment periods and patients’
helplessness in both personal and occupational tasks create heavy economic loads for
themselves, their families as well as the society. The disease itself places a vast
impact and burden on health care system because of their high prevalence. Besides the
measurable expenses, there are various immeasurable costs due to loss of productivity
resulted from the treatment and care service for patients with lung cancer (Chang &
Rivera, 2013).
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2.2. Quality of life among patients with lung cancer

2.2.1 The concept of quality of life

Quality of life (QoL), generally can be understood as the well-being
condition of individuals and societies, therefore, the term covers various contexts such
as health care service, politics and employment. It is important to differentiate the
concept of QoL with that of health related QoL (HRQoL). When taking into
consideration the concept of HRQoL,it is vital that QoL and its relationship with
health be looked into and considered. In addition, QoL is often regarded the levels of
how a disease affects a patient individually. As defined by the University of Toronto's
Research Unit, QoL is ‘the degree to which a person enjoys the important possibilities
of his or her life". Their QoL model is based on such categories as "being",
"belonging”, and "becoming"; respectively who a person is, how a person is not
connected to his/her environment, and whether he/she reaches his/her personal

objectives, wishes, and ambitions.

2.2.2 Quality of life among patients with lung cancer

Many studies have concluded that lung cancer patients diagnosed with
advanced stage have poorer QoL with various symptoms such as loss of appetite,
pain, cough, dyspnea, fatigue, hemoptysis, and they definitely face high risk in life
(Buchanan, Milroy, Baker, Thompson, & Levack, 2009; Siegel et al., 2013). As far as
influencing aspects and factors are concerned, the list can be as brief as psychological,
physical, economic and social ones. People with lung cancer are proved to have the
highest or second highest level of sleep difficulties compared with other types of
cancers (Palesh et al., 2010). The lung cancer patients have to endure various
symptoms, which lead to low or very low level of QoL. Fatigue, loss of appetite,
breathing shortness and pains leave a dramatically negative impact on patients (lyer,
Taylor-Stokes, & Roughley, 2013).
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In summary, lung cancer patients’ QoL is considered to be poor compared
with other groups of patients. The disease itself, the treatment and the side effects from
treatment bring about extremely unpleasant signs and symptoms to patients (Ferlay et
al, 2015). As such, in order to better the patients’ QoL, the study is needed to explore
the related factors associated with QoL.

2.3. Health related QOL theory as a conceptual framework to explain

Quiality of life among patients with lung cancer

2.3.1 Health related QoL theory

The HRQoL theory from Ferrans (1996) is used in this study. There are
four domains which are health and functioning, psychological/spiritual, social and
economic, and family affected to quality of life. This conceptual model of QoL was
developed based on the three steps of synthesis process. The first step was a focus on
clarifying and defining the concept and meaning of quality of life. Ferrans defined
Quality of Life as a person's feeling of well-being that stems from satisfaction or
dissatisfaction with different aspects of life that are important to him/her (Ferrans,
1996). The QoL index used in this study was to measure QoL, taking into account the
various fields in life pointed out by experts, the subjective levels of satisfaction with
those fields, and the importance of them to the individual.

According to Ferrans (1996) the mentioned model included several
components under each of the four major aspects. First, Health and Functioning
encompasses helpfulness and usefulness to others, physical independence, ability to
perform family responsibilities, pain, energy (fatigue), leisure time activities, ability to
travel, sex life, health care, etc; Second, The perspective of psychological/spiritual
includes life satisfaction, common delight, personal objectives fulfillment and peaceful
mind. Third, Social and economic domain encompasses standard of living, financial
independence, home, job/unemployment, friend, and emotional support from others;

Finally, Family domain consists of family happiness, family health and children.
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2.3.2 Health related QOL theory and the patients with lung cancer

The quality of life studies among patients with lung cancer by Chambers
(2015) and Grant (2013) revealed that anxiety of patient, 49%, was increased; 41%
were depressed and 51% had high global distress. The patients, both male and female
had similar mean scores of distress levels which were remarkably lower for older one.
Distress levels did not vary significantly across categories of the other
sociodemographic variables. The overall mean score for quality of life as measured by
FACT-L was 99.6 with standard deviation = 21.6, higher mean scores for the elderly
but equal across other selected groups.

In addition, the quality of life study among lung cancer patients before and
after the third cycle of chemotherapy treatment showed the decreased physical
performance with the Karnofsky scale after treatment from 80 to 70 points. Moreover,
there were exacerbate symptom of weary, distasteful, nausea and vomiting,
constipation, alopecia and pain related to chemotherapy. However, the QOL and some
symptoms were improved such as dyspnea, hemoptysis and insomnia (Oliveira, 2013).
So, QOL was an essential indicator of survival in non-small cell lung cancer (Braun,
2011).

2.4. Factors associated with Quality of life among patients with lung

cancer

2.4.1 Lung function and its association with QoL among patients with

lung cancer

Regarding treatment process for lung cancer patients, it is said that the
results have reduced QoL and terribly affected lung functions (Lubbe, Krischke,
Dimeo, Forkel, & Petermann, 2001). In Ozturk and other coauthors’ study, the
outcome was the close association between dyspnea and the increasing level of
fatigue, pain, insomnia, and appetite loss. It contributes greatly to patients’ decreasing
quality of life (Ozturk, Sarihan, Ercan, & Karadag, 2009). In their study of Sarna and

his colleagues (2004) revealed that two thirds of the survivors reported at least one
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respiratory symptom; 25% reporting cough, 28% phlegm, 31% wheezing, and 39%
dyspnea. 21% said that their majority of time was spent in bed over the last 12 months
due to the problems related to their respiration system. Based on spirometry results,
36% of the respondents had a moderate or severe obstructive and/or restrictive
ventilator disorder (Sarna et al., 2004).

Survivors exposed to second-hand smokers (28%) were more than three
times as likely to report respiratory symptoms. Sarna also stated that respiratory
symptom burden contributed to diminished QoL in several domains (Sarna et al.,
2004). Most of these patients said they suffered from respiratory symptoms, more than
30% reported dyspnea and one fifth with seriously diminished lung function. Sarna
also claimed that it is the symptom burden, rather than ventilator impairment, led to
lower QoL (Sarna et al., 2004). Dyspnea is a common symptom of lung cancer that
can impact patients’ well-being status either physically, socially, or psychologically.
Patients with high dyspnea scores were proved to have lower QoL. Dyspnea in men
was worse than that in women, and the elderly were more likely to report more severe
dyspnea than the younger (Smith, Hann, Ahles, Furstenberg & Mitchell, 2001).

For measuring lung function, Forced Expiratory Volume in 1 second scale
(FEV1) and patients’ data from respiratory investigation unit of Bach Mai Hospital
were used. This instrument is used to evaluate air volume and airway obstruction that
can associate with quality of life among lung cancer patients (Sarna et al, 2004). The
evaluation for airflow limitation with FEV1 > 80% is mild obstruction, FEV1 of 50 -
79% is moderate obstruction, FEV1 of 30 - 49% is severe obstruction and FEV1 of <
30% is very severe obstruction. (GOLD, 2016).

2.4.2 Anxiety and its association with QoL among patients with lung
cancer

The findings from the study of Dean and the others in the year 2013
demonstrated that a big number of lung cancer patients suffered from sleep disorder
throughout their treatment process and there was a close association between these
sleep disturbances and lung cancer symptoms, which also led to other psychological
problems such as anxiety or depression (Dean et al., 2013). In a multivariate analysis

with global QoL as the dependent variable, depression was a significant factor, which
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is at four out of five assessments, whereas coping capacity, anxiety, performance
status, pain, and social support entered the model at one or two assessments. There are
remarkably negative relationships emerged between QoL and anxiety, depression and
lung cancer (Brown Johnson, Brodsky, & Cataldo, 2014).

Various studies also support the statement that patients with lung cancer
have always experienced anxiety since the beginning of the diagnosis. Almost all of
them felt that their future was really unguaranteed and somehow hopeless (Horn L,
Eisenberg R, Gius D, et al, 2008). Such types of the treatment for the disease as
radiation therapy, chemotherapy or combination of both make the patients anxious and
stressed. Moreover, the expectation of the family anxiety was associated with
decreased quality of life (Arrieta et al., 2013). In brief, the feeling of anxiety is truly a

factor which is closely associated with quality of life among patients with lung cancer.

2.4.3 Social support and its association with QoL among lung cancer
patients

The assistance which Vietnamese patients in general and those of lung
cancer in particular received from the society was at a moderate level with mean equal
66.38 + 8.45. The relationship between social support and QoL can still be observed
and the variables definitely depend on the sources and kinds of support delivered to
the patients. It is also true that proper and prompt interventions should be absolutely
useful in initiating and reactivating as well as maintaining different sources of social
support from medical professionals. Accordingly, these actions possibly booster better
emotional, functional, and physical conditions among patients of lung cancer
(Luszczynska, Pawlowska, Cieslak, Knoll, & Scholz, 2013). As stated, significant
relations between support from medical workers and QoL were observed more
frequently of 67%, compared with support from families and friends (53%). The
evident statistics were found for the associations between support the patients
perceived and received from family and friends and emotional aspects of QoL
(Luszczynska et al., 2013).
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2.5 Conclusion

Patients with lung cancer have to deal with alterations in physical
functions, many unpleasant symptoms from the progression of disease as well as from
the treatment. With these chronic conditions and prolonged treatment modalities,
patients always experience physical, psychological as well as socioeconomic problems
causing their poor quality of life. In this regard, patients as well as their families are
suffering and require assistance from nurses, health care professionals who work very
close to them.

The previous research supported that many factors were related to quality
of life of patients with lung cancer. According to intensive literature review, these
factors can be divided into 3 main groups; physical factor, social factor and emotional
factor. Physical factor refers to patients’ lung function, social factor refer to social
support, while emotional factor refer to patients’ level of anxiety. Accordingly, the
researcher would like to explore whether these aforementioned factors are related with
quality of life in patients with lung cancer or not. Findings from this study will provide
scientific evidences to support the patients care standard in the Nuclear medicine and
oncology center of Bach Mai hospital. It can help improve patients’ quality of life so
that patients who have lung cancer can live happily with their catastrophic condition.

Moreover, it will reflect the atmosphere of patient centered care.
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CHAPTER I
METHODOLOGY

3.1 Research design:

The study was descriptive correlational research in order to study
thefactors associated with quality of life among patients with lung cancer in The

Nuclear medicine and Oncology in Bach Mai hospital.

3.2 Population and sample of the study

3.2.1 The population of this study
The population of this study included adult patients with the age of 18 or
older diagnosed lung cancer admitted to the nuclear medicine and oncology center,

Bach Mai Hospital.

3.2.1 Sample size:

The researcher was test the relationship among anxiety, social support,
lung function and quality of life. Four parameters require including 1) the level
of significance a= 0.05, 2) the power of the statistical test (Power 1- f= 0.8), 3), There
was three independence variables in this study and 4) effect size for this study
(£=.099). 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 (Faul, Erdfelder, Buchner, & Lang, 2009). Based on G*power,

sample size should be at 115 lung cancer patients.
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3.2.3 Criteria of the sample

Sample was selected form the population according to the following

criteria:

The inclusion criteria were as follow:

1) Age of 18 or older diagnosed lung cancer.

2) Able to verbally communicate with the researcher in Vietnamese
language.

