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 ABSTRACT  
 

Many pulmonary patients, cancer patients and their families experience post traumatic stress disorder (PTSD) and post 
traumatic growth (PTG). Since no study has been conducted with such an objective, this study designed to compare the 
relationship between PTSD and PTG in three groups of pulmonary patients, cancer patients and their families. 
Methods: In this case-control study, 180 samples in three mentioned groups selected by accessible method. The 
study population consisted of three mentioned groups referred to Massih Daneshvari Hospital (2013). Data collected 
by PTSD, PTG and demographic questionnaires. Anova, Tukey, independent T tests and SPSS-21 used for analysis.   
Results: Mean age was 44.92. Patients encounter the most psychological trauma during the first year of diagnosis. 
Cancer patients and their families had a higher level of PTG. The more ambiguous and hopeless views they had, the 
higher was PTSD. A negatively significant correlation was seen between PTSD and PTG in cancer patients. There 
was a significant difference in PTG between males and females.  
Conclusion: Results show the relationship between variables and their difference in three groups. It is important to 
provide psychological care beside medical treatment, after studying psychological factors which affect the cope way 
with the disease.   
 

KEYWORDS:  cancer, pulmonary disease, post traumatic stress disorder (PTSD),post traumatic growth (PTG) 
 

INTRODUCTION 
 
Chronic somatic diseases can induce mental disorders. Nowadays, cancer is known as one of the most 

important health problems worldwide. New cases of cancer in 2008 accounted for 12.7 million throughout the 
world, 5.6 million of which reside in developed countries, and 7.1 million are in developing countries. 21.4 million 
new cases of cancer and more than 13.2 million deaths are expected to occur by 2030. According to a report 
provided by the WHO in Feb., 2011, cancer was the most important cause of death worldwide, which led to 7.6 
million deaths (13%) in 2008 (Jemal et al, 2011). Recent studies on patients being treated in out-patient clinics of 
cancer have shown that 40 to 50% of them experience some degrees of stress (Spiegel and Riba, 2011). Cancer is 
associated with many negative physical and mental complications in daily life of patients (Gurevich et al, 2002). 
Data of cancer in Iran follows the aforementioned pattern. Most of the patients diagnosed with cancer experience a 
period of mental pressure through treatment course (initiated from diagnosis),which can induce a large number of 
disorders. For instance, patients often experience adverse psychological effects such as anger, stress or anxiety more 
severely than physical side effects such as hair loss and nausea. Even some patients quit chemotherapy for the same 
reason (White, 2010). Studies show that 50 to 85% of patients with cancer suffer from one psychological disorder 
(Zabora et al, 200; Akechi et al, 2001; Palmen and Fisch, 2005), mainly anxiety and mood disorders. One to 58% of 
patients with cancer are reported to have PTSD (Carroll et al, 1993; Derogatis, 1986; Lynch, 1995; McDaniel and 
Nemeroff, 1993; Vant Spijker et al, 1997). This wide range of variation in terms of the prevalence depends on a 

10 



Safa et al., 2014 

large number of factors including the type of the cancer, its stage and prognosis, medical complications (pain, 
limited physical performance and status of hospitalization), social support, diversity of assessment methods and 
diagnostic tools (McDaniel et al, 1995; Jeffrey, 2012). Pulmonary patients including asthmatic ones show high 
degree of psychological symptoms like anxiety and depression (Fallah Tafti, et al., 2013). Prevalence of depression 
is up to 65.4% in asthmatics (Tafti, et al., 2011).  

Many research studies have focused on psychological outcomes of cancer and its treatment. Diagnostic and 
statistical manual of mental disorders (DSM-IV) and American Psychiatric Association (APA) (2000) have referred 
to cancer as a life threatening disease and a stressor which can accelerate PTSD. Thus, cancer has been considered 
as a long-term and constant trauma (Jackson et al, 2007; Sukantarat et al, 2007; Tedstone and Tarrier, 2003; Plagi et 
al, 2011) in the field of intensive care for diseases. Post traumatic stress disorder is a combination of symptoms 
which can be experienced at the exposure of stressful events in life depending on personality features. According to 
DSM IV-TR, a traumatic event is defined as a real death, a serious trauma or a threat to the physical integrity of 
oneself or others which is responded as fear and desperation. This type of event is constantly pictured in mind, 
although, at the same time one tries to avoid remembering that, since it causes severe arousal (Merecz et al, 2012). 
This is known as a subgroup of anxiety disorders, but the symptoms have to be lasted at least one month, during 
which one’s life is seriously affected in terms of social, family and occupational aspects (Sadock and Sadock, 2007).  

