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Abstract
BACKGROUND: Psychological support for patients and their families is of great importance at times when they go 
through shock, stress, and fear at moments when confronted with diagnosis and treatment.

AIM: Aim to this study was to examine the influence of family attitudes on psychosocial adaptation and the effect of 
treatment of patients with malignancies to preserve the integrity of the diseased person in Bosnia and Herzegovina.

METHODS: The cross-sectional study included 100 patients who were hospitalized at Foca University Hospital, 
Department of Oncology between September 2019 and December 2019. The survey used a sociodemographic 
questionnaire as well as a standardized questionnaire to evaluate communication with patients with malignant 
diseases for the patient and family (CCAT-PF).

RESULTS: More than half of the respondents (69%) accepted the malignancy. When it comes to communication 
between health-care professionals and patients, 51% are satisfied with the communication and 49% are not satisfied. 
Most respondents (62%) hesitate to talk about side effects during treatment with health-care professionals, with a 
statistically significant difference observed between male and female respondents (χ2 = 6,014; p = 0.014).

CONCLUSION: The time devoted to the subjects by the physicians as well as the willingness to listen to the patient 
is important aspects that influence the adaptation of the disease as well as the treatment.
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Introduction

The first reaction in patients when they find 
out they are suffering from malignancies is fear. We will 
help such patients by showing them compassion [1]. 
Psychological assistance and support include listening 
to the patient’s problems and needs, supporting and 
encouraging the patient, as well as looking at problems 
and possible solutions. In providing support, family and 
friends are of great importance. However, professional 
psychological assistance to patients with malignant 
disease should be provided by professionals with years 
of experience in providing emotional, psychological, 
and psychotherapy assistance in the stages of crisis 
and loss of emotional strength [2]. To create emotional 
support, it is necessary to communicate with family 
members. Oncology nurses need to have certain 
qualities (moral qualities, expertise, high level of 
empathy for the patient, and family members) that are 
the key to efficiency in the care of oncology patients [3]. 
However, it is important to coordinate the work of the 
whole team because it is a way of verbalizing fears, 
reducing the fear of death and improving the quality of 
life. Psychological support for patients and their families 
is of great importance at times when they go through 

shock, stress, and fear at moments when confronted 
with diagnosis and treatment [4], [5]. No local study 
in our country has examined the unmet needs of 
cancer patients; it becomes necessary to assess the 
magnitude and factors associated with unmet needs 
and psychosocial support. Proper assessment helps 
to identify patients with higher levels of need quickly 
and early so that the necessary interventions that can 
improve the psychosocial well-being of the patients can 
be targeted very early. In addition, we also aim to this 
study was to examine the influence of family attitudes 
on psychosocial adaptation and the effect of treatment 
of patients with malignancies to preserve the integrity of 
the diseased person in Bosnia and Herzegovina.

Methods

Participants

The cross-sectional study included 100 
patients who were hospitalized at Foca University 
Hospital, Department of Oncology between September 
and December 2019. At the beginning of the study, all 
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subjects were informed of the research goals, and their 
informed consent was sought. The criteria for inclusion 
of the respondents in the research are the diagnosis 
of malignancy and the age of the respondents over 18 
years.

Instruments

The survey used a sociodemographic 
questionnaire as well as a standardized questionnaire 
to evaluate communication with patients with malignant 
diseases for the patient and family (CCAT-PF) [6]. The 
sociodemographic questionnaire is specifically designed 
for this type of research. It includes data from the 
respondents pertaining to: Gender, years of life, marital 
status, place of residence, working status, and economic 
status assessment. The second part deals with data 
on the characteristics of behaviors and habits related 
to health as well as social functioning. Three questions 
cover respondents’ perceptions of communication with 
health-care professionals in relation to the manner in 
which information about the disease was provided and 
which will be compared with the answers given in other 
questionnaires. The standardized questionnaire was 
used in the paper as a tool for evaluating communication 
with patients with CCAT-PF. The questionnaire includes 
18 items that state positive or negative answers to 
the stated claims. The CCAT-PF questionnaire is a 
valid reliable tool for obtaining information on patient-
health relationships as well as relationships in support 
of the family for the sick. As it consists of two parts, 
individual questionnaires can be used. The purpose of 
the survey is to give the respondents precise answers 
about their preferences, values, and experiences in the 
implementation of treatment, but with an emphasis on 
how the family that is also participating in the treatment 
fits into this process.