3) The patients already know that they were diagnosed of CA lung.

The exclusion criteria was as follow:

1) A physical or mental condition such as poor condition during the
interview such as severe pain more than eight scores, dyspnea and shortness of breath,
unconsciousness impeding the use of a Questionnaire.

2) Patients with end of life stage such as severe breathing difficulties,
coma, or the patient to support breathing machine.

3) Incomplete fill out questionnaire

Termination criteria:

1)Had poor condition during the interview such as severe pain more than
eight scores, dyspnea and shortness of breath, unconsciousness.

2)The patients in the final stages with severe signs, the patient could not
was interviewed as severe breathing difficulties, coma, or the patient to support

breathing machine.

3.3 Setting

The research was conducted at the Nuclear Medicine and Oncology center
in Bach Mai Hospital from August to December 2016. Follow the inclusion criteria,
participants with lung cancer were treated in the center, 200 beds capacity serving for
about 800 inpatients and also for about 800 out patients at the inpatients department.
Healthcare services were performed by the oncologists and nurses’ daily from 7:30 in
the morning to 4:30 in the afternoon. Since 7:30am to 10:30 am both of patients and
the medical staff was busy. So, the researcher collected data everyday, 10.30 AM —

4.30 PM. The interview was conducted in ward.
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3.4 Instruments

The instruments used for data collection included five parts as follows:

Part I: Characteristics of the individual (Appendix 1)

The researcher developed the demographic questionnaire to get data of the
patients, illness history and previous treatment information by herself. The
demographic questionnaire to get data of the patients had 12 items consisted of age,
gender, weight,height, BMI, Province, Occupation, Marital status, Level of education,
Income, Payment method for your treatment, Health Insurance. The questionnaire part
illness history and previous treatment had 14 items including the name of hospital
before to Bach Mai hospital, admitted date, diagnosis, history of illness, length of stay
in the hospital (this admit time), history of family, complication from their illness, co-
morbidity, risk and safety problem in caring these patients, rick factor, whether the
patient had knowledge about their illness, What kind of support the patient need from
the nurse, State of disease, Treatment method.

Part 2: Hamilton Anxiety Rating Scale (HAM-A) (Appendix 2)

Anxiety symptom was assessed by The HAM-A scale made by group
Maier, Buller, Philipp & Heuser (Maier et al, 1988). This scale was one of the first
ranking scales developed to evaluate the severity of anxiety symptoms, and was still
widely used today in both clinical and research settings. There were 14 items, this
scale was translated in to Vietnamese by English teacher and discuss by 5 expert:
Each item was marked on a scale of 0 (not present) to 4 (severe) with 0 = Not present,
1 = Mild, 2 = Moderate, 3 = Severe, 4 = Very severe. A total score range of 0-56,
where <17 indicates mild severity, 18-24 mild to moderate severity and 25-30
moderate to severe. This scale reported reliability coefficients with Cronbach’s alpha
was 0=0.86 (Chambers et al, 2015).

Part 3: Multidimensional Scale of Perceived Social Support (Appendix 3)

To assess social support the researcher used Multidimensional Scale of
Perceived Social Support developed by Zimet and colleges (1988). That was translated
into Vietnamese by English teacher. It is composed of 12 items. They divided the
items into groups of factors relating to the source of the social support, namely family
(Fam), friends (Fri) or significant other (SO). The score of each item was from 1 to 7

((1) if you Very strongly disagree, (2) if you strongly disagree, (3) if you mildly
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disagree, (4) if you are neutral, (5) if you mildly agree, (6) if you strongly agree, (7) if
you very strongly agree. Total scores of social support from 12 to 84 and high scores
show better social support.

Part 4: The EORTC QLQ — LC30 (Appendix 4)

To measure quality of life for lung cancer patients the researcher used
versions EORTC QLQ — LC30.

The QLQ-C30 is a 30-question questionnaire. Those 30 questions was
distributed in different scales. They are:

- five scales of functionality which represent the domains of the QLRH
(physical function, cognitive function, emotional function, social function and role
performance);

- three scales of symptoms (tiredness, pain, nausea and vomiting);

- six more items evaluating symptoms normally associated with cancer
patients (dyspnea, lack of appetite, insomnia, constipation and diarrhea);

- a scale for global quality of life and health, and a scale for evaluating the
financial impact of the treatment and of the disease.

All other items was marked on a categorical scale which has 4 points,
ranging from 1 (not at all) to 4 (very much). All scales and single items was linearly
transformed to a 0—100 scale. For the five functioning scales and the global QOL
scale, a higher score represents a better functioning. The reliability of this scale was
reported by Mohan (2007) with the coefficient values were global OL 0.79.

The lung cancer-specific used module (LC30) of European Organization
for this study. This scale including 30 items with score range from 1 (‘not at all’) to 4
(‘very much’) 4. Total scores ranged from 30 to 120 scores. High scores it meant low
quality of life.

Part 5: Lung function test (Appendix 5)

To assess lung function, the researcher used The Forced Expiratory
Volume in 1 second [FEV1]) instrument. This scale was easily and most often used
index for evaluating airway obstruction, bronchoconstriction or bronchodilation. It is
automatically added up during spirometry or pulmonary function testing. With FEV1
> 80% of predicted is mild obstruction; FEV1 50 -79% of predicted is moderate
obstruction; FEV1 30 - 49% of predicted is severe obstruction; FEV1 < 30% of
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predicted very severe obstruction. FEV1 shown as a percentage of the VC is the

standard index for evaluating and quantifying airflow limitation (GOLD, 2016).

3.5 Instrument Reliability and Validity

3.5.1 Instrument Reliability

The HAM-A scale will be interviewed for anxiety symptom with 30 lung
cancer patients, who had the qualifications like the samples, and then the scores are
analyzed for reliability using Cronbach’s alpha coefficient.

The Multidimensional Scale of Perceived Social Support, will be
interviewed for measurement social support with 30 lung cancer patients, who had the
qualifications like the samples, and then the scores are analyzed for reliability and
Cronbach’s alpha coefficient

The versions EORTC QLQ — LC30 will be interviewed for QOL with 30
lung cancer patients, who had the qualifications like the samples, and then the scores
are analyzed for reliability and Cronbach’s alpha coefficient Test lung function was
test for lung function with lung cancer patients.

The questionnaires and scale test will be interviewed out on 30 lung cancer
patients at The Nuclear Medicine and Oncology Center in Bach Mai hospital. Then,
the reliability is tested by Cronbach’s alpha method.

Table 3.1 Reliability of scales (n= 30 and n=115)

Scale N of Items Cronbach's Cronbach's
Alpha (n=30) Alpha (n=115)

Social support 12 .867 .890

Anxiety 14 .800 .864

Quality of life 30 952 925

3.5.2 Instrument Validity
All of instrument were translated by two English teacher and discussed by

5 clinical experts.



Fac. of Grad. Studies, Mahidol Univ. M.N.S.(Adult Nursing) / 27

Hamilton Anxiety Rating Scale (HAM-A), Multidimensional Scale of
Perceived Social Support, EORTC QLQ — LC30 and test lung function. Their content
validity was inspected and suggestions were made. Linguistic changes were made to
them. These scales were translated into Vietnamese before being tested on 30 samples
to assure their understanding of the contents.Other device tools such as weight scale,
BMI, height have been routinely calibrated and inspected by the manufacturers for a

quality assurance and calibrated before each application.

3.6 Data collection

1) Preparation research assistant

A Research assistant in this project was two year experienced nurse in the
Nuclear Medicine and Oncology Center in Bach Mai Hospital. Researcher had trained
her about objective and details of project focusing on her role for approach voluntary
subject, how to include and exclude by inclusion and exclusion criteria, describing to
participant with simple words for understanding also process of signing consent form.

2) Then, the researcher assistant self-introduced, made a relationship with
the patients and gave the information about the objectives. For the confusion patients,
the researcher assistant made a relationship with patients about the objective of study,
data collection procedure, asked for the research cooperation, and introduced the
researcher to the patients. After research assistant introduced researcher to voluntary
subjects. To collect data, researcher met the patient at his/her bed, introduce herself,
and establish a relationship with the patient also verbally explain the objective of
study, data collection procedure, participant’s role and rights. In addition, the
researcher asked patients to sign consent form. The patients were volunteer in the
study.

3) The researcher organized private room to interview the patients and did
questionnaire by themselves. Then, researcher used five questionnaires for data
collection. Questionnaires were 1) Demographic data questionnaire with 20 questions,
2) Lung function test, 3) Hamilton Anxiety Rating Scale (HAM-A) with 14 items, 4)
Multidimensional Scale of Perceived Social Support with 12 items, 5). EORTC QLQ-
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C30 with 30 questions. The time for completing five questionnaire was about 30-45
minutes.

4) During interviewed or used questionnaire, if patients did not want to
participate in this study they could stop in any conditions. The patients got the same

standard care after withdraw from the study. There were no any effect for caring.

3.7 Protection of human rights

This study was conducted base on the protection human rights. The
participants were asked to participate in this study by volunteer. The researcher
explained the purpose of the study, the research procedure, benefit, risks, types of
questionnaire, length of time for completing questionnaire, and right to refuse
participation in 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. During
interviewed or used questionnaire, if patients did not want to participate in this study
they could stop in any conditions. The patients would got the same standard care after
withdraw from the study. There were no any effects for caring. If the patients had
unstable conditions for example dyspnea, the researcher would stop to interview. The
researcher would immediately contact with doctors who had response to take care the
patients. The researcher would take care until patients already stable. The data from
withdraw or termination would be exclude. The participants data would be keep in
confidentially by using code. If relevant information arised about benefits and risks of
the research project, the researcher would inform the participant immediately and

without concealment.

3.8 Data analysis

-The data was analyzed by using computer program. The significant level
of statistic test is set up at a = .05.

- Frequency, percentage, mean and standard deviation were used to

describe the general characteristics and medical data of the samples.
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- The descriptive statistics in terms of frequency, percentage, mean,
standard deviation, and range were used to describe study variables, including lung
function, anxiety, social supports and quality of life in patients with lung cancer.

- Before using Pearson’s Product Moment correlation, the assumption was
tested. All variables were assessed for their normal distribution. The results showed
that all variables were not in the form of normal distribution. So, Spearman’s rho
correlation was used to examine association between lung function, anxiety, social

supports and quality of life in patients with lung cancer.
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CHAPTER IV
RESULT

This descriptive correlational study was conducted to examine the
relationship between lung function, anxiety and social support with Quality of life
among lung cancer patients who aged 18 — 85 years old in The Nuclear Medicine and
Oncology Centre at Bach Mai hospital from August to October, 2016. The findings
were presented in descriptive statistic as follows:

1. The characteristic individual of lung cancer patients.

2. The clinical information of lung cancer patients

3. The correlation between the lung functional, anxiety, and social support,

correlate with quality of life for lung cancer patients

4.1. The characteristic individual of lung cancer patients

The sample includes 115 patients with lung cancer. It can be seen from the
Table 4.1 the findings illustrated that the percentage of males (73%) was more females
(26%). The age of patients with lung cancer ranged from 18 to 85 years. Most of the
patients lived in rural (55.79%) and only 1.7% lived in the Mountain region. The
highest percentage of patients who were married with 90.4%. The educational level at
secondary made up the greatest proportion (34.8%). The occupation of patients were
common in famer and retired with 34.8% and 33.9%, respectively. The majority of
them (99.1%) had governmental insurance while the rest did not have any kind of

insurance and had to pay for the treatment expense by themselves (table 4.1).
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Table 4.1: The characteristic of lung cancer patients (n = 115)

Characteristics Number Percentage
Gender

Male 84 73.0
Female 31 26.0

Age (years)

18-35 years 1 0.9

36-59 years 56 48.7
Above 60 58 50.4

Mean+SD =589 +10.0 (31-85)
Weight (kg)

Mean +SD =534 +£7.7 (31-75)
Height (m)

Min = 145
Max = 175
Mean £ SD=1614+6.7

Location of resident

City 49 42.6
Rural 64 55.7
Mountain 2 1.7

Marital status

Married 104 90.4
Single 1 0.9
Divorce 3 2.6
Separated 7 6.1
Others 0 0.0
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Table 4.1: The characteristic of lung cancer patients (n = 115) (cont.)