Although trauma is accompanied by heavily negative consequences, positive psychological changes known as 
PTG often occur secondary to trauma which is defined as an individual growth (Bostock et al, 2009; Helgeson et al, 
2006; Liney and Joseph, 2004; Prati and Pietrantoni, 2009; Zoellner and Maercker, 2006). Post Traumatic Growth 
(PTG) was first invented by Tedeschi and Calhoun (1996) to define all positive psychological changes in an individual 
with near death experience as a result of confronting stressful events in life (Palgi et al, 2011). Once one is losing 
something of great importance in life, it will sound to be very valuable for him, but what if the life itself is threatened? 

According to Calhoun et al (2000), a traumatic event is a huge challenge for human. Although thinking about a 
miserable life experience and constantly analyzing it in mind is really painful, it may lead to amazingly positive 
changes in terms of main self-schema, beliefs and goals in life. Some changes occur during this process including: 
reviewing priorities in one’s life, deep understanding of life as a unique opportunity and passionate gratitude for the 
things which used to be unimportant in his view, simply such as enjoying a pleasing sunset.  

This challenge helps individuals to find their resources and induces the feeling of competence to start 
everything over more strongly. Thus, they feel more flexible and eager to pursue their lives, which is more 
meaningful than it used to be. Sometimes they ask essential questions in terms of religion and philosophy to 
interpret the meaning of the event happened to them. Also, they develop more intimate relationship with others 

(Merecz et al, 2012).  
Tedeschi and Calhoun (1996) emphasize the vital role of these changes and social support as the two 

supportive resources in confronting mental distress and interpreting traumatic events. PTG is of paramount 
importance in health psychology approach which can have a constructive role in distress management induced by a 
stressful event (Zoellner et al, 2008). 

Kangas, Henry and Bryant (2005, 2005) conducted a prospective study to evaluate post traumatic stress disorder, 
anxiety, depression and physical disorders on 82 cases of cancer (head, neck and lungs). They reported that 14% of 
patients experienced PTSD, 20% had acute anxiety, and 20% suffered from depression. Also, they revealed that PTSD 
is more probable to occur within the first year of diagnosis. Results of this study are indicative of the need for 
appropriate treatment intervention particularly in terms of psychiatry and social support in the first year of diagnosis.  

Jeffery et al (2012) performed a clinical trial study on 289 cases of cancer to determine the rate of PTSD, 
evaluate the difference of demographic variables in patients with PTSD and without PTSD, mood modes, status of 
performance and quality of life, as well as personality features predictive of PTSD. 45% (78) of cases had severe 
PTSD diagnostic criteria. Patients with PTSD in comparison with other patients had weaker performance, more 
mood disorder and lower quality of life. It is also demonstrated that families of patients with chronic diseases 
undoubtedly develop problems in their psychological interactions over time and as the result, their quality of life 
will decrease (Safa, et al. 2012).   

Studies on cancer have been designed to determine negative effects of cancer on health and quality of life, but 
recently researchers have begun to study the growth and cancer-induced positive changes (Stanton et al, 2006). 
Yallom (2003), an existential psychotherapist, is convinced to admit that after many years of working with incurable 
cases of cancer, most of them interpret the crisis as an opportunity for big changes in life and internal transformation 
which could be defined as an individual growth. He states that cancer treats neurosis and causes some big 
transformational changes as follows: 

1- Resetting priorities in life; underestimating unimportant issues  
2- The feeling of freedom; not to do the jobs they have never liked to 
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3- Deeper understanding of life at present instead of postponing the joy of living to retirement or any other time in the 
future 

4- Passionate gratitude for essential life realities; change of seasons, good relationship with others 
5- Developing a deeper relationship with their beloveds 
6- Less inter-personal fear, less worry about being rejected, more tendency to accept risk, more internal courage rather 

than before (incidence of crisis) 
It is recommended that future studies concentrate on different aspects of PTG, since on the one hand, studying 

literature shows that other aspects of post traumatic growth may exist and on the other hand, such type of studies are 
culture and ethnicity dependent. Thus, inter-cultural studies can be effective in this regard. 

