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ABSTRACT

Title: Qualitative study to assess the Quality of Life and social implications among cancer

patient after Hemi-mandibulectomy.

Background: Cancer and its treatment profoundly affect multiple dimensions