Characteristics Number Percentage

Educational Level

Primary 10 8.7
Secondary 40 34.8
high school 29 25.2
2 years certificate 14 12.2
College 8 6.9
Bachelor 13 11.3
Others 1 0.9
Occupation

Professional 3 2.6
Worker 12 10.4
home worker 1 0.9
Famer 40 34.8
Salesperson 12 10.4
Retire 39 33.9
Other 8 7.2
Income / month

No income 11 9.6
1-100 USD 29 25.2
101-200 USD 43 37.4
200 USD 32 27.8

Min = 0, Max = 442.48, Mean + SD = 6.9 + 100.66
Income F month

No income 0 0
1-100 USD 6 5.2

101-200 USD 19 16.5
>200 USD 90 78.3

Insurance

Yes 114 99.1

No 1 0.9
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4.2 The clinical information of lung cancer patients

It can be clearly that most lung cancer patients had the length of staying at
hospital with less than 2 weeks occupied with the largest percentage 52.2% while
those with more than 4 weeks made up the lowest 9.5%. Lung cancer patients at 4
stage was highest percentage (33%). The risk factor for lung cancer was majority
smoking with 40.9%. There were 34.8% who patients with lung cancer had treatment
method by chemotherapy and radiation. All patients have comorbidity, Hypertension
disease made up first with 18.3%, Asthma 5.2%, Tuberculosis 2.6%, COPD 2.6 %.

Table 4.2: The clinical information of lung cancer patients (n=115)

Characteristics Number Percentage

Length of stay in the hospital

Less than 2 weeks 60 52.2
2- 3 weeks 24 20.9
3- 4 weeks 11 9.5
Upper 4 weeks 20 17.4

Stage of disease

Stage 1 10 8.7
Stage 2 32 27.8
Stage 3 38 33.0
Stage 4 35 30.5
Comorbidity

Asthma 6 5.2
Tuberculosis 3 2.6
COPD 3 2.6
Hypertension 21 18.3
Diabetic 2 1.7

other 68 59.1
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Table 4.2: The clinical information of lung cancer patients (n=115) (cont.)

Characteristics Number Percentage

Risk factor

Smoking 47 40.9

Alcohol 13 11.3

Live and work in PE 26 22.6

Other 29 25.2

Treatment method

Chemotherapy 33 28.7

Radiotherapy 5 4.4

Surgery and 12 10.4
chemotherapy

Surgery and 3 2.6
radiotherapy

Chemotherapy and 40 34.8
radiotherapy

Others 22 19.1

4.3. The lung functional, anxiety, and social support, quality of life of

lung cancer patients

It can be seen from the table that the majority of sample suffered with
moderate obstruction (73%) while mild obstruction was 14.8%. Most of them
reported mild to moderate anxiety (50.4%) and very severe anxiety (32.1%) (table
4.4). The Mean of social support score was 5.53 (SD £ .07) and the Mean of QoL
score was 48.97% (SD + 7.94) (table 4.5).
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Table 4.3: The Frequency and Percentage of lung functional, anxiety score among

lung cancer patients

Number Percentage
Lung function
> 80 Mild obstruction 17 14.8
50-79 Moderate obstruction 84 73.0
30-49 Severe obstruction 14 12.2
< 30 Very severe obstruction 0 0.0
Min =50, Max=83, Mean + SD = 72.43 + 7.95
HAM-A Number Percentage
Normal anxiety 20 17.4
Mild-moderate anxiety 58 50.4
Very severe anxiety 37 32.2

Min=1,Max =37, Mean+SD=154+7.9

Table 4.4: Mean, Standard deviation, Min and Max scores of social support and QoL

among lung cancer patients

MSPSS subscales Mean SD Min Max
SO 5.67 0.89 20.0 7
Family 6.02 0.71 3.5 7
Friend 4.90 0.87 2.5 7
Total 5.53 0.70 3.0 7
Total (12-84) 66.38 8.45 36.0 84
Min = 36, max = 84

QOL

Global health status 54.06 17.29 0 100
Functional scales 51.51 21.37 5.00 96.67
Symptom scales 41.33 16.97 11.73 77.78
Total QOL 48.97 7.94 30.13 70.08
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4.4 The correlation between lung functional, anxiety, and social

support with quality of life of lung cancer patients

Before using Pearson’s Product Moment correlation, the assumption was
tested. All variables were assessed for their normal distribution. The results showed
that all variables were in the form of normal distribution.

The result illustrated that lung function was positive correlate with QOL at
(r = .19, p < .05). Anxiety had negative correlation with QOL (r = -.347 p < .0l).
However, social other, social family and social friend had no correlation with QOL (r

=-.004, p=.967;1r=.029,p =757, r=-.002, p = .982), respectively (table 4.6).

Table 4.5 Correlation between lung functional, anxiety, and social support with

quality of life among lung cancer patients (n=115).

1 2 3 4

1. Lung function 1.00

2. anxiety -.504" 1.00

3. social support 059 -222° 1.00

4.QOL .190° 347" -0.004 1.00

"p<.05 **Pp<.01



Fac. of Grad. Studies, Mahidol Univ. M.N.S.(Adult Nursing) / 37

CHAPTER V
DISCUSSION

This chapter will present the discussion of the research findings which are
based closely on the research objectives and hypotheses.

5.1 Quality of Life of patients with lung cancer

The average score of QoL of lung cancer patients in this study was 48.97
(SD+7.94), which indicates that lung cancer patients in this study demonstrated poor
QoL. The finding is in consistent with Baker and his co-authors’ who stated that lung
cancer patients have been observed to experience the lowest level of life quality
compared with patients with other cancers (Baker, Denniston, Haffer, & Liberatos,
2009). There are explanations on this finding.

Firstly, lung cancer led to many problems related to poor oxygenation,
hypoxemia and other respiratory-related symptoms such as breath shortness or
breathing troubles. In particular, among those with the advanced stage cancer, more
than a half of the patients were in stage 3 (33%) and stage 4 (30.5%) which are
considered as an advanced stage. Likewise, the study of Polanski and the others who
found that QoL of lung cancer patients was dramatically afftected by the severity and
various symptoms (Polanski et al, 2016). The participants, who got the dissease,
suffered from deterioration of respiratory organs, especially their alveoli which
seriously affected oxygen exchange mechanism leading to decreased oxygen level and
hypoxemia. That aforementioned condition inevitably affected patients’ daily life
activities. On conducting the interviews during data collection process, it was revealed
that most of the patients suffered from mild to severe obstruction (a total of 100%) and

the majority of them were moderate obstruction (73%). In deed, as observed, many of
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them had problems breathing or verbally communicating with others at different
levels. In addition what found in the study of Polanski and the others was that
breathing-related problems can reduce psychological functioning and sleep disorder
may lead to cognitive malfunctioning (Polanski et al, 2016).

Another possible explanation is that the majority of the patients had to
suffer from long hospital stays from two weeks to over four weeks. They were
deprived from their own hometown because 55.7% of these patients had their
residency located in the rural areas. Being away from home and family might make
them feel more anxiety and lonely. Receiving long treatment in the hospital resulting
in burnouts and depressions. Besides those physical and psychological effects, the
patients along with their families had to cover high extra expenses on the hospitalized
treatments and medicines, daily living expense and traveling cost (Sharp & Timmon,
2010). All of these together with increasing stress and anxiety about their health
worsened their QOL.

5.2 The correlation between lung function, anxiety, social support,

and quality of life

5.2.1 The correlation between lung function and quality of life
The result shows that there is a notably positive correlation between lung

function and specific QoL with r =190 (p = .041), which means that the more

seriously a patient’s lung is affected, the lower QOL they have. As far as the gender
concern, male is outnumbered female patients by three to one (74% VS 26%) (table
4.1). Moreover, Vietnamese men smoke more than women according to the GATT-
2010’s Global Survey on adult smoking, 47.4% adult male smokers compared to just
1.4% female ones, which apparently leads to the malfunction of their alveoli. This
result supports the association of smoking as a threatening factor for lung cancer
among 80-90% of lung carcinoma (CDC, 2016). Moreover evidences from this study
supported that patients not only exposed with smoking (40.9%) but they also lived in

very poor environment (22.6%). This study result was lower than the report from
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GATT-2010 that all Vietnamese workers around 55.9% had been exposed to poor
environment of second hand smoke in workplaces (GATS, 2010). So, these 2 factors
could lead to dysfunction of their alveoli.

In fact, a patient diagnosed with lung cancer has various severe symptoms
in which fatigues (98%), respiratory problems (94%) cough (93%), and are the most
commonly seen (lyer et al, 2013). In previous studies (Liao et al., 2011; Lovgren et al.,
2008; Montazeri et al., 2003), the common levels of symptoms were recorded to be
from mild to moderate. This probably reflected the fact that clinical symptom
management patients had been provided with was working. Such symptoms as fatigue,
pain, and sleep difficulties, however, still noticeably resulted in patients” QoL. That is
in agreement with Tanaka, Akechi, Okuyama, Nishiwaki, and Uchitomi (2002) in that
just only a low level of symptoms is severe enough to disrupt patients’ daily activities.
In addition, fatigue was ranked the top symptom and a major indicator of QoL, which
was compliant with previous studies claiming that fatigue was one of the most
prominent negative reactions (Bozcuk et al., 2006).

As found in previous studies, fatigue and respiratory problems
significantly lower psychological dimension of QoL while sleeping difficulties affect
patients’ cognitive functioning. Thus, most of them fail to function their family and
social roles (Polanski et al, 2015) and consequentially these symptoms make the
patients become less independent and rely more on medical equipment, medicines,
professional caregivers as well as families and friends, which definitely reduce their
quality of life. In this study, Leppert and colleges (2010) found that most of the
patients experienced fatigue during short and long walks, and a big number of them
mostly just lay in bed or sat in armchairs throughout the day and critically needed help
from family members or caregivers in basic routine tasks. Almost all of the
participants frequently complained about limited ability in acting occupational roles or
their hobbies as well as performing family and social life. All of the studied subjects
reported the feeling of tiredness and depression. This study found the decrease of
cognitive functions and social dimension of QOL all hospitalized patients during their
treatment that support the study of Leppert and colleges (2010). Accordingly, these
comply with the findings in other studies showing that if the patients have lots of
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symptoms, their quality of life tended to be lower (Hermann & Looney, 2011; Gralla,
2004; Henoch et al, 2007).