Psychological disorders, in particular mood and anxiety disorders, and adaptability have a strong effect on the 
course of the disease, efficiency of the treatment and quality of life. Therefore, such studies focus on cancer-related 
psychological issues from the very initial stages of treatment, and provide the opportunity of early psychological 
intervention, which undoubtedly would result in early and positive results.  

However, due to various points of views, further studies should be conducted in order to clarify the issue. 
Although PTG and PTSD are both the result of exposure to the same stressful event, the relationship between the 
two is not clear. Therefore, it is necessary to design more clinical research studies on such patients, particularly in 
Iran where such studies have never been conducted. It seems that correct understanding of mental complications 
associated with cancer can help to provide patients with better treatment services. In addition, families of such 
patients experience a fragile condition due to the heavy cost of treatment, the difficulty of permanent care and 
exposure to a psychological crisis. Death threat or expecting it to happen puts the family in an unbearably difficult 
condition and induces psychological crisis. Having explained the importance of the issue, few studies have been 
performed in terms of the psychological effect of cancer on family. Therefore, the necessity of a comprehensive 
study in this regard is seriously felt.  

 
MATERIAL AND METHOD 

 
 This case-control study aimed to compare three groups of patients with cancer, families of such patients and 

control group (pulmonary patients without cancer) in terms of symptoms of PTSD and characteristics of PTG in the 
year 2013.  

At first stage the project was approved by the research committee and university ethics committee. Then, 
necessary arrangements were made with the cancer ward of the hospital, and Samples were selected according to the 
accessible sampling method. Having made sure of patients ‘consent and tendency to cooperate, data were collected 
by expert interviewers in a peaceful and stress-free environment. Patients received guidance on filling out the 
questionnaire. Every subject was given a separate answer sheet. Finally, subjects were thanked for their cooperation 
with the research team.  

The study population consisted of patients with cancer, their families and pulmonary patients without cancer 
referring to Masih Daneshvari Hospital.  

All patients gave informed consent before participation in the test and the project was confirmed in the ethical 
committee of the hospital. 
 
Sample size and sampling method: 
Samples were selected according to the accessible sampling method. First, patients admitted to the cancer ward 
during the period of the study (group 1, patients with cancer) were selected along with a first degree family member 
(preferably the permanent caregiver). Afterwards, the control group, i.e. pulmonary patients without cancer, with 
identical eligible demographic characteristics, who were accessible to researchers (in other wards of the hospital) 
entered the study.  
Sample size was performed achieved by the following formula: 
            [P1
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                        (P1-P2)2 
α= 0.05             β= 0.2 
P1= 0.4              ratio of families with PTSD 
P2= 0.13           ratio of PTSD in patients with cancer 
Ratio of PTSD in pulmonary patients was 0.46. First, the sample size was calculated to see the difference between 
0.46 and 0.4.Due to the big discrepancy between the two figures, and use of pilot, it seemed that there was no 
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difference between the two groups. Therefore, for the ratio of 0.4 vs 0.13,  a sample size of 38 cases was selected for 
each group. 
Having estimated a minimum sample size of 38 cases in each group, a total of 180 participants ,60 per group, 
entered the study. 
Inclusion criteria for the patients with cancer are as follows: 

1- Tendency to cooperate in the study  
2- To have the ability to understand and reply to questions regarding the level of consciousness  
3- No history of substance abuse 
4- No history of psychiatric disease requiring medication 
5- To be diagnosed with cancer which is recorded in patient’s medical file for the first group of the study 
6- To have a first degree family member with cancer for the second group of the study  
7- To have a pulmonary disease without cancer for the third group of the study 
1- Use of medication affecting the patient’s level of consciousness 
2- History of substance abuse 
3- History of psychiatric disease requiring medication 
4- Lack of tendency to cooperate in the study 

 
Method of data collection: 

1- The scale of PTSD symptom: this scale identifies the PTSD symptom based on DSM-IVTR criteria, and assesses the 
severity of symptoms (Vant Spijker et al, 1997). Weathers et al (1993) conducted two studies on this scale. They, in 
the first study, reported the internal consistency coefficients and retest coefficient for the total scale to be 0.97 and 
0.96 respectively. Convergence validity was reported by Mississippi scale(0.93) and PK scale related to MMP-I2 
(0.77) (Weathers et al, 1993). Reliability and validity of this scale was studied on 117 cases by Goudarzi, and its 
chronbach’s alpha coefficient was 0.93. Also, validity coefficient by bisection was 0.87, and concurrent validity 
correlation coefficient was reported to be 0.37  (Gudarzi, 2004).  

