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ABSTRACT

Detection of cancer is often equal to facing witlkrisis by the patients. Traditionally it is belexl that cancer
diagnosis should not be told to the patients. Tha af this study was to compare the attitudes talwahe
disclosure of cancer diagnosis in patients with @anand control group included healthy people. Ttiess-
sectional study was carried out in 2015 with a totfe531 people. We used three questionnaires teatalata. The
first one was EORTC QLQ-C30 to assess qualityfefdf patients with cancer. The second one inclitids to
assess the patients' willingness for detectionhef cancer diagnosis. Finally, the third one was DIEREL to

evaluate religiosity. Five hundred and thirty osgbjects including 216 patients with cancer and B&althy
people were studied. Mean age of participants was45.7, 50.5% were female. Overall, 63% of pasewith

cancer were informed of their disease status arftb 8Ainformed. A significant association was seemwben the
awareness of cancer with physical and social fuumitig of quality of life. There was a positive sfgant

association between the tendency for being inforofatie diagnosis and non-organizational religiaivity in

participants without cancer. Global health statusdaall dimensions of religious were correlated iatipnts

significantly. We found the majority of subjectsdeo be aware of the disclosure of diagnosis. pimgsical and
social functioning of quality of life were betteruninformed patients than informed patients.

Keywords: Attitude, Cancer, Diagnosis disclosuReligious commitment, Quality of life

INTRODUCTION

Cancer is a leading cause of mortality in humatohysthat accounts for 12% of deaths around thddwvegich year.
More than 70% of the cancer related deaths occuardderate to low income countries. About 11 milljpeople a
year are diagnosed with cancer and it is preditttatithe new incidences of cancer will reach toriiion cases by
the 2020 with 60% occurring in developing countfiEs).
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Currently the cancer is a complicated disease, lwimanany cultures is considered incurable [10]ncga is also
the issue that is accompanied by concerns abauatifl death and of course, uncertain future [1d¢oAding to the
popular belief that bad news will lead to psychaday distress, sadness and anxiety, some famifiesrder to
protect the patient, require concealment of medicgirmation and non-disclosure of cancer diagndsisthe
physicians [12].

It is believed traditionally that the patient shdbuwlot be made informed of his/ her cancer. Howeespect for the
autonomy of the patient has gained significant Weig clinical decision making by the last quardéthe century
[20]. On the other hand the issue of truthfulnessadnsidered an important issue in physician-patieiationship
[2]. Given that the understatement of the infolioratauses legal issues in addition to the etldispécts, the correct
practice in dealing with the problem is highly inmfamt especially concerning such diseases as theeca
Presenting the patient with the required informatirrently in many societies is considered an gpated and
legal right of the patient. But given the cultudifferences in various countries in East and Wéshe world, how
to present facts about the disease, especially wlatients with serious and life-threatening consdlians, the
subject is discussed [23]. Mitchell et al in theswiew study documented the differences betweerctiiteires in
which disclosure of information on the disease fisvplent like Australia and Northern Europe wheperdy
speaking about the cancer diagnosis is valuedtandultures in which the non-disclosure is commika inh Japan
and some Eastern and southern European counthiesiifidividual authority” principle has made teljithe truth
about the illness to the patient acceptable in evassocieties, while in the Eastern societies,pitieciple of "no
harm" has priority over the "individual authority@nd given the centrality of family in these comniigd,
understatement is something common [3]. One ofvir@bles affecting the disclosure of diagnosighis family
members and relatives [17]. who affect the pasesuitonomy and lead the disclosure of the diagrosvards the
family-oriented model for deciding on medical intentions. In addition to cultural differences ratjag the
attitudes to the diagnosis disclosure policy, #neéaws of the awareness of cancer relationshipqaiadity of life in
different communities have led to various resuls]| For example, a study conducted on the issJapan (where
an Eastern culture rules) showed that the prevelefigsychiatric disorders in uninformed patienithvweancer
compared to informed patients was less [8]. In @stf investigations on the relationship betweenatvareness
about the advanced cancer diagnosis in UK indicetetisuch awareness could not by itself bring adepression
in the patient; that is, being informed and tengdncawareness of the diagnosis is independeitteoPsychological
distress [1]. Considering that awareness of theaagliagnosis constitutes one of factors affectiregquality of life
of patients with cancer [12] , the current appreslcaring the truth with the patient- in the Westand Eastern
cultures is a controversial issue [23]. In additionsuch cultural differences, the physicians aatlepts' views
differ in many cases, so that the whole set ofdtastors has led to ambiguity in terms of truthésds towards the
patients. Considering the challenges set forth eabtive present paper is aimed at examining theudé of a
number of patients in relation to awareness ofd#ecer diagnosis compared with control group as aslthe
factors effective in the patients' attitudes.