Also, residence location is one of influential factors contributing to the
weakened function of the surveyed people’s lungs. As seen, the majority of them lived
and worked in cities (42.6%) and rural areas (55.7%). This is consistent with another
study indicating that urban air pollution increases lung cancer risks (Nyberg &
Fredrik, 2000). Being farmers or working in the rural area led them to be
overexploiting with farming chemicals, which definitely resulted in damaged
respiratory tract and respiratory functions and eventually could lead to high risk on
developing lung cancer. This is consistent with the National Cancer Institute’s
researchers’ statement that farmers or farm workers, and other members of the
families may be frequently exposed to substances such as wood smoke, farming
chemicals, pesticides, solvents, animal viruses, dusts, fertilizers, fuels, and specific
microbes that may account for these increasingly threatening cancer rates (Alavanja et
al, 2004; Field & Withers, 2012).

In this study, Lung function (FEV 1) scores of the patients meant that the
majority of patients suffered with moderate obstruction (73%) follow with mild and
severe obstruction (14.8% and 12.2%), respectively while very severe obstruction was
0%. These problems were found generally in lung cancer patient and related to their
longevity so FEV1 was one of the essential marker of prognosis of the patients (Xu et
al, 2013) In addition, poor lung function was close association with the increasing
level of fatigue, pain, insomnia, and appetite loss. It contributes greatly to patients’
decreasing quality of life (Ozturk, Sarihan, Ercan, & Karadag, 2009). According to
study of Sarna and colleagues (2004) revealed that two thirds of the survivors
reported at least one respiratory symptom; 25% reporting cough, 28% phlegm, 31%
wheezing, and 39% dyspnea. Moreover, 21% of the patients said that their majority of
time was spent in bed over the last 12 months due to the problems related to their
respiration system. However, FEV1 in this study were higher than the report of Sarna
and colleges (2004) showed that 36% of the patients had a moderate or severe
obstructive and/or restrictive ventilator disorder (Sarna et al., 2004).

Overall, it can be summarized that there is a close association between

lung function and QoL. While patients’ lung failed to work properly, oxygen exchange
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between pulmonary capillaries and alveoli declined leading to low oxygenation in
blood stream. Accordingly, patients would become easily tired and fatigue and would
become easily exhausted even during their light daily tasks. These might lead them to

be deprived from usual social functions and affected their QoL.

5.2.2 The correlation between anxiety and quality of life

The level of depression and anxiety is another indicator to measure QoL.
According to the collected figures 50.4% of the subject were reported to experience
mild-moderate anxiety compared to 32.2% of very severe anxiety. Research has
pointed out that patients of lung cancer often suffer from psychological disorder
during and after cancer treatment therapy. The previous studies made a comparison of
the stress level among patients with 14 types of cancer and that among patients with
lung cancer was the highest (Zabora, et al., 2001). The studies showed that one in
every four participants had depression or other psychological troubles while they were
under treatment. Depression is reported to influence around 23%-40% of lung cancer
patients, while fear and anxiety do 16%-23% of them. The study by Polanski J and
others also claimed that anxiety and depression closely related to the cancer patients’
QoL. The anxiety level often went up during therapy, which greatly contributed to the
decrease in QoL (Polanski et al, 2016). Additionally, the severity of depression
symptoms is associated with the reduction in ability to proper functioning (Hopwood
& Stephens, 2000). Similarly, as reported in table 4.6, anxiety had significantly
negative correlation with quality of life with r=-.347 (p=0.00). The result shows that
the more anxious a patient became, the lower quality of life they had. The statistics
show 27.8% of the patients had stage 2 lung cancer compared with 33% and 30.5% in
their stage 3 and 4 respectively. On the one hand, it is well-understood that the
worldwide leading causes of death of cancer is lung cancer according to World Health
Organization’s report in 2014. On the other hand, for advanced lung cancer patients,
the combination of various treatments is the only way to prolong patient survival.
However, almost every one of the samples was observed to have been suffering from
various bad effects namely sleeplessness, appetite loss, hair loss, nausea, pain and
exhaustion, and so on. Evidences show that the patients experienced the highest level

of symptoms among different types of cancer patients (Barbera et al., 2010). Again,
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pain, fatigue, appetite loss, dyspnea, and sleep difficulties have been reported in
various studies as the most severe symptoms (Brown, Cooley, Chernecky, &Sarna,
2011; Larsson, Ljung, & Johansson, 2012; Liao et al., 2011; Lévgren et al., 2008). It
is, therefore, severity of advance lung cancer itself and the subsequent treatment-
related side effects were probably the major causes to overwhelming stress and
depression, which ultimately put their QOL at risk during the trajectory of disease
(Sprangers, Tempelaar, van den Heuvel, & De Haes, 2002). Also, there are various
common clinical issues impacting QOL and survival in cancer patients namely
diminished appetite, frailty, fatigue and diminished activity, weakness, and nausea and
these interrelatedly contributes toward cancer cachexia, which is a skeletal muscle
mass loss syndrome that nutritional support cannot be fully reverse their symptoms
and conveys to progressive functional impairment (Fearon et al, 2011). It is also
associated with impaired mental and emotional status, loss of strength and weight, and

chronic diseases (Baracos, Kazemi-Bajestani, 2013; Prado et al, 2009). Continuous

frailty means independence loss, and great or even total reliance on supporters and
caregivers.

Along with the above sufferings, the heavy loads of costs are another
source of distress and depressions among the patients with lung cancer in the study.
Although most participants had health insurance, which gave them complete financial
support for medical treatments, they and their families had to shoulder a great deal of
other expenses such as the rent, traveling, basic cost of living for the accompanying
family members. As the matter of income level was quite sensitive to be open during
in the interview and thus there were insignificant differences between the income
levels among the in the socio-demographic data (78.3% >200 USD/ month) and the
quality of life among the patients. However, it can still be concluded that worries
about financial matters would count considerably for decreasing their quality of life.
The higher income level certainly leads to better QOL, meaning that the sample would
have high standard of living with better lifestyle, accommodation, and support and
fewer burdens of household chores (Eng et al, 2011). Once the stress about finance is
released, the patients can be more relaxed to focus on their treatments and follow-up

activities and accordingly upgrade their life quality.
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Moreover, age as an influential factor accounted for a remarkable
percentage in the association between anxiety and quality of life among patients with
lung cancer. As reported, more than 50% were aged over 60. It is easily understood
that the elderly are quite fragile and they have limited capability in fighting against the
disease and the post-treatment side effects. The studies of Karczmarek-Borowska et al
(2014) also revealed a negative correlation between the duration of chemotherapy and
QoLwithin patient aged over 65. Moreover, these patients had problems performing
occupational and family roles as well as doing simple daily duties. People aged below
65 had more limitations in psychological functioning, while those aged over 65
indicated more limitations regarding physical, social, and occupational functioning
(Karczmarek-Borowska et al., 2014).

Overall, negative emotions, pessimism and anxiety about health situation
and finance are another major source causing the poor QoL among the studied

patients.

5.2.3 The correlation between social support and quality of life

According to the studied results, it revealed that social support did not
associate with QoL (r = -.0004). Social support was identified as practical help and
emotional encouragement from family, friends and others. However, as revealed in
Luszczynska et al’s review, when considering professional care workers as a support
source, they found evident associations between received support and assistance and
all aspects of QoL, apart from social ones. Overall, as observed there exist significant
relations between support from healthcare personnel and QoL (67%), in comparison
with support from family members and friends (53%). Corroborating evidence was
also found for the relationships between perceived and received support from family
and friends and aspects of emotion of QOL (Luszczynska, Pawlowska, Cieslak, Knoll,
& Scholz, 2013).

Indeed, as observed in the interview, many patients said that they did feel
solely lonely and hopeless in the fighting against the disease and it seemed that they
lost all belief in life. They also stated that their illnesses which were in advanced stage
gave huge burden to their family members. More than 35% of the studied patients had

monthly incomes of less than 100 USD which considered as low income so that they
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would receive less tangible and in tangible support or received in adequate resources
in their lives. This finding according to the study of Gia DiNicola et al, 2013 found
that person who received inadequate instrumental support demonstrated feeling of
hopelessness, being left behind or invisible, hence it led to poor QOL (Gia DiNicola et
al, 2013).

Up to this point, it can be summarized that patients with lung cancer who
obtained less support from others were more likely to showed poor QOL comparing
with ones who received good support. However, the support among these patients

were relatively low so that it led to poor QOL.

5.3 Conclusion

In conclusion, it can be stated from the results of this study that lung
functions, levels of anxiety and social support greatly influenced lung cancer patients’
QOL. The disease itself along with severe symptoms and other external factors
resulted in obvious decrease in QOL among the studied patients. Accordingly, to
improve their QOL, nurses should take into serious consideration the influential
determinants to enhance patients’ health status either physically or emotionally so as
to help the patients step by step gain more independence and confidence to deal with
and to manage arising symptoms during and after treatment. Above all, nurses need to
improve their knowledge of the impact of influential factors as well as available
treatments on patient QOL to perform their support patients diagnosed with lung

cancer in their recovery and survival.
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CHAPTER VI
CONCLUSION

6.1 Conclusion of study

This was descriptive correlation research which aimed to study the
relationship between lung function, anxiety, social support with quality of life among
lung cancer patients. The patients had ages ranging from 18 to 85 in The Nuclear
Medicine and Oncology Center from August to October, 2016. Health related quality
of life 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 instrumentsT (1 :he
demographic data questionnaire, 2) FEV1; 3) EORTC QLQ - C30, 4) HAM-A, 5) The
MSPSS to collected data.

All instruments were tested for their validity and reliability as clearly
explained in chapter 3 .Cronbach‘s alpha coefficient of MSPSS( was 0.89; EORTC
QLQ - C304 was 0.92; HAM-A was 0.86. 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’ record. During 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 lung
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function, anxiety, social support, and quality of life .The assumption of Pearson’s
Product Moment Correlation was tested and it was found that the variables were not in
normal distribution .Accordingly, Spearman‘s Rho was used to examine correlation

lung function, anxiety, social support, quality of life among lung cancer patients.

The findings are summarized as follows :

1. As regards demographic characteristics of 115 lung cancer patients with
the majority of patients were male (73%). The age range from 18 to 85 years. Most of
the patients lived in rural (55.79%) and only 1.7% lived in the Mountain region. The
highest percentage of patients who were married with 90.4%. The educational level at
secondary made up the greatest proportion (34.8%). The occupation of patients was
common in famer and retired with 34.8% and 33.9, respectively. The majority of them
(99.1%) had governmental insurance.

2. The most of lung cancer patients had the length of staying at hospital
with less than 2 weeks occupied with the largest percentage 52.2% while those with
more than 4 weeks made up the lowest 9,5%. Lung cancer patients at 4 stage was
highest percentage (33%). The risk factor for lung cancer was majority smoking with
40.9%. There were 34.8% who patients with lung cancer had treatment method by
chemotherapy and radiation. All patients have comorbidity, hypertension disease made
up first with 18.3%, Asthma 5.2%, Tuberculosis 2.6%, COPD 2.6 %.

3. The majority of sample suffered with moderate obstruction was highest
(73%) follow with mild lung function (14.8%), and severe obstruction (12.2%) while
very severe obstruction was 0% (table 4.3).

4. Most of them reported mild to moderate anxiety (50.4%) and very
severe anxiety (32.1%) and normal anxiety was lowest (17.4) (table 4.4).