2- PTGI questionnaire: this questionnaire was first developed by Tedeschi and Calhoun (1996) to assess positive 
changes in individuals confronting stressful conditions. Reliability and validity of this index was satisfactory. 
Internal consistency for PTGI and index components was reported to be 0.90 and 0.67- 0.85 respectively. Retest 
reliability of the total scale was 0.71 (Taku et al, 2008). Also Tedeschi and Calhoun reported that PTGI has shown 
some evidence on the validity of questionnaire structure; individuals who had experienced a traumatic event 
obtained a higher score in PTGI in comparison with those who had not (Tedeschi and Calhoun, 1996).  
Data analysis: 
Descriptive statistical methods were initially applied for data analysis (e.g. frequency calculation, percentage, mean, 
standard deviation and distribution tables). ANOVA was used for analysis of variance to compare PTSD and PTG in 
three different groups of the study. Tukey's post hoc test was used to compare group differences. Independent T-test 
was applied to compare PTSD and PTG between females and males. Data analysis was done by SPSS v.16.  
Ethical considerations: 

- The researcher was introduced to all research departments, and they were informed about the purpose of the project. 
- All of the contributing departments and study participants were ensured about confidentiality of data, and that data 

will be used only for research purposes.  
- Subjects were informed about the research purposes, and participants gave informed consent to enter the study.  
- Subjects were allowed to unsubscribe at any stage of the study. 
- And finally, all of the people who contributed to the research project were acknowledged respectfully.  

 
RESULTS AND FINDINGS 

 
The mean age of participants (58.9% male, 41.1% female) was 44.92±15.55 years. 18.3% were single, 2.8% 

were divorced, 5.6% were widowed and 73.3% were married. In terms of degree of education, 11.7% were illiterate, 
20% had primary school education, 13.3% had finished secondary school, 35% had high school diploma and 20% 
had a university degree.  In terms of occupation, 30% were housewives, 14.4% unemployed, 14.4% simple workers, 
11.7% civil servants, 23.3% self-employed, and 6.1% were retired. Regarding the place of residence, 46.9% of 
patients live in Tehran, 49.7% reside in other cities of Iran, and 3.4% are rural dwellers. 23.3% have no child, 63.3% 
have one to four, and 13.4% have five to six children.  

In terms of the time of the diagnosis, 1.7% of patients were diagnosed with cancer less than one month ago, 
38.3% of them from one to four months ago, 35% from five to nine months ago, 11.7% one year ago, 5% two years 
ago, 8.3% three years ago or more. In terms of patients’ attitude towards future, 81.7% were hopeful, 6.7% were 
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hopeless, 11.7% had a vague view about the future. 8.3% of pulmonary patients without cancer were diagnosed less 
than one month ago, 25% one to four months ago, 21.7% from five to eleven months ago, 8.3% one year ago, 6.7% 
two years ago, and 30% of them received diagnosis three years ago or more. In terms of their attitude towards future, 
50% were hopeful, 30% were hopeless, and 20% had a vague view. 68.3% of the families with a cancer patient were 
hopeful about the future, 11.7% were hopeless, and 20% had a vague view. Time of disease diagnosis also was 
determined (table 1).  
 

Table 1: frequency distribution and percentage of clinical variables 
 Group characteristics  

Cancer 
patients 

 Families with 
cancer patients 

 Pulmonary patients  total 
 

n % n %  n % % 
 

Time of disease 
diagnosis 

((month/year) 

Less than one 
month 

1 1.7  2 3.3  5 8.3 4.4 

1 to 4 months 23 38.3  25 41.7  15 25 35 
5 to 11 months 21 35  17 28.3  13 21.7 28.3 
1 year  7 11.7  6 10  5 8.3 10 
2 years 3 5  3 5  4 6.7 5.6 
3 years and more 5 8.3  7 11.7  18 30 16.7 

One’s attitude 
towards the future of 

his disease 

hopeful 49 81.7  41 68.3  30 50 66.7 
hopeless 4 6.7  7 11.7  18 30 16.1 
vague 7 11.7  12 20  12 20 17.2 

 
Graph 1: patients’ attitude towards the future of their disease based on the period of time after diagnosis 

 

 
 
As it is obvious in the graph 1, frequency of hope for improvement remarkably rises to four months of 

diagnosis, following a gradually falling trend accompanied by ambiguity one year after diagnosis. Then the graph 
experiences the period of stability which suggests that individuals during this period of time (from diagnosis to one 
year later) confront the most serious mental trauma in terms of attitude. Also, this period can be the most important 
and effective time for patients and their families to receive supportive treatment.  