Facing with the diagnosis of cancer is not a steation, and despite significant progress in titeatment of
cancer, still it is accompanied with the concepdedth [18]. Facing death will entail the outbreék terrible shock
for people, especially for cancer diagnosis, andenspecifically if the affected is young and actiee for any

reason he is not prepared mentally to face witlg]it Given the importance of the issue and undeditey the

effective factors, it would be possible to plan@atge policies for improving the service delivengl&nhancing the
quality of life of the cancer patients. The aincafrent study was to compare the attitudes towtrelslisclosure of
cancer diagnosis in patients with cancer (inforraad uninformed subgroups) and control group indulealthy

people.

MATERIALS AND METHODS

Setting and sample

Using a cross sectional study data of the attitddesrds the disclosure of cancer diagnosis amdtigput cancer

people and patients with cancer was gathered bat@aee and Sep 2015. Two hundred and sixteen ewati
admitted to oncology department of Firoozgar h@pir outpatients clinic of oncology were selectezsing a

convenience sampling method. We also selected @bfas without cancer and 99 physician from thmesa
hospital as a control group. The patients with eameere divided into two groups of the informed aminformed

patients concerning their cancer diagnosis. Theritgjof subjects in control group were patients@opanies. The
inclusion criteria included any patients with cancever 18 years of age, lack of psychiatric digosdand
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willingness to cooperate. The inclusion criteria éontrol group was the same as cases just fombas@ncer.
Participants who did not complete their questiordbr any reason were excluded. Data on demographi
characteristics (age, gender, educational statagtahstatus and occupation), the quality of Itfeg religious index
and clinical data consisting of type of cancer wexacted from case records. All interviews weagied out with
patients' permissions.

Measures

Three questionnaires were used to collect data.fifstequestionnaire was the willingness of pati€rtie second
questionnaire was EORTC QLQ-C30 (life quality qumstaire). The third questionnaire was the dukevensity
religion index (DUREL). In using the above questiaires, the EORTC questionnaire was used to ¢alkte from
patients with cancer (cases) and the two otherkdDuniversity religion index and patient Tendenayvey
guestionnaire), were offered the without cancergimip. Before asking any questions, the patientse vgéven
information about the study, and their consent elzained.

Willingness of Patient

The first questionnaire used in this study was Mihess of Patient questionnaire. The Persian oersif
willingness of patient questionnaire, was usedhim $tudy. This questionnaire contains 17 questishéch was
divided into two categories. First category corssist 7 questions. In which patients were asked dgaphic
information. The second category consists of 1Gtjols is another, that willingness of patientbécinformed of
the diagnosis.

Asked whether participant, ((Are informed of thelisease?)), If the answer was positive, second qfathe
guestionnaire was completed.

After obtaining verbal consent was given to thaquds, then after it was collected. If overall Heakas not good
and did not want to respond to the questions wetetudied. At the end, from 531 participants, 4¥gjionnaires
were completed. Because 80 participants were umreéd of their condition, they were excluded froris thart of
the study. A questionnaire was prepared accordmngorevious studies, and its validity was confirmied
Lashkarizadeh et al. studies [12] by content vglidi

EORTC QLQ-C30

The second questionnaire was EORTC QLQ-C30 (lifaliuquestionnaire) issued by European organinatoy
research and treatment of cancer, used to invéstiba quality of life of cancer patients. The EAQRPLQ-C30 is
a well-known instrument for measuring quality delin patients with cancer and contains 30 itena¢ theasures
five functional scales, global quality of life asdveral cancer related symptoms. Socio-demogralati&cincluded
age, sex, marital status, education level, and eynmnt status. Clinical variables included disestage, weight
loss, nature and schedule of treatment and ratings.