5. Social support cover 3 subscales with result the mean from family 6.02
(SD % 0.71); from friend 4.90 (SD £ 0.87), from other significant 5.67 (SD + 0.89).
The Mean of social support score was 5.53 (SD * .07)

6. The QoL of lung cancer patients had the highest of mean was Global
health status (54.06); following Functional scales (51.51) and lowest in Symptom
scales (41.33). The mean of total QoL was 48.97% (SD + 7.94) (table 4.5).
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7. The result illustrated that lung function was significant low positive
correlate with QOL at (r = .19, p < .05). Anxiety had significantly low negative
correlation with QOL (r = -.347 p < .01). However, social other, social family and

social friend had no correlation with QOL.

6.2 Recommendations

This descriptive study reported that not only the physical but also the
psychological side of the patients were seriously affected once they were diagnosed
with lung cancer and while they were being treated and these gradually worsened their
QoL. The study leaves important implications for both nursing team and medical units

as well as further studies.

Implication to nursing practice

1. Healthcare professionals should apply specific measures to help the
patients improve the situation, then accordingly help the patients to improve their
QoL. In addition, nurses should upgrade their knowledge of symptom assessment to
identify lung cancer patients with specific comorbidities for appropriate managements
and treatments.

2. Typically common symptoms such as fatigue, breathlessness,
sleeplessness anxiety or appetite loss have to be controlled, managed and coped with
by different ways through different channels. Nurses should be equipped with
understanding of proper exercising skills, physical activities, appropriate diet and
medicines, etc. so as to be able to give the patients the best support whenever needed.
Also, nurses should be well aware of a systematic and frequent assessment of changes
in QoL, functioning, and symptoms for patients with advanced lung cancer during
their treatment process.

3. Training courses on comprehensive intervention skills, incorporating
information provision, self-efficacy, for example, searching for social support and
affective  regulation, symptom management either pharmacologically or
nonpharmacologically to reduce interferences from symptoms and side effects from

medicines, and routine counseling had better be organized for the nurses as well as
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those feeling concerned. The knowledge and the skills they gain will surely be
valuable to assist patients in dealing with the problems effectively even during the
most threatening phase.

4. Symptom management program has to be tailored suiting individual
patients problems to various subgroups basing on demographic characteristics to meet
their unique needs. Training seminars for patients, family members and others are also
advisable to share and update information on the disease itself as well the medical
treatment and nonmedical treatment. Better understanding of their situation will bring
the patients more positive behavior and optimistic reaction to life, and finally better
their QoL during the treatment process.

5. Continuous program for symptom management along with anxiety
management should be implemented to provide patients with comprehensive care and
The program should be distribute to other hospital settings all over Hanoi and

Vietnam.

Implication to further research

1. More sample should be added in further study to cover other variables
and explore more on variables affecting QOL among patients with lung cancer.

2. The Vietnamese version on QOL for lung cancer patients should be
tested for its psychometric property using Factor Analysis.

3. Multi -site research should be conduct to cover the whole phenomena of

Vietnamese lung cancer patients.
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(VIETNAMESE VERSION)

M:Hpjmmlm gl awividy crii FRITH fad 03 ppy Y dubng 8 ndm J00A

BAN CHAP THUAN THAM GIA NGINEN CUU
MDY PR RO

Trutse tidn, i xin bay 1osy dbng ¥ thom gin vao dé 102 nghi®n e co tén 1 Cie ﬂl.l (T
inh hwimg dém ehiit legnp cufe séing coa binh mhin ung thie phid, Triese kR tham gia
nghidn iru, t5i 38 duoe thing bae vé myue dich cua nghifn i, el Bt gud tish thye bidn
ngchldan eimi, nlakng ki leh v mai rooes the xoy m 1 aT rgui tham gia sghldn o, ok plivong
phsp ngin s v gidl guyel cie e dung khing mon g muon o the xay ra cho nguol tham paa
nghign o va ca v chit phil thain gao nehids gl T3 &8 dge kT waian b bang tin tnang ban thang
fin démby chi 4 1wrpmae aglifs e, Bén canh dib, e cilu hoi cun 16 cing di dange g dap bin
ngirirs thye hisn nghidn cin,

Tai diing ¥ tham gia vio nghlén ed rdy nhar mde A4 trgg nghidn cin

Misi c6 hit o clin bii ndo vé nzhién ciu bobe cb viin d& méi phiit sinh trong qua trinh
nghidn cong, 160 ca the lidgnm hé v chi Phan Thi Tha Hud s didn ihogin 03123022 enail;
phanhied4 1 gmailcom (S8 dién thoal lién lpe tén dwge kéndl 2424 hi

Mdu b khing darere didu i v chdim sdc shy nhimg gl d& cdp dén trong ban thing iin
dnb che A turgmg nghsén e, 1 o thé ign hi val Hl Sdog deo die, Khoa Diéy Dirmg, Dyl
hge Mahidol Théi Lon, dft vdn phang foi ang 5 phong S04, By hes Mahidol, dwony
Maunamonton 4. Sulavn, Makhon Pathom 73170, Thas Lan. Paén thoed: &6 2 441 5333 ul may 18
25%], 2832, Fax 0066 2 447 5333 w0 may le 2531 Emnil: pmirhaussing@malidal neth,
nairbmursingapmail.com

Tia clng ob tlsd Hén bpe voi Wi ddng dae doe rong nghign e Y sih hee, Khoa Y
Do, Dol hge Qube Cin Ha N, Bin chi: wa phi Y1, w6 144 phd Xuin Thay, quiin Clu Gidy,
[ MoE, Vige Mo didn tbogi: (4374501 58; G 844 374501 b, emal: smpiviaeduam,

Tisi mhdn thire dupe gquyén thiag tin [0 quen i i jeh va rid ro coa ngedd tham gla
ngghin i v quaén dinge rit ki nghién e biit ol Lie nie ma khing gip i d& gi vé dich vy
efimg nbir vige chim soc sic khoe ma i 8 ohin doee g bemg lal. T disng ¥ cho bin
nghién cirg it dyng thang tin ca nhin cho vike aghidn cim, nhing khing ding ¥ vide L 13
iwberge 1im cil mhitn. Cie thing tin pleti duspe trink bay nhar [ mdd phin cia ket qua nghién ein

T o toins hidu whimy fovén b di nie o han tiag tin dénb che déi tugmg nghién
edn vt troing phidy ehlp thugn tham pin nyghiin cou ndw. Sau ddy 1 chir k§ cda i

Bpay.. ... thdagg . o,
CHU NHIEM BE TAI NGHIFN C11 BCETH THAM GLA NGHIEN T
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THONG TIN IiJ.iNu CHO BOL TUGNG NGHIEN €U
. 13 I‘:I |
riflf‘;lj';u Ay ﬂ't}l ptid sed viie ' mdd g ke e e b did MY el mgr
i e o' dfy o diaor chio g (i I ikl il cha n kb ding (h hida e
rémy viia o8, B 3 vige gt dimh e tha g Ve clirang reink aghida cine hay Hwing,
Gig () e thi s 1ad fide w1 ol 8 S hiade I © e agandtd i wi eedc Bk oF
Tén di thi nghién con: Cic véu 1 Gnh huimg dén chat legng sing cun bénh nhin
ung s phii.
Tén ngwird nghién edru: Phon Thi Thu Huo@
Maoi nghign cuou va sia dign thogi lifn e trong vi ngodi gic hianh chinh {Dyi
difm cia nzuii nghign eim):
Bgmh vign Bych Mz 78 duing Gin Phong, Oubn T-]'&rlg B Ha M. Vige Mam
M TR0, S0 didn el | +HEy dIRERITA L Fas: (+84). 43869 1607
Nendn b ey Khing o6
Muyc dich ein nghidn ciu: Nghién cing cée vl b lidn quan dén chie lugmg cuje
sting cim bEnh nhin g thir p'll-."l:'
Lot beh eda nglhién ciu:
1Wige nghidn cdu niy cang uip dir lidw cor ban v i '_..f-'r.l i lidn Qunn din

] chifit lugna cude séng cho bénh nhin ung thir phii

2) Trong wong lei, phit wrién cie churong trinh chim sée nding cao chat lugng
euic sing cha bénh nhin

g (bd) dugpe mid tham gia echuong. trinh pehién o bai vi ﬂng( ba § durgre
chiin dodn 1 wng tae phdd va ol 08 nadi

S8 e khodingg 108 naurdd dieam gha, v badi nahidn ol s@ oo phiin hoi- dip
dién ra tromg vang 30440 phiit

Vide thom gin cun [.]ng (ki) wai nghacn ¢ ndy L hivdn wodn TLE NGUYEN,

Néu Ong (ba) quyét dioh tham gia o tai nghitn cim, Ong (bd) s& phai tein
thew cac b nlior sau:

1. Che nhi nghién eiru 58 18 chite cile phéng ridng o phang vin ban hode ldm bing
cdai bl cun chinh minh. Sou 86, nid nghidén o s ding bing el hol edim 5 phin 02 thy
thip dir lidw, Bing ciu hai 1a: 1) Bing ciu hai vé nhan khiiv hge = 12 mye 2) Binh gia
chine niing ol 3 Bhag diab gid s lo da cde ngurid binh thee Hamilien v 14 e b
4) Bémye dint gin sy B erg cda 88 bl v 12 edu bol, 55, Banh gid chiit hrpmy cuie sing
with 300 giin hoi, Thin gean st dung kheeng 30-400 phat. Trong thiv gian bgn i 0 el i,
niéy oo bl ki e hol md B kho el hay khi chin ban ¢ quyén khing fra ot cie ciu b,

2. Trong qui trink phéng vin hodie lim hing i hid, ban od thé cim thiy khe chiu.
Ban ob thé dima ki vii nghi ngel mist i gien cho dén khi bgn cam thiy thodi mai dé Iiil1'|'
tae. Néu bgn maudn dimg loi fam gia vio nghidn el ndy, ban ob thi it kbdi nehitn o
bt cir Tk mibo,

3. Trong qua wrinh thu thip die lién, ban cb e ob dicu kidn baiit iy 1 gani dogn bgnh
vi dy nlar khi tha, hodc din hidu smb 1o oo dinh. Che obid nghicn ol 5@ ngimg phong
viin bode lim bimg i i v ngoy 18p v 5@ ln lpe vdi bile &7 nhing ngud of wich
nhidim chiim st cia ban, Cac nhé nghién cini 5@ ehim soe cho dén khi ban 48 dn dinh
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4, Sou khi thu thip sbb D, npuedi nghidn cleu 5@ kiém tra todn b dir Héu nghién i,
3, Trong sl gui trinh phaong Vi, néu Ong (bi) khing muda tham gha nghién el
dng (b ef the yéu cau dimg lal Vige dimg nhy khong dnh hudmg dén qui trinh chiim
s vil diéu tri thing thisimg & bénh vign. Ong () vdn nhiin dupe sy chim soe theo ding
il chudn chim sée thudng quy sou khi rit khoi nghién eln
f, Wéu Ong (bt} xudt hign b trang sie khoe Khdag i nh dau, khé the ing én
bt quik rinh phing viin, Ty néd v nguinl nghicén e Ch dy u tom dimp phang viin
tigay lip tire v két ndi én lee v bic & dé chim soc Cnig (b4} dén khi dn dinh,
Méu Ong {ba) kbéng muda tham gin vao qui trinh nghién i, Ong (bd) vin nhin
durge sir chiim sde vi dity 1 theo ding quy djah,
Niu Ong (ba) e bit Ky el hii nao vé du o, kay gol dign 163 Ba Phun Thi The
Hug 54 difn thogi: (+54) 943122022
Ong (bd) #2 khdng duee nhin, cing nhur khing phii i bt cir mit khodn titn néo
che vige thism gia viio nghién clu my.
Néu cd thing tin wé 1 feh cling abu ol ro e nghién cim niy, ngeit nghién edu
s thing tin cho Ong (bi) ngay lip tire mad khing die che diu bal e thing tn nio.
Thing tin cian Ong [bit) 5§ darge b madt vt dbii, vi khing dsroe tién 13 dinri dong
f hding tin cb ohdn, tuy nhign no @ duge thé hién trong béo cho !-fmg thé nhr la ke ifuidd Cvid
' mit dé tai nghién cin khoa hoe. Thing th ¢4 nhin cin Ong (ba) 52 duge kidm i bid
i nighién eim, vii Hoi dong dgo dire trong nghién cin y sinh hpc.