ANOVA, variance analysis test, was applied to compare the rate of PTSD in three groups of the study, which 
did not show significant difference (P<0.05, F= 2.68). Accordingly, the first hypothesis regarding the significant 
difference in the rate of PTSD in three groups (patients with cancer, their families and the control group) is rejected 
(table2, 3, 4). 
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Table 2: mean and standard deviation of PTSD & PTG variables in each group 
variable Cancer patients  Families with cancer 

patients 
 Pulmonary patients  

M SD M SD M SD 
PTSD 17.6 13.42  22.76 14.83  23.31 16.33 
PTG 54.08 17.02  53.48 14.78  45 11.18 

 
Table 3: summarized variance analysis for testing significance of mean difference of PTSD  in three groups 

Groups df Sum square(SS) Mean square(MS) F ratio P 
Inter-group 2 1193.54 596.77 2.68 0.07 
Intra-group 177 39344.11 222.28   
total 179 40537.66    
 

Table 4: results of ANOVA variance analysis test for comparing mean difference in three groups  
based on PTG 

Group df Sum square(SS) Mean square(MS) F ratio P 
Inter-group 2       3096.67 1548.33 7.33 0.001* 
Intra-group 177 37373.56 211.15   
Total 179 40470.24    
0.01<P* 
 

ANOVA variance analysis test was used to compare the rate of PTG in three groups of the study which revealed a 
significant difference (P<0.01,F= 7.33). This finding approves of the second hypothesis of the research study (table 4).  
Tukey post hoc test was applied to detect which groups of the study showed difference. This comparison revealed a 
significant difference of test scores between cancer patients and non-cancer pulmonary patients (control group) 
(P<0.01). Also, test scores of families with a cancer patient was significantly different from those of non-cancer 
pulmonary patients (control group)(P<0.01). But the difference between cancer patients and their families was not 
significant (P<0.05). In other words, cancer patients and their families had a higher rate of PTG than the control 
group (table 5).  
 

Table 5: results of Tukey test for two by two group comparison of PTG 
Groups  Mean differences Standard error P 

Cancer patients- non-cancer pulmonary patients 9.08 2.65 *0.002 
Families with cancer patients-non-cancer pulmonary patients 8.48 2.65 *0.005 
Cancer patients  - their families 0.60 2.56 0.972 

0.01<P* 
Findings of cancer patients revealed that no positively or negatively significant relationship (at P level <0.05) was 
detected between demographic variables (age, degree of education, number of family members, number of children 
in family, time of diagnosis)with PTSD and PTG. But a positively significant correlation was seen between the type 
of the individual’s attitude towards the future of his disease and PTSD(r=0.28). In addition, regression model 
showed that the rate of PTSD can be predicted by the individual’s attitude towards the future of his disease 
(P=0.028, F= 5.104). That is to say, the more hopeless and more ambiguous view the patient has, the higher the rate 
of PTSD will be. Moreover, this attitude towards the future was considered as the only effective variable in the 
group of families with cancer patients which showed a negatively significant association with the rate of PTG 
(P=0.035, r= - 0.27). Also, there was a negatively significant correlation between PTSD and PTG in the group of 
patients with cancer (P=0.01, r= - 0.33). However, the relationship between PTSD and PTG in families with cancer 
patients and the control group (non-cancer pulmonary patients) was not significant.  
The last hypothesis of this research study focused on the mean difference of PTSD and PTG between females and 
males, according to which independent T-test was applied.  
As it can be seen in table 6, there is a significant difference of PTSD mean scores between males and females (P=0.03, 
t= - 2.17). The mean figures show that females experience higher rate of PTSD than males. But no significant 
correlation was found between the two groups (males and females) in terms of PTG (P= 0.07, t= - 1.78). (Table 6). 
 