The QLQ-C30 is composed of both multi-item scaled single-item measures. These include five funetiscales,
three symptom scales, a global health status / §fle, and six single items. Each of the multi-iszales includes
a different set of items - no item occurs in mdrant one scale.

All of the scales and single-item measures rangecore from 0 to 100. A high scale score represartiggher
response level. Thus a high score for a functisnale represents a high / healthy level of fundtigna high score
for the global health status / QOL represents & Q@L, but a high score for a symptom scale / itepresents a
high level of symptomatology / problems [5]. Thisegtionnaire is translated and validated in PefsyalMontazeri
et al. and the Cronbach’s alpha for multi-item esahnged from 0.48 (social functioning) to 0.9%®l§gl quality of
life) at pre-diagnosis and from 0.51 (cognitive dtianing) to 0.98 (global quality of life) at foleup assessments
Persians version [15]. This questionnaire was detag for 216 patients with cancer.

Duke University Religion Index

The third questionnaire, Duke University Religiondéx (DUREL) was developed in English by Koeniglef11].

This is a 5-item questionnaire that consists ofaBtgp The first part is a one-item measure of dmgdional

religiosity that assesses frequency of attendanhceligious meetings. The second part includesglsiquestion
that assesses non-organizational or private ralityioThe last part includes 3 items assessingnsitr religiosity,
which assesses religious beliefs and experiencles. store of each part should be calculated separated
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computing a total score is not recommended. Théstionnaire was completed for all participant. Thiestionnaire
is translated and validated in Persian by Saffrial [21]. The Cronbach’s alpha reported by Saftdral. was
between 0.86 to 0.92 for the Persians version.Piérsian version of DUREL was used in the study.

Statistical analysis

In Willingness questionnaire, information gathet®d the questionnaire might be divided into two greul)
demographic information, 2) information regardiriitades toward the disclosure of the diagnosipatients with
terminal illness. The method of scoring for eackgiion was to determine the frequency.

In accordance with procedures recommended by @RTE, score were linearly converted to a scaleirenfjom
0 and 100 for each patient. For the functional gliethal quality of life scales, higher scores reprgsa better level
of functioning. For the symptoms scales, higherassoepresent worse conditions.

In accordance DUREL scoring, the score of eachgtartild be calculated separately, and computiogsh $core is
not recommended. This scale is a well-known ancklyidsed religiosity scale with strong psychomeprigperties
across medical and community samples.

Descriptive statistics are reported as mean + SDcémtinuous, and frequency (%) for categoricaliatades.
Normality of data were examined by Kolmogorov —Smuir test. The test results show that data disiobutor
demographic variables were abnormal.

Continuous and categorical variables were comphsetdleen cases and controls, measured factors @ndnog,
using nonparametric (Mann—Whitney U testd Spearman’s rank correlation coefficient) stiads The level of
significant was considered at 0.05. Data was dest¢rand analyzed by SPSS version 20.

RESULTS

The socio-demographic and individual charactessticthe study sample are shown in Table 1. Ovesall people,
included 216 (40.7%) patients with cancer (136 rimfed and 80 uninformed about their cancer) and(3253%)
subjects as control group were entered into theystu

The mean age of patients with cancer was 50.6 (SBE¥Years; most were married (88.4%), and haiterdite

level of education (28.2%). Fifty five point sixngent of the patients with cancer were female ahd 46 were
male, also the highest patients were unemploye@¥4gB Sixty three percent of patients with caneesre informed

of their disease status and 37% uninformed. The c@mamon cancers were gastrointestinal (74 pati&#s83%)

and others were as follows: Breast (29 patient}%3 Hematologic (21 patients, 9.7%), lymphoma pa8ients,

7.8%), lung (16 patients, 7.4%), Ovarian (10 pateh.6%) and other type cancer (44 patients, 2)L.8%lingness

questionnaire was completed for 451 subjects (éXoeB0 uninformed patients with cancer). Overa8,7 % (400
participant) tend to be informed of the diseasa Iphysician as having cancer, and 11.3 % (51 maatit) had no
desire to know the course of the disease. Ninety point nine percent (428 participant) of the uistiedy samples
tend to be informed of the disease progress coars5.1% (23 participant) had no desire to knosvghogress
course of the disease. Ninety five point three @er¢430 participant) of the understudy samplesig¢dnto be
informed of the side effects of cancer treatmend, 4.7% (21 participant) did not feel a need torifermed of the
treatment side effects.