t‘Jng (hd) cd qu_'ﬂﬁn rit khoi nghién cir Bl eir Jie i md khdng elin béo truds va
didu niy s khing dnh leimg 160 che dich vp chim sie va didu 1 ma Ong (ba) nhiin
i (B

B¢ i nghién eiru ndy duge chip thuln bari 1150 ding dgo dire, Khon Bidy Dubng,
Bui hioe Mahidel Thai Lan, da vin phing toi wing 3 phing 304, D bpe Mahidal, dwing
Phuttnmonthon 4, Sulavi, Nakbon Pathom 73070, Thai Lan. Bign theai: 66 2 441 5333
sh miy & 2531, 2832 Fax 0066 2 441 333 sb may k& 2531 Eveil
aslrbuisraing@malidol ac.th, ws. irbrrsingabgmall com

B 1@ nghién et iy ciing duge chdp thufn boi Hix ddng duo diee wrong nghién
cina ¥ sinh hoe, Ehon % Do, Brae Lioc li,h.lfll.‘ Coiat Ml Mgk, D s v nbd Y, s 144
phd Xulin Thiy, quin Cau Gidy, Ha& NOL, Vigt Nam; dign thowd: 04-3T450188; fox
+R443 7450 146; email; smpiivouedu v,

M bl khbng dirpe g sy dicn i nhy trong Bin thieg tn d m, Wi co thi lidn
lae v Hot abig dgo die, Khoa Dids Dyivg. Dt hoe Mahidol Thii Lan, hoe Hi dbag
dgo dire trong nghidn e Y sinh hge, Khoa ¥ Duoe, Dai hoe Cusiic Gitn Ha Ni viri cae
thing tin lidn lac nhir & ndu & irén,

Tl ol dige kg ik by voskn bid chi 18 néu tromy ban thing tin ndy.

NEdy,., . g o ndm
v e £ b el sl S gl vghidn oy
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APPENDIX D
INFORMED CONSENT FORM
(ENGLISH VERSION)

- P b @

Ceazent Form for Informed and Yolomisry Farticipstios in Ressarch
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| g@ve my cormeni o pasicipeie ax o oauhieci inohe rooarch proEel entilied: Rk
bttt ] il il U 1R eed g cancer pakoas.

In o dimpg, 1 o wlwned o o beckpioard ol parpes of msaach pegos
prreacharal deisd 1= 50 carry £ui or 3 be ool sut i capoiiad besslle ared risks 1R Fe onwan
1 e kTR, b bked ing mathods 0 preven and haredle bl conscqeorees; wed papreends
ipperdives ol enpioe. | thoavighly reml he cos kad ameewris o the refsreason shost gren
i e rescwrch mibgocin, | wwis Gl g o6 plaslids el mip Jessinns was anesarned by de
haed of iSe resarch predeci. | wan explareyd dhel posmecher o o0 Dot sares dedangapd i Sam
Fows py wwdioal peornd B | wes ouplaired thal during iverview or ose guesiizssre. i |
x| proomfiriab b, The rebisbeir will aap dhe peoecea untdl [ Fedl coreion @ corines or | ocan
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The Thia Ha# wia [+S9F43 1230122 or oreall: phanfhesls S g | comn

A et prarshiien s | sm st tresiedd as irclicaied (e the miormesiics shod dein bakad K
e bk, | s saoramer e Thasir, or e represni v of e IB-NE o e ol of IRB-RS
Fakbas Fathorn 7100 Thed el Ted bS8 2 &80 33335 551, 3377 Fax (0 T441 3113
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B chclp Ao lecams i mgziie o MR dow 0 gy 0F dhang 08 natme 2006

BAN CHAP THUAN THAM GIA NGHIEN CUU
, My, [ JTPTTTT | S—

Trwe tién, 16i xin by 1o s déng ¥ tham gin v dé 10 nghidn e eo i 1 Cie yhu 1h
inh hwimg dim chilt lepng cude simg cin bénh nhin ung tha phid, Trece khi tham gin
nghldn i, 160 30 duge thing ha v e dich cus nelidn o, chl Bér qud il b hign
nghtén i, nlitng bpi fch vii ni ro et the iy m 450 vOF nguii tham gia nghidn cin, cke phuomg
phip ngin ngln vl il guedt ede tde dung khivag mon g muin e thé xay m cho o tham gia
nghien eim va ca vé chi phi thaem gia aghidoeiw, T3 &5 S ki min b ibing tin trong bén thing
tin dEnh cho 4 g iglidn o Bén canh b, cie cilu hol caa 160 clmg 98 dange gian dap bl
nggirn thie hign aghién e,

Toi dimg § thum gis vio syhib®n el rdy ol mad i gy nghién e

Néy cf it ot i his ndo vé nghiin cin Bode ¢o viln & midi phiit sinh rong gui trink
nghién cema, 16 co the lidn hé v chi Phan Thi Tha Hud s difn thogl: 0943122022 email;
prhanhuedi4 ] v gmail.coms (56 dién thoa lida loe trdn dues Ra nbl 2434 hi

N 18§ khong denne didu o] vit chim sdc aher nhimg gl d& clp 8én trong bin thang tin
ddnby chio A fgmg nghién cin, 1 @i thi lién h§ vt Bl Ghog duo dire, Khoa Bidn Dudng, Pai
hpe Mahidol Théi Lon, dit v&n phang tal ing 5 phang 504, B boe Mahidal, dismg
Murtamionthon 4. Salayn, Mokhow Pathom 73170, Tha: Lan, Bagn thead: B 2 441 5333 s miiy |
3631, 2532, Fax 0068 7 441 5333 o may e 253, Emall psbfhibussingdimohidal aeth.
nisirbnurabng gmail .com

[ cfing b the [én Ige vol HE ddng dpo dire trong nghién el Y sinh hpe, Khos Y
Dupe, Boi hpe Qube Gin Ha Nl Bia chi; sie ohi Y1, =6 144 phi Xuln Thiy, quiin Clu Giky,
i P, Vgt Nany; didn tboga: $4-37450188; fan: +842 374501 46, email: smpeiviu.eduvic

T mhin thie dupe quyvdn thiag En Tén gquean 680 Joi jeh v3 i ro cos sglee tam ga
nghidn cani va q'||'_|.'||=-_'|1 derge muk khoi nghkén e bt et e nie pad kbiing glip wiln di g w dich vy
cling nhu vifc chim sic sic khioe ma 1hf 82 nhin dupc troog oemy lai. T ding ¥ cha bén
nghién ¢in sir dyng théing tin ca nhin cha vige nghidn einy, thamg khang dng ¥ vide v 1
thyideng 1 ¢ nibdin. Cc thivng i phai duspe trink by nhar [ mt phin coa kétqua nghidn cow

Tt okt tohn hidu nhimg wyén b dil néu trang bin thing tn dnh che 4 iwmg nghién
ciru vin e phiéu clidp thiskn tham pin nghidn ¢ niy, Saa diy 14 chil BY o 101

BEAY. . thadmgg.....0 nam....
CHU NHIEM BE TAL RGUIES €10 MGUTH THAM GLA NGHIES CLIL
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Fae ol Gl Soudles, Mehidal Lnis. SRS Al Mersing )
Part 1: Patients® general information Code.....ooosinnssnan

Patlenis® general Informesiion Inclodes personal information and  illness
information of the patients (Researcher collects datn from medication mecord). The
fllowing questions are related to patient™s personal informaiion and illness informatian,
Please tick (V) or Gl in the blanks Lo compleie:

I, Gender: O Make [ Fernale
P A R years pld [current age in Wesiern calendar)
TR o TR | 1)) ) ERRR—— T T RU—
4. Marital shaies: O Murmied O Single
O Separated O Divarced O Widsraved

3. Wi s your highest education level?
O Primary schaol (level | o 5) O Secondary Schaol {level & o 9)

[ Eligh schl (lewel 10 1e 12) O Twao vears cerificane

O College (3 years) O Bachebor (Lniversity)
. Whint is wour occupmtion?
O Professional Ol Faritar
O Industrial wosker DSalesperson
O Home warker O Retired
O Other jobs {please spasifhd e e
T. Location of residence: O Ciky; O Rumb; O Mounain
&, How much of vour income and your family income per momh®
= Your iome per MAanth! e e s eeeees SDE
= Your family income per manths ..o eSO
9, D you have voust lealth insusanes? I Wes O Mo

IT yes, please indicate bow mech it covers for vour reatment? ... (PRreent)
10, How many people who ane living sith vou? oo (In number]

ARt e lasisEuibion K vire fineng

Py il %iiring 48

‘ Prafet Mumbwr (HE J%ﬁum:&qﬂi

Mars of Appraval
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Part 2: Clinical information
Marme of hoapital before to Bach Mal Hosplial:

- T I e e R P R R R R P TP AP
Y L L e e im e deieis e g ) oo rimioi e A b e

& ¥ P

[tz of collesiion dain:

&
. Lemgth of stay in the hospleal (Ad mitted time)
O Lexs than 2 weeks O 3= 4 weeks
O 2= 3 weeks O Upper 4 weeks
T. Stabe of discase
0 Singe | {1 Stage 3
O Siage 2 O Stage 4
B, Co-marbidity
O Asibmmp O Diabetic
O COorD O Cither (identify...}
0O Tuberculasis 0 Mo have
O Hypenension
9, Rick facror
O Smoking 0O Live and work polluted environment
O Abeabod [ -] o ———
10, Treatment methad
O Surgery O Chematherapy and mdistherapy
O Chematherapy O Others (denbify): e
O Rodiothernpy
O Surgery and chemoiberapy
£ Surgery and radiotherapy

Appranid e Tmseminiliial Baken lhaamni

Foiilly of Morslng Mkl 1nbiersiis

Projert % amifies 1.!1-'\':'_";'&1'"}
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MM S Adul Hursingy3

Scalel: Multidimensinnal Scabe of Perceived Social Suppaort
{Zimet, Daklem, Zimet & Farley, 198%)

Instrsctions: We are inlerested o bow wou feel about the following

Circle the =1 il you Very Strongly Dasagree
Circle the “2" if you Strongly Disagres
Circle the “3" if you Mildly Diisagree

Clrcle the “4" if you are Mewral

Circle the =57 if you Mikdly Agree

Circle the “4" if you Strongly Agres

Circle the “7" if you Very Strongly Agree

Read each statement carefully. lndicate how vou feel about each statement

1. | There is & special person who is srownd when |1 )2 | 3|4 (506 |7 |50
am in need,
| 2, Lhewe is & special person with whom | &an share | 1| Z [ 3[4 ]3 |0 | |50
my jovs and sarmows,
3. | My family really tries o help me. 1|{z|3l4|5|6|7|Fam
4. |1 get the emational help and suppost | need from [ 1|2 3] 4 6 |7 [Fam
myy famnily.
5. |1 have o special person who is & neal source of | 1|23 |4 (5|67 |50
oomfort fo me.
6. | My Triends really ey o selp me, 12| 5|4 (5|67 ]|Fri
7 [ cam count on my friends when things gowrong. |12 |3 |4 (5] 6|7 | Fri
8. | I con talk sbout my problems with my famaily. 1203 (4 (5|67 | Fam
G | I have friends with whom | can share sy jovsand | 1 |2 53 (4 5|6 T | Fr
SO S
10, | There Is a special person in my life who cores | 1 12 |3 (4 (5]6 )T |50
about my feclings,
L1, | My Eamilly iz willing to help me make decisions. |1 |2 |3 |4 |5| 6|7 | Fam
12. | | can talk about my prablems with my friends 1121345167 | Fn

The items ferded o divide imo factor groups relaling 1o the source of the
social support, namely family (Fam), friends (Fri} or signilicant ather (50).