Table 6: results of independent T-test for comparison of PTSD & PTG mean scores in females and males 
variable Group  N M SD T Df P 
PTSD female 74 24.12 16.51 -2.17 178 *0.037 

male 106 19.2 13.65 
PTG female 74 53.22 14.04 -1.78 178 0.077 

male 106 49.19 15.54 
0.01<P* 
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Frequency and percentage of individuals diagnosed with PTSD based on DSM-IV criteria, mean score of PTSD in 
three groups of the study, mean score of PTG in three groups of the study are indicated in tables 7, 8 and 9.  
 

Table 7: frequency and percentage of individuals diagnosed with PTSD based on DSM-IV criteria 
Groups  Total number frequency percentage 

Cancer patients 60 33 28.4 
Families with cancer patients 60 41 35.3 
Pulmonary patients  60 42 36.2 
Total  180 116 100 
 

Table 8: mean score of PTSD in three groups of the study 
Groups  Re-experience   Avoidance  Arousal 
Cancer patients  5.5 5.7 6.4 
Families with cancer patients  7.93 7.41 7.41 
Pulmonary patients      7.33 8.35 7.15 
Total  20.76 21.46 20.96 

 
Table9: mean score of PTG in three groups of the study 
Groups  Establishing 

intimate 
relationship 

Understanding 
new possibilities 

belief in personal 
power 

Spiritual 
growth 

Gratitude for life 

Cancer patients 18.58 11.28 11.08 2.08 3.01 
Families with cancer patients 18.5 11.01 10.65 2.96 4.01 
Pulmonary patients  16.15 9.48 8.21 3.13 3.98 
Total  17.74 10.59 9.98 2.72 3.67 

 
DISCUSSION AND CONCLUSION 

 
Results of the study revealed that cancer patients and their families had a higher rate of PTG than the control 

group. The more hopeless and ambiguous view the patient has about the future of his disease, the higher the rate of 
PTSD is. Also, there was a negatively significant correlation between PTSD and PTG in patients with cancer. A 
significant difference was observed between the mean score of PTSD in males and females.  

Others studies in this regard have shown similar results, some of which are as follows: 
Spitzer, Williams, Gibbon & First (1990) studied 160 females in the process of breast cancer diagnosis, 3% of 

which were diagnosed with PTSD after definite diagnosis of breast cancer. Alter et al (1996) studied the prevalence 
of PTSD on 27 females survived from cancer, 82% of which had breast cancer, and others were diagnosed with 
other types of cancer. Based on a structured interview, they found that 22% of them had to some extent experienced 
PTSD criteria in their lives following the cancer diagnosis.  

Results of other relevant studies reveal that people experience extensively positive changes as a result of 
confronting a stressful event such as a chronic disease. A review of the present literature indicated that cancer 
patients reported some cancer-induced positive changes in different aspects of their lives including the effort they 
made to build up more intimate inter-personal relationship with family and friends, making changes in religious or 
spiritual beliefs, changing their philosophy of life(life ideology) , and developing a more meaningful view about life, 
changing or resetting priorities, focusing on personal positive and strong points, being more flexible, having more 
confidence in oneself, being able to self-express,…. (Cordova et al, 2001; Fromm et al, 1996; Sears et al, 2003; 
Thornton, 2002; Tomich and Helgeson, 2004; Widows, 2005). It has also been clarified that these changes have 
occurred at presence of different types of cancer including prostate cancer (Thornton, 2006), colorectal cancer 

(Salsman et al, 2008), leukemia and lymphoma (Diater et al, 1988), bone marrow transplant (Tallman et al, 2007) 
and breast cancer (Cordova et al, 2001; Sears et al, 2003; Bellizzi and Blank, 2006).  

Given the results of the studies, paying serious attention to psychological factors in patients with chronic 
diseases, cancer and pulmonary diseases as well as their families is of vital importance. Since careful consideration 
of such factors besides relevant psychological interventions can lead to development of effective therapeutic 
modalities. The most important limitation of the present study is its cross-sectional design, since it is not able to 
provide a complete understanding of the trend of all issues and difficulties, and how to deal with cancer. Hence, it is 
necessary to conduct a longitudinal study on cancer patients and their families from the time of diagnosis. Despite 
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this limitation, clinical assessment was applied as a complementary tool for more accurate evaluation of the issue. It 
is recommended that researchers conduct such studies in a vast nationwide scale in the future. 
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