The result shows that between tendency for awaseoiesancer diagnosis and the residential placeitahatatus
and employment status of the patients with careapisignificant statistical relationship, in infoed patients with
cancer. The average age of the participant ungiltim know about their cancer diagnosis was sigamifity more
than the participant willing to know about their mwancer diagnosis (P=0.023). No statistically i§iggint
relationship was seen between the tendency foremeas of cancer disclosure and the gender of pstigith
cancer (P=0.912). A significant relationship wasrsbetween the tendency for awareness of canadpsiise and
the education level of patients with cancer (P=B)0Tomparison of willingness and unwillingness caincer
disclosure among the informed and uninformed ptiemith cancer was 80.88% and 19.12% respectively
(P<0.001).

Overall, the tendency for awareness of cancer disignamong the all people understudy was, 88.7%0 (40
participant) and without cancer participants, wa%94290 participant).
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Comparison of life quality scores in two willing@uinwilling informed patients with cancer group®wsied that,
not significant statistical relationship (P>0.05asvobserved between the attitude towards beingnigfd of the
cancer diagnosis (Table 2).

The Comparison of the mean and standard deviafitimeadifferent dimensions of life quality scordw®s in two
informed and uninformed patients with cancer grodpeere was a significant statistical relationsbgiween the
awareness of cancer diagnosis and their qualitifeocore in terms of physical and social funcii@n(P<0.001).
There was no significant statistical relationshigtvieen awareness of cancer diagnosis among thestundg
patients and their quality of life score in theerdunctioning, emotional functioning, cognitive fifioning and
global health status (P>0.05).

Table 4 shows, the relationship between religioimedsions scores and tendency for being informedhef
diagnosis in control group. A statistically sigoéit relationship was observed between, the teydiemcbeing
informed of the diagnosis in without patient, aheé hon-organizational religious activity (P=0.04The average
scores of organizational religious activity, ingia religiosity and total religion among the papants willing to be
informed of their cancer diagnosis and unwillingmpées showed, no significant difference (P>0.05p N
statistically significant relationship was seenwesn religious dimensions among the informed ptgieand
uninformed patients (P>0.05). Also the averageescoff religious dimensions among patients withingihess to
disclose cancer and patients with unwillingnesdisalose cancer showed, no significant differerfced(05).
Spearman’s rank correlation coefficient betweeigi@ls and life quality dimensions on the patiewntth cancer
showed that a significant positive correlation wetween global health status and all religious disiens
(organizational religious activity (0.53=r), nonganizational religious activity (0.56=r), intrinsireligiosity
(0.50=r) and total religiosity score (0.65=r)) diuthctional scales (role functioning (0.59=r), plogifunctioning
(0.62=r), emotional functioning (0.73=r),cognitiieinctioning (0.68=r), social functioning (0.64=rgnd a
significant negative correlation was between gldtsdlth status and symptom scales (fatigue (-0)66ausea and
vomiting (-0.56=r), pain (-0.26=r)) the understuzncer patients.

DISCUSSION

From among the patients with cancer demographia, detly the education level and the age were sagmif with
willingness to disclose, so that with the incremséhe level of education the tendency to disclideecancer was
increased. Also the average age (50.2 yeard)eopétients who were willing to divulge the candergnosis was
less than that of those reluctant to disclose $nftitmation about themselves (age= 58.6 years$; fihding was
contrary to Lashkarizadeh et al. findings (4). Sufifierences could have arisen from the differenceshe
residential place and the life style of the papgits in the study. One other result of this stwag that 93.4%
patients with cancer and 95.5% of controls hadsaré¢o know about the progress and symptoms ofitbease,
and preferred to be informed of their diagnosithigir presence.

Most participant (88.7%) preferred to immediatddg, informed of the cancer diagnosis, which is simib the
results achieved in China [9] and Korea [13]. Corepiie results of this study with the results ofigr studies
shows that in Iran, the doctors' willingness totte¢ truth is on the rise[22]. Other variable effee in the patients
awareness is the relatives that can affect thempatiwillingness, leading the physician's decisitaking towards
the family-oriented model [17]. Findings of the dguishowed that most patients (80.8%) tended tonfuerned of
their diagnosis, which was consistent with the ifigd of the studies previously conducted in Irap][14), Butow
et al. [4], UK[7], South Korea[4], China [9], Saudrabia [13] and Nepal [8]. So it can be assumeat thost
patients with cancer have a positive attitude tolwahe disclosure of cancer diagnosis. SimilaHeg, tajority of
without cancer samples (92%) were willing to diseldhe cancer diagnosis which was similar to thdies carried
out in the USA and contrary to the existing staitstn Japan [17]. Probably Social differences #reddominance
of Western culture in the society can explain thesallts.

The comparison of patients and controls (in williegs to diagnosis disclosure) showed a signifidifference

between the two groups (p<0.001). It seems likéftthia difference suggests the cancer as an indigmvariable
in the level of desire to disclose the diagnosisasicer, and that the individuals' attitude befmeéng affected by
the cancer cannot be considered a criterion fordder on the disclosure of information regardingh@ar in

patients.
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Comparison of life quality scores in two willinggaonwilling informed patients with cancer groupswsid that, no
significant statistical relationship was observetiteen the attitude towards being informed of tngcer diagnosis
in the informed patients and their quality of Iffeore.

Comparison of the mean and standard deviationefitfferent dimensions of life quality scores inotimformed

and uninformed patients with cancer groups shoviean among the quality of life dimensions, therereva

significant differences between the physical andiadoperformances among the two groups of infornaed

uninformed patients, so that the average physitdlsmcial performances of the uninformed group mase than
that of the patients group which was consistenh Wiavoli and Lheureux study results [13,23]. Thessearchers
had revealed that the physical, functional, emati@nd social performances of the patient will dbgpthe patient
being informed of his/her cancer diagnosis. Theuswgnt of the above researchers in relation to timetfonal

performance drop was the patient's hospitalizasifier the diagnosis and the following limited daiprks and
activities.

The results showed, variable on the global heddtus, quality of life, between informed and unmmfied patients
concerning, not major difference.

The average scores of religious dimensions amotignta with willingness to disclose cancer and gras with
unwillingness to disclose cancer, showed no sigaifi difference. A statistically significant relatiship was
observed between, the tendency for being informiethe diagnosis in without patients samples and ribe-
organizational religious activity. Hence it can $eid that religious commitment improves the quatityife of
people with cancer.

Table 1. Socio-demographic and individual charactestics of the study sample

Patients with canc
Characteristics All people All Patient Informed patients Uninformed Patients
(n=531) (n=216) (n=136) (n=80)
n % n % n % n %
Gender
Female 268 50.5 120 55.6 75 54.6 45 56.3
Male 263 49.5 96 44.4 61 45.4 35 43.8
Total 531 216 80
Educational level
lliterate 72 13.6 61 28.2 38 34.9 23 28.8
Primary 39 7.3 35 16.2 22 17.35 13 16.3
Middle School 54 10.2 26 12 16 8.7 10 12.5
High school 133 25 55 25 36 26.6 19 23.8
University/college 233 43 39 18.1 24 12.4 15 18.8
Marital status
Single 117 22 25 11.6 17 12.1 8 10
Marriec 414 78 191 88.4 11¢ 87.¢ 72 9C
Employment status
Employed 146 275 51 23.6 33 20.9 18 225
Unemployed 159 29.9 104 48.2 62 47.25 42 52.5
Physician 99 18.6 - 0 0 0
Othel 127 23.¢ 61 28.2 41 31.8¢ 2C 2E
Place of residen:
Tehran 353 66.5 99 45.8 66 46.15 33 41
City 153 28.8 104 48.1 61 49.85 43 54
Rural 25 4.7 13 6 49 4 4 5
Age
Mean (SD) 44 (15.7) 50.6 (15.4) 51.7 (16.7) 48.6 (12.9)
Range 19-93 20-93 20-93 22-80

Spearman’s rank correlation coefficient betweeigi@ls and life quality dimensions on the patientth cancer
showed that a significant positive correlation wasween all the studied variables in terms of relig dimensions,
global health status and functional scales the nstady cancer patients. Also a signification negatorrelation
was between symptom scales with religious dimerssigiobal health status and functional scales. l@nather
hand a significant positive correlation was betwgkabal health status, all the studied terms religidimensions,
and functional scales (role, physical, emotionagrative, social functioning) and a significant aige correlation
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was between global health status and symptom s¢faliégue, nausea and vomiting, pain) the undessphatients
with cancer.

Table 2. Comparison of the different dimensions dffe quality scores in two willing and unwilling informed patients with cancer based
on EORTC QLQ-C30 scale (n=136)

Variables Patients with willingness Patients with unwillingness P. Value
to disclose cancer to disclose cancer
Mean (SD) Mean (SD)
Functioning
Role functioning 63.26 (14.45) 61.33 (14.02) 0.479
Physical functionin 59.09 (14.2¢ 56.26 (13.61 0.857
Emotional functioning 64.20 (15.55) 66.66 (16.83) 0.448
Cognitive functioning 80.74 (18.34) 79.33 (21.12) 0.993
Social functioning 73.62 (16.75) 75.33 (19.31) 0.396
Global health status 60.84 (15.07) 62.2 (17.02) 0.465
Symptoms
Fatigue 28.6 (18.17 30.66 (21.5¢ 0.62¢
Nausea and vomiting 10.84 (15.60) 12.00 (20.13) 0.858
Pain 29.28 (16.41) 25.3 (12.83) 0.1

Table 3. Comparison of the different dimensions dffe quality scores between informed and uninformegbatients with cancer based on
EORTC QLQ-C30 scale (n=216)

Variables Informed patients| Uninformed Patienty P. Value
Mean (SD) Mean (SD)
Functioning
Role functionint 62.9 (14.37 60.6 (16.82 0.48:
Physical functioning 58.4 (14.14) 72.3 (16.44) <0.001
Emotional functioning| 64.71 (15.77) 67.8 (13.89) 0.098
Cognitive functioning 80.5 (18.83) 83.1 (20.28) 0.109
Social functioning 73.95 (17.21) 82.08 (19.26) <0.001L
Global health stati 61.06 (15.4 61.87 (17.94 0.317
Symptom:
Fatigue 29.08 (18.81) 25 (17.9) 0.095]
Nausea and vomiting]  11.07 (16.50) 12.1(18.18) 0.944
pain 29 (15.82) 31.5(21.87) 0.9

Table 4. The relationship between religious dimensins scores and tendency for being informed of thdéajnosis

a. For being informed of the diagnosis in control grgn=315)
Variables Participants with willingnesg Participants with unwillingness to disclose canceP. Value
to disclose cancer
Mean (SD) Mean (SD)
Organizational religious activity 3.69 (1.48) 3.16 (1.85) 0.089
Non-Organizational religious activit 3.90 (1.72) 3.12 (1.81) 0.047
Intrinsic religiosity 12.56 (2.32) 11.83 (3.57) 0.729
Total religiosity score 20.21 (4.64) 18.12 (6.27) 0.154
b.  For patients with cancer (n=216)
Informed patient: Uninformed Patient
Mean (SD) Mean (SD)
Organizational religious activity 4.58 (1.54) 4.28 (1.81) 0.272
Non-Organizational religious activit 4.75 (1.60) 4.38 (1.93) 0.574
Intrinsic religiosity 14.11 (1.39) 13.43 (2.20) 0.079
Total religiosity scor 23.42 (3.7 22.11 (4.97 0.10¢
c.  For being informed of the diagnosis in patienthweiancer (=13
Patients with willingness Patients with unwillingness
to disclose cancer to disclose cancer
Mean (SD) Mean (SD)
Organizational religious activity 4.54 (1.50) 4.76 (1.75) 0.252
Non-Organizational religious activit 4.82 (1.50) 4.42 (1.98) 0.704
Intrinsic religiosity 14.08 (1.40) 14.23 (1.42) 0.436)
Total religiosity score 23.42 (3.52) 23.42 (4.57) 0.383
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In general the present study indicates that awarelavel of patients with cancer has dramaticaltyréased and
despite the insistence by the family and relatities, patients' willingness and awareness concetthi@gancer is
growing. Moreover, the physicianattitude also on disclosure of cancer diagnoseffective in the current status.
On the other hand the manner by which the patem@snformed of their cancer is effective on thderds' level of
quality of life.