Appreved Y Pesthigrseniaf Hevjea Baand

Faewfiy ool "epraing Mahidid §aivershiy

| Preject Number IRB s I:'l-

P LRI 1"""":2"H&T:I-EI{I-|-E _______ = "
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Hamibon Angiely Rating Scale (HAM-A)

1. Anxioes mond

L] I F | 4
Pl present Mild | Moderate | Severe | Wery devers

Woeries, anticipation of the worst, fessfl anticipation, Ireitabilin,

L. Temsien

] I 2 3 4
oot present kdild Moderate | Severe | Mery severs

Feelings of fension, fuigabilily, siorile response, moved o boars ensily, bremhling,
feelings of restlessness, inability o relnx,

3. Fears
0 ] 2 ] i

i preseni kfikd Moderate | Severs | Very severs

O dork, of strmngers, of being lefi obeme, of animals, of taific, of crowds.

4, Inscmmia

0 1 2 3 4
Mot present Mild Muderaie | Sewere | Very seyvers

Difflealty In falling asleep, broken slesp, wnsatisfying sleep and farigue an
waking, dreams, niglimares, nlght termors,

Approved by Instinwilinal Beovees loard

Faeulry af Ssaming Viahldal L iiorsdee

Prapre) Nundher TR \ﬂwru'w
It wl Appssaval i E Hﬂ'l"i'_[;iﬁ_

L
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Fac. of Orad, Seedies, Mahidal Liniv, WS AGulr Mursingl's
5, Intelbeciual
0 1 2 3 4

Mid present Idilkd Moderate | Severe | Very sevare

Dificulty in cancenlration, poor MGy

6. Depressed nvood

i I F] | 3 4
Ml present Mild | Moderaie | Severs | Wery severe

Loss af interest, lack of plegsuare in hobbles, depression, early waking, divmal swing.

T Somalic (muscular)

[} o2 3 4
M present Mild | Moderate | Severe | Very severs

Pains and aches, twitching. stiffness, myockonic jerks, grinding of teeth, unsteady
woice, increased muscular lone.

8. Somathe (sensory)

0 1 2 3 4
Mot present Mild Moderste | Sewvers | Wery severe

Tinnitus, blurring of vision, hot and cold flushes, feslings of weakness, pricking
sensalion.
9. Cardinvascular sympioms

1] I 2 3 4
Pt ni Mild | Modernbe | Severs | Very sevens

Tachycardia, palphations, pain in chest, throbbing of vessels, fainting leelings,
miissing beat.

Appidsed by Pehiutfuned Bevies Losrd

Faculty of Mgrdag Yahbdsl Unlyersie

Praject Numler IHII-E&EE_., x
Rute s Approaval -"Eﬁ{ﬂhgﬁ&_
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1k Kespiratory svm ptoms

0 | 2 3 4 |
ot present Bild | Moderate | Severe | Very severe

|
Pressure or constriction in chest, choking fieelings, sighing, dyspnea.
11. Gastrointestinal sy mploms

0 1 2 3 4
Mo prgsenl Mild Moderage | Sewere | Very sevens

Di_ﬁ-'ll:ul'l.}' in swallowing, wind abdlominal pain, beming sensafions. shdominal
flullness, nassea, vomiting, borborygmi, lopseness af bowels, bess of welphi, constipaiion,
1EGenitpurinnry symploms

1] [ 2 3 4 |
Pl el bild | Modemte | Severs | Very seviens

Frequency of micturition, urgency of micturition, amenorrhea, menoerhagis,
development of frigidity, premnture ejnculstion, logs of libido, impotence.

135, Amfonomic sympions

a l ] 2 3 4
Mol present hild Moderale | Sewvere | Yery severs

Dry mouth, Aushing, palloe, tendency 10 sweat, giddiness, tension headache.
raising of hair,
14. Behavior af intervicw

o 1 2 4
Mg present Mild | Moderate | Severs | Very sewere

T

Fidgeting, vestlessness or pacing, tremor of hands, fumawed  brow,
strained Eace, sighing or rpid respiration.

| =

| Apmraved by lnssaurional Revies i

Fuculty af bursing Mabddal Uiy ool iy
{ I-'rn-ju:r'\nmher'RH-w@.[EEEl.':!. 3-

| Maie ol Appreyal .-?ﬁ‘!"r Eﬂfﬁ.
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Pac. of Grasd. Siudies, Mabadol Univ, B M5 Adull NursisgyT

QUALITY OF LIFE EQRTC QLJ-C30 (versbon 3)
W are interested in some things about you and your health, Phease answer all of
the guestions wourself by circling the number that best applies io you. There are no “right™
of “wrong” answers, The information that you provide will remain strictly confidential

Mot at | A little | Quitea | Very
all Bit much
. Do you have any trouble doing siremuous | 2 k| 4
aclivilies, like carryving a heavy shopping bag or a
suitcose’’ .
2. Do ou have any trouble tnking a leng wallk? 1 5 3 4
3. Do you have any trouhle tsking a shom walk 1 P 3 4
cutside of the house?
4, Do wou need 1o siay in bed oo 8 chair during the 1 2 3 4
day?
5 Do you nesd help with esting, dressing, ] 2 3 4
washing voursell or using the toilet?

. Mot at [ Quiten | Very

DURING THE PAST WEEK: all A Listle Bit Much
. Were wou limited in doing either your work | 2 3 4

of ather daily sdivities?
7. Wene you limited in parsuing your habhies 1
or ather leisune time activithes?

&, Were you short of beasth?

9 Have you had pain

10 Dy ez & rese?

11. Hawe you had troubke slecping?

12. Have you felt weak?

13. Have you lacked appetin?

14, Hawver you i navsentsd?

13, Have you vomited?

16, Have vou been constipaied?

(B
[
4=

-] | =] =] =] =] =] =] =
Pl | Be| Bk| | Dd| | D] b | B
k] et k| el | Laa| Lad | L) Lab| S
b | e | | | | | = ] =

|

Approncd hy Institugisnsl Heview Beard

Fuculiv af Sursinp debidol Ushpraity

Frajer Mumber TR~ ‘hhm said
Traie ol Apjreval ) i .Hﬂ.'l" Eﬂh
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DURING THE PAST WEEK Notat | A lirtle | Quitea | Very
all Bt Much

17. Have you had disrrlea? 1 2 1 i
18, Were i tred? i 2 3 4 |
1%, D¥id you pain inberfere wilh your duily i | 3 4
getivitles?

2. Have yaus had diTecully in concentraling on | | 3 4
things like reading a newwspaper ar walching

febevision?

21 Did yo fieel tense? [ 2 3 []
22, Did you wosry? 1 2 3 4
23, Did you Feel irritable? i 2 3 £
24, Did you Fell depressed? | 2 L] 4
15, Hove you had difficulty remembering things? I 2 3 4
6. Hove your physical condition or medicsl | . 3 4
trestment nverfiened with your family life?

27. Has your physical condition or medical ] 2 3 4
treatment interfered with your secial seiivities?

18, Has your physical condition or medical I F] i 4
reatimicnd coused vou finansinl diffioulies?

For the Fllowing guestions please circle the number between 1 and 7 ghat

hest applies ta yon
26 How would you rte your averall health during the past week?

I i 3 4 | 5 [} T
Wery poor Excellent

30, How would mie your ovemndl quaslity of life durlig the past week?

I 2 3 4 5 ] 7
Very poor Excellent

—

Sppraved By lasrduiomal Bivies Toard

Farults aFf Sg#adip Mahidal [

|
Frojane Sy I:I-Ill-'&--_[;_‘_{ﬁ:‘z.
1Myl Apprruin :-E.ﬂrﬁ:r.'
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Fis, of Gire Studies, Mnhidol Lniv AL Aduh Mundng) |
Pt Y

i ,

{57 RHOA A

| B EAU 01 NGHIEN Ty

..'\ ¥ 5 i &
TEN BE TAL: CACYER TO-ANH HUGKG BEN CHAT LUQNG CUQC
SONG CUA BENH NHAN UNG THU PHOI

Phiin 1: Thimg tin chung via ngwid binh

Thimg tin chung sim nguid binh bao gm cic thing tin chung va e thing i lign
s dén tinb trgng bénh cin binh nliin (phin ngr nghidn '-:w ldy '-"’E“I'-"t&".l-
Theo nhitng cilu hoi phia duds hily diah diu halic vidt viio phin frang cho mii ciu
triv Iin phi .

L Gicd tinh : O Mam: O Nr 2 T e

3, Cin ndng ... (Kg)  Chidu cae e () B ikg'm)

4, Tinh trang hin nhin
O B Bip gin disk £ B thiim
7 Ly hiin O Cioa (eledng hofs vl

5, Trinh di hag vin .