Statistical analysis

The paper uses the SPSS software tool 
(Statistical Package for the Social Sciences) to produce 
spreadsheets and descriptive statistics. Descriptive 
statistics were used. A Chi-square test was used to test the 
hypothesis in the paper, and a 5% probability of deviation 
was used. Pearson’s correlation coefficient was used to 
determine collation. The Pearson correlation coefficient 
value ranges from +1 (perfect positive correlation) to –1 
(perfect negative correlation). The obtained research 
results are presented in tabular form.

Results

The study included 100 subjects with 
malignancies. Among the respondents were 12% men 

and 88% women. The majority of respondents belonged 
to the age group over 50 (88%). All respondents were 
married (100%), and in 61% of respondents, the malignant 
disease was already present in the family. More than 
half of the respondents (69%) accepted the malignancy. 
When it comes to communication between health-care 
professionals and patients, 51% are satisfied with the 
communication and 49% are not satisfied (Table 1). 
Table 1: Demographic characteristics of study participants
Variables n = 100 (%)
Gender

Male 12
Female 88

Ages (years)
33 – 50 15
>50 85

Marital status
Yes 100
No 0

Positive history
Yes 61
No 39

Acceptance of the disease
Yes 69
No 31

Communication
Satisfied 51
Unhappy 49

There is no statistically significant difference when it 
comes to the role of the respondent’s family in treatment 
decisions. In Table  2, the results show that in 69% of 
the respondents, families have a large role to play in 
decisions, and in older respondents. Most respondents 
(62%) hesitate to talk about side effects during treatment 
with health-care professionals, with a statistically 
significant difference observed between male and female 
respondents (χ2 = 6,014; p = 0.014), with a significantly 
higher number of women who hesitate talk about side 
effects during treatment with their doctor or nurse versus 
men (54%) (Table 2). Most respondents >51 years of age 
(63%) are willing to try any treatment that medicine finds. 
Older respondents (49%) of the female sex (48%) were 
of the opinion that side effects did not matter if they were 
to be cured. No statistically significant difference was 
observed between subjects of different age and gender 
(Table 3). Table 4 shows that 89% of respondents believe 
that the decision regarding treatment is independent 
of the family’s positive opinion of the physician. It is 
important for most respondents (96%) that they receive 
treatment information from multiple sources, not just 
their physician. No statistically significant difference was 
observed between respondents of different sex and age 
(Table  4). Pearson’s correlation coefficient (r) showed 

Table 2. Family involvement in treatment decisions by age and 
gender of respondents
CCAT-PF Variables n = 100 (%) χ2 p

Yes No
The role of the family in 
treatment decisions

Years 0.417 0.511
33 – 50 12 0
51 – 75 69 19

Gender 0.929 0.325
Men 9 1
Women 74 16

I hesitate to talk about side 
effects or occurrences during 
treatment with my doctor

Years 1.768 0.184
33 – 50 7 3
51 – 75 54 36

Gender 6.014 0.014
Men 8 2
Women 54 36



 � Kalajdžić and Pavlović. Psychosocial Adaptation and the Process of Treatment of Oncological Patients

Open Access Maced J Med Sci. 2020 Sep 15; 8(B):779-783.� 781

that there was a weak negative statistically insignificant 
correlation between age (r = ‒0.098; p = 0.428), gender (r = 
‒0.298; p = 0.325), marital status (r = ‒0.227; p = 0.182), and 
evaluations of health-care professionals’ communication to 
patients with malignancies. Respondents who are older
Table 4: Acceptance of family influence on treatment decision 
making
CCAT – PF Variables n = 100 (%) χ2 p

Yes No
Making a decision about 
treatment depends on how 
much my family loves my 
doctor

Years 0.071 0.790
33 – 50 2 21
51 – 75 9 68

Gender 2.784 0.095
Men 0 20
Women 11 69

It is important for me to 
receive treatment information 
from multiple sources not just 
from my doctor