Table 5. Spearman's rank correlation coefficient bieveen religious and life quality dimensions on theatients with cancer

50|38 | 2 | = | 2 m g
= O =35 =1 Q =3 b ] c
g5 |85 ¢ | 2| = | 2|5 |E || €& 8
Variables | 6 5 | & © = 3 5 o & g S 8 2 ot S
2 | w3 o & Z =) 2 D 3 = c 3 S
23 | 2} =} 5 5 = = = S ® =
23S | £8 5 7} =1 5 g 5 > S
50 = 0 D, 2z = : E
=23 g = 7 2
Organizationa " . " " " . " " " - - -
Ireligious | 1.000 | 643" | 5147 | 843" | 533 | 318" 2927 | 386" | 3307 | 292" | oq5. | ogge | 219+
activity * * *
Non- _ _ _
Organizationa| .643* 523* | .842* | 561* | .283* | .330* | .384* | .387* | .321*
I?e”gious N 1.000 | % . 0 o S © o ‘ 328 | 319 | .222¢
* * *
activity
Intrinsic 514* | 523* .809* | .509* | .341* | .336* | .399* | .405* | .282* - )
S 1.000 .308* | .237* | -.130
rel|g|08|ty * * * * * * * * * . .
Total .843* | .842* | .809* .653* | .376* | .376* | .474* | .439* | .352* - _ S
i 1.000 366* | .329% | .229*
rel|g|08|ty * * * * * * * * * . . .
H % * * % * * * * * - - -
Glo(l;)f. I%:anty .533 .591 .599 .653 1.000 '580 .636 .730 .6§5 .6117 665 | 566¢ | 260*
* * *
* * * S * * * * * - -
Role fun. .3}8 .2§3 .34*11 .3Z6 .580 1.000 .3z5 .533 .530 .383 a70* | 376* | -150*
* *
* * * S * * * * * - -
Physical fun. | 292" | 330" | .336% | 376" | 626" | 375" | 4 o | 5277 | 530" | 555 | gaou | 303+ | -032
* *
P * * * * * * * * * - -
Emf(ljjtrl]onal .3§6 .3§4 '389 .414 .730 .5}3 .537 1.000 .559 .5}4 555+ | 387 | -102
. * *
* * * * * * * * * - - -
Cognitive fun. | 330" | 387% | 4057 | 439" | .685% | .530% | 580" | .859% | 4 5gq | 540" | 576¢ | 378+ | .184*
* * *
Social 292% | .321* | .282* | .352* | .647* | .393* | .555* | .514* | .540* . - .
functioning N " . . N N . . N 1.000 .5§0* .359* '1?5*
- - - - - - - - - - *
Fatigue 295 | .328* | .308* | .366* | .665* | .470* | .532* | .558* | .576* | .580* | 1.000 '356 123
* * * * * * * * * *
- - - - - - - - - - * *
N\"’/‘g;'if‘”d 265+ | 319% | 237+ | 329% | 5ee* | 376+ | .303* | 387+ | 378+ | 359+ | 36" | 1000 | 27
" * * * * * * * * * *
- - - - - - *
Pain 219* | .222% | -130 | .229* | .260* | -159* | -.032 | -102| .184* | .195* | .123 '287 1.000
* * * * * *

** Correlation is significant at the 0.01 level.Gorrelation is significant at the 0.05 level

CONCLUSION

The study results showed that there was signifidéfegrence between the patients with cancer artiomt cancer
individuals. The age, education and religion warenfl to be effective factors in the issue of cardiagnosis
disclosure. Also the religion showed significatatenship with the quality of life of the patientéth cancer. Since
the consideration of the patients' requirement® ase information regarding the disease and treatris a crucial
issue following the sincere disclosure of the infation. The more expansive studies will therefaebcessary, so
that through investigating the patients', physisiamd the relatives' views on the disclosure oteadiagnosis and
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the factors effective in their attitudes as welf@asher investigating the diagnosis awarenessaaléhe basis of the
cancer type, phase and the patients' quality ef &ftempts are made in preparing the disclosuieypoylaw, the
physicians are provided with more access to tharinétion.
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