% O Tt i [ Trung, e e se O Trung hoe phd thing
A O Trung edp O Cuwo daing {3 nfirm) 1 Cir nhiin i g
| O Khie (ghi op thi) ...
{ 6. Wph& nghidp
- O Chieydn gia O Néng diin O Cong nhan
z C1 Bubn bin O Wi tng [ Nghi i

O Cang vide khao (phi oy thel . e

T. Ml o
[T hénh thi [ Wiéng thin I Mién mili

8. Thu nhip
- Thia nhijp cia gia dinh i bao ahiée reag mi thing: RO . [ 3|
- Tha nhip c¢in bin thin bao nhid méd Bng: .- PRSI, |

4. Hai thin co she bao hicm 3 1€ khdng!
ol Khing O oo (%6}

L. Cdh lnao mhiidn mgrid sbaig clng ViR BpnY i s

Phin 2: Thikng tin im sing

1, [3énb vign didu tr trndee khl véo binh vién Digch hi:

e e U [F T 1 ——— R — IR R C PR
A, T AT | o iiees s rainm et [ aia et e SRR A o T A S b
4. Lich s bimh

3. Mahy |:Ii.}' U B I i mmrmaiins o siwgan
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6. Ther man ndm vign {Ldn niy)
O ft hon 2 tudin 1 31 1uniim
0 2-3 tudin T Hlam 4 Ly

7. Giai doan bénh

O Chind doam | O Gk doan 3
O Giai doan 2 O Ciamn disain 4
& Bénb kdm theo
O Hen
O CoPn 7 Mhirng henb ki | ndu rid
O Lao U Khing co
[ Thng byt dp
T Eviik thetho derdmg
9% w1 gy oo
O Hiin thuds [ %o trong midi tmeomg & nhiém
I Liéng run 0 Ciio viu 1l khic (néu rdb
0. Phureng phip didu tri
3 Phiiu thudt [ Phits thusiit vit lidva 1
[ Fida ey [ Phity thuafs va xa tri
[ o ir O X tef i hiba trj

[ Pt thadn va B e T Phuwmng phip khis (nda ridi
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Thangz do da khis conh vé Nhin thire hi tra i biji (MSPSS)
(£amitetal.. 1943)
IIﬂ_mg dan: [_.'Hm. 1633 quan tim den vigc ban cim nhjin nhis theé nie vt ce cliu sau.
D cfe ciiu suu ofin thin, e oo ohin dinh +$ suy nehi cda ban vl mid efiu sau.
Kb tedm 1" nés ban hoin todn khing dong §
Khoanh frim “2" néa ban rit khing ding v
Khoanh trin “3" néu ban khing ding ¥
Khomh trda “4" nda ban khdng o6 ¥ kidn
Khoanh irdn “3" néu ban ding §
Khoarh trin 6" ndu ban rit dog §
Kohonnh tein T ndy ban hodn todn dbng ¢

1. Luén of mil nguin &he bl & bén canh 16i 2 &

i K i i : all i o Sl Kl | !
1. Lustia co mit ngiedn dipe bigt o bén conh tda, = |

g 181 6 the chin 58 budn vui. ol B 8
J.Giﬂﬂiﬂhlﬁihﬂﬂilﬁ_nul_ﬁﬂ_lr{li . [} |23 4|3 |67
4 T8 nbhin doge sy gidp didr v b e vé mij .

tish i tir gla dinh 1 mj!_nl_lli.l_u_u;l_i_.uin_ = | A al ] el il
S Luon co mit nguein diic bict Bm cho ity alslalslels
{hoal ma, J A

-bm.ﬁ!'n.lhm rigakrlrl bean i 106 lodn ¢0 pling giip Ll lalals sl
7. Tai o6 the tin wrimy v hing bl b et | 1o TS0 T 6 |
10 khi i ¢d nhimg hidng di sai lim . |

ﬁﬁﬁg;ﬁlé a0 chiuydn voi gia dink v cie viin |5 |2 | 14| 5|87
9. Ludn ¢b nlimg ngm bon ir ban cymh 161, - 2 =1 § 1

| ganér 1di e thié chin s buin vil | i ’ il s

1 Lisidn b mn nguid die bigt trong cugje dii
bk, L g L dép cdm LSRR} _
Ll Gl dinh ¥ budn sln sang ghip ol dun

uyét dinh. |
12 Tid b thed nol ehuyén von nhimg npseoi han | " Lo 1lals|e | -
vt ke vy de ot 101 — 3=

1 | —— . -
WEAERY B E n|:'
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WSt Marslng)d

THANG BIEM BANH GLA SUTLO LANG

1. Téim teqng o ling

i | | 2 3 I
Khing wiln dié Pl \ira Moy hidm il Ly hitm
|
La lang, cim gige vé mj dieu wi 1§, cam gide so i, 42 b kich thich
L Cing thilsg
| 2 3 $
Nh Vit Muuy hidm | Rt nguy hidm
|

-

Cim yide cang thilng, m& noi, ¢b nhing phin dng whay cim, d& noi nde mi, lo sg,

e thily bdn chdn, Khidng the thiodh mal

X Sur s bii IEEE
o [ 1 ] q
| Khéngvindd | Nhg | Vim | Npuyhiém | Ritnguy hibm |
VAR TS —J
Sor bang 0, s mEirdi by, s khi chi o6 md minh, s ding i, s se ed di Lo, sg dam
ding.
4 Mitagi B
I | 3 3 i
Khiing viin dé Mg | Vita | Mouy hiém Riit ngy hiém
|

Klud g, e npa bi nghi qudng. il khing ngon mé il ki thire iy, b nhitig 51'5:
ey, com & mijie. hodngg bt v dim,

5. Tri nhir

[l
Khing vin 42

:
Mg

Wi

3

Meuy lidm

Kb g, T G,
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i, of Girsd, S1oeies. Miahided Laly, W1 5] Al Nerabg )’y
6. Trim cim
i | [ 3 ! 4
K bdmng vin 82 Nhg Wik ~ Nuuy hidm Rt ngury hidm

Mill di sar himy thi, men & n_]!:lb.:|i|J1.i|',!|J._|lll}'J1.lunjh:,rJi_1_'Lu'|':'h

T._Cam giie co
i | [ 2 3 - 4
Klsbng vin & Nhg Vit Mauy hidm | RAt nguy hidm

Pran v mhere, co gedl, cumg co. EIEII.|I!'I1 I'I.I.I:I!.. grimg g L.lhhl.g b dil'll'l:. mﬂlé;mmﬁu;cr

8. Cam giie
0 ' 1 [ 2 N 4
_ Khéngvindd | Nhe | Viam Nguy hiém | Rit nguy hiém |
|

U tul. nhin bi nhée, con néng bimg ndng vi lanh com thily véu, cam giac kim chim

9. Tri¢u chimy tim mach - B
L | | 2 3 i
__Khing vin Nhg Wi Mauy hidm Rl gy hiém

Mhip tim whanh, sig has bap, dau ngge, mpeh dap I:I1I.|-l'-l|-'l. cam gi-ﬂ'l.' jéu. llg-r.'ll.u i thy

Wi Trigu himg b g
i | 2 | 3 ' 4

Kluheng vie d& Niw Vien | Nouyhidm | Rt nguy higm

i th-l'lrhlnp;glur-l Jﬁng EIE.I:!E., ¢ g.ujl.' HII..I."'IIJ, II|L'r.-|.J.a'!|i.I -.l.l khi thi

1L, Trigu ehing tién hia
| i | 3 3 !
Khiag via & N Vim | Mpuy higm Riil nguy higm

Wbt ks, ot bung, cim gide bang rif, & byng busn nan, ndn, giim ohu dng ree,
@ik e, Lo b
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Fag, of Grad. Siudies, Mahido) Ume. il _'o."=.|__1||:|||||'_'.;||n|||!| n

12, Trigu chimy sinh dye fict nidu
0 | 3 T 3 : 4 ]
Khing vin 8¢ Whe 1 Niw | Neuyhibm | Ra nguy hidm

Tén s wla théu tign, tinh cii]hkh'nmiﬁ-ii&n. vé kiinh, rong, Kinh, pilt trién inh cam,
il tinb sdvn, mt ham mudn e dug, Tigt duromg

13, Tridu chinng thiin kinh ty djup
[ 1 2 | 3 | 4
Khing vin dé N Vim | Nguyhidm | Rt nguy higm

1 . -
Koha migng, ban i, xanh san, dé ra md hoi, ching mat. dau diu, dymg long

14, Thai dg khi phing vin
" | ] [ 2 3 4 |
Khing vindd |  Nog | Vim Nguy hidm | Riitnguy hidm

- 1 T— — el p— S — —
St e, b chim, mun tuy, nhiu muiy, khodn mt ¢ing thane, the dii hofe ship tha
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Faz. of Girod Siudees, Mehidod L'niv, Y R TR TR T T T

EORTC QLQ-C30 {version 3)

Clyting 15 riit quim tim dén min &6 thing tn vé ban vi sie khoe cia bgn, Bygn vui long tr3
Il tilh e cie cau hioi bing cach Khownh wron chit s b ban cho 1 phi hep nhit. Khing
e cibu rd b “domg” hodc “sai”, Thing tin niy s& duge gilt kin.

TRONG TUAN VU QUA Khimg Rt Nhitu | R
hap i nhidu
R
I B co bt kg kb khin nio khi lim vige vt |
i mbus e theo tii man s&m ndng hode mdi
chide va ll?

7. B of bt ky khd khan khi thom gia mégs | ]
chuyin di dai? -
| 3. Bgn ob ehip kivd khin khi @i bg ngin o ngosd |
| ngdi nhit?

| 4. Bgn < ein phii ndm nghi trén giuimg boje I
E_hmng iy khdimz? |
5. Ban ¢ cin sy gitp 99 khi fin uong, méc quiin I
i, @it gid hode khi sir dng nhé v§ sinh khing? |

5. Bigm < bj han che g odng vide bode hoat I | 2
B9ng hiing niay’? b .
T.Ban ot b han ¢hd vai cie w0 thich hade hogt | 2
dijeige trong thiv gian raoh i

B Bgn cos by kho thi khiog?

9.Ban co bj dou kiving?

10,Bgn b cin nghi ngoi khdag?

]

1

1

11 Ban cé bi khé ngo Kidnyg! I
| 12.Bgm o cain thilly véu khing? 1
|

|

|

|

|

|

|

1

[
L

]

&

[ 5]

1
;...r...r_.|-_.|-_.|:.|.r...r-_i_|:..t._r.. ies F - - = -

13.Ban An go ngon migng khing !
| 14.Ban o cdan thily budn pdn?
13.Bqn ¢o bi pin khdng?
16, Ban od bi tho ban khing?
17.Ban cd by tigu chity khing?
|8.Bon el by o bledbng |
|9, Brani g0 anb hoiwmig 10 Byt -:lE-ny,]r.irlg Ty
Khong? —_— = |
20.Bgn o b kho khiin kb tip trung vao cde vijit A=t
vi du nhir doe béo, xem 1i vi khimge! —
21.Bgn chm thity chng thing khing! I
3284 cb o ling Khing! =2
|
|

|
| |
b Bl | Fal | Bl | Fk I'\-'ll‘l-lllﬂ B k) B ||

|
N
|

|_|| Lu!'.u L | il | Lo | Liae | Rodi | Lo | R | Ll | fod | L i Tl fand =t il Ips

23. B oo cum thiy Kl chiu?
24.Ban oo cam thay cham nan?

Zai | e
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Fag. of Urad, sl Makidol Lniv SN S AL Burangh 8
iﬁlﬂuﬁ-ﬂp kho khan ki ght ohar mot digugl | | | 2 | 3 BE
36 Tinh tryng stre khde hobe disu v e cuaban | | | 2 | 3 | 4
et dnb hurdng 1wa gia dinh cia ban khding? 1
27 Tinh trong stre ki hisfic ditu 15 ¥ 1 ctia ban | 2 3 4
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APPENDIX F
ADDITIONAL STATISTICAL ANALYSIS

Kolmogorov-Smirnov? Shapiro-Wilk
Statistic df Statistic df Statistic df

Social .

.065 115 .200 979 115 .067
support
Anxiety .085 115 042 976 115 .038
Lung

169 115 .000 871 115 .000
func
QOL .078 115 .080 .969 115 .008

*, This is a lower bound of the true significance.

a. Lilliefors Significance Correction
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