Years 3.653 0.056
33 – 50 23 0
51 – 75 73 4

Gender 3.068 0.080
Men 20 0
Women 76 4

I cannot imagine that all the 
treatments I go through will 
be in vain

Years 9.839 0.360
33 – 50 22 1
51 – 75 76 1

Gender 0.963 0.326
Men 17 3
Women 73 7

are less likely to rate the communication skills of health-
care professionals compared to younger respondents. 
In the case of respondents who had a member of the 
family suffering from malignant diseases, a weak positive 
statistically significant correlation (r = 0.266; p = 0.086) was 
observed in relation to the communication score of health-
care professionals (r = 0.266; p = 0.086) (Table 5).

Table  5: Pearson correlation coefficients between measured 
values of health workers communication score in relation to 
sociodemographic characteristics
Variables Strength and direction

r p
Years –0.098 0.428
Gender –0.298 0.325
Marital status –0.227 0.182
Positive family history 0.266 0.086

Discussion

The study included a total of 100 malignancies, 
12% male and 88% female. The majority of respondents 

belonged to the age group over 50 years (88%) 
and in more than half of the respondents (61%) the 
malignant disease was present in the family. In terms of 
communication between health-care professionals and 
patients, 51% were satisfied with the communication, 
while 49% of respondents considered the 
communication inadequate. When it comes to educating 
health-care professionals about ways to communicate 
with patients with malignant diseases, research has 
shown that very few such courses are organized 
both in our country and abroad. A study conducted 
in the UK found that nurses and physicians received 
almost no training in communication and interpersonal 
dimensions in patient care [7]. This study concluded 
that approaching the patient who places the patient 
at the center best describes the most effective way of 
providing comprehensive care [7], [8] and that learning 
communication skills can no longer be considered 
an option but an obligation  [9]. A study conducted in 
America finds that good communication between 
physicians, nurses with a diseased patient and his or her 
family is associated with significant care outcomes [10]. 
Many patients actively seek information and show the 
importance of obtaining information as a priority. In 
one of the studies that confirm this, with 12  specific 
themes mentioned, patients chose information as their 
greatest need [11]. Compared to our results, as many 
as 88.9% of those surveyed confirm that it is important 
for them to receive information about their illness from 
multiple sources. A study conducted in the UK showed 
that patients wanted a belief that someone would look 
after them, the other part wanted more security and 
hope; and a number of them expressed an increased 
need to speak about their concerns and fears and were 
afraid to discuss it with their family. If we compare the 
results of the work with the previous study, we can see 
that our results are similar, because more respondents 
avoid talking to their family about their illness because 
they do not want to disturb them. In several studies, 
it has been shown that seeking information and 
obtaining it has positive effects on increasing patient 
satisfaction, improving quality of life, and reducing 
stress [12]. Patients’ need for information may change 
at different stages of the disease and treatment, one 
study found that patients with advanced disease 
wanted less information about their condition   [13]. 
Younger and more educated patients most often take 
an active role in decision-making that relates to their 
health [14]. For patients, avoiding conversations about 
diagnosis can cause feelings of isolation, anxiety, lack 
of autonomy or control, psychological abandonment, 
distrust, doubt, and feelings of betrayal [15]. On the 
other hand, open discussion about diagnosis reduces 
uncertainty, improves participation in care decisions, 
provides access to psychological support, encourages 
self-care, and enables the patient to begin planning 
for the future [16]. More than half of our respondents 
were of the opinion that they have a willingness to 
accept a treatment that brings with it many changes if 

Table 3: Types and acceptance of treatment by age and gender 
of subjects
CCAT-PF Variables n = 100 (%) χ2 p

Yes No
Willingness to heal Years 0.191 0.662

33 – 50 6 7
51 – 75 63 24

Gender 0.043 0.836
Men 15 5
Women 64 16

If the treatment would cause 
a difficult financial situation 
for my family, I would not 
accept it

Years 1.073 0.300
33 – 50 16 7
51 – 75 49 28

Gender 6.308 0.082
Men 17 3
Women 48 32

The side effects are not 
important to me if there will 
be a cure

Years 1.094 0.296
33 – 50 21 2
51 – 75 70 7

Gender 1.578 0.208
Men 15 5
Women 76 4
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it will prolong their life. Although the overall disclosure 
of everything related to cancer can have a negative 
impact on the emotional plan in the short term, most 
patients tolerate it well over time. Based on our results, 
we can conclude that there is a very strong correlation 
with the assessment given by the respondents on the 
basis of communication with health-care professionals 
and the care provided during the hospital stay, which 
shows that they put communication first. Uncertainty 
is the main cause of emotional distress for patients, 
if patients do not have fear of insecurity, then this 
condition is therapeutic in itself and there is relief and 
hope. The aim of the experts is to improve the quality 
of life of patients with the prevention of psychological 
disorders, and to help them to better accept the 
malignant disease. At the same time, they teach family 
and friends to be better patient support. Psychological 
support and assistance are needed not only for those 
who have just found out about the cancer diagnosis but 
also for those who are in the recovery phase or have 
already completed therapeutic procedures, as well as 
their family members [17]. The patient is the object 
and subject of treatment and he and the health-care 
professionals have the same goal; cure as quickly as 
possible. In the first phase of the patient relationship, it 
is observed that there are different patients that there 
are patients who ask and who never ask anything. At 
the first meeting, health-care professionals can spot 
different types of patients¸ and take a stand. Most 
respondents in our paper are hesitant to talk about side 
effects during treatment with health-care professionals. 
Modern medical technique, which is becoming more 
and more complex every day, significantly helps and 
largely replaces medical staff. However, overuse of the 
technique in the absence of real human contact can lead 
to alienation and dehumanization in these relationships. 
Problems arise in relation to patient expectations. A 
study conducted in Latin America found that patients 
expect to speak with health-care professionals at every 
contact with a health-care facility. They considered that 
one of the places for their emotional discharge was 
related to illness or even financial problems [18]. The 
presence of clinically relevant levels of psychological 
distress does not necessarily translate into a patient’s 
desire for referral for treatment, but patients with 
negative screens may ask for psycho-oncological 
services [19].

Communication about psychosocial issues 
is delicate. There is evidence that clinicians do not 
systematically inquire into the emotional problems 
of patients, and many clinicians prefer patients to 
bring up a problem. On the other hand, patients are 
reluctant to disclose problems [20]. It takes a great 
deal of skill to respect the advancement of medical 
science and maintain a humane relationship and 
holistic approach to patient personality. Diagnosis, 
treatment, and rehabilitation of a person suffering from 
a malignant disease are a complex problem area for 
the patients as well as their social environment. One 

of the predictors of quality of life is also the dynamics 
of the family, which are often altered and infrequently 
disturbed. To the best of our knowledge, this is the first 
cancer screening study testing hypotheses on reasons 
for differential non- response empirically. The results of 
this study confirmed the hypotheses we made in our 
previous study, using inverse probability weighting to 
adjust for differential non-response. More importantly, 
the results of the two other lung cancer screening 
trials investigating dropout are consistent with ours. 
Therefore, future cancer screening trials should 
concurrently assess psychosocial status during the trial 
to be able to assess the psychosocial effect. The results 
of our study contribute with evidence of non-response 
driven by psychosocial status, which in turn may be 
influenced by the screening intervention itself. The 
perspectives of patients and clinicians must be aligned in 
a patient-centered communication process designed to 
overcome barriers to effective communication. Despite 
this, no screening tool offers detailed recommendations 
to guide physician interaction and communication with 
the patient [21].

Conclusion

The time devoted to the subjects by the 
physicians as well as the willingness to listen to 
the patient is important aspects that influence the 
adaptation of the disease as well as the treatment. The 
effectiveness of communication between the patient 
and the family influences the psychosocial status of 
the patients with malignant diseases. The family has 
implications for the decision-making aspects of the 
patient. We hope to identify routine practices that can 
lower or eliminate barriers to adequate health care, and 
better meet patient needs, so we can deploy resources 
in psychosocial cancer care more efficiently and 
manage patients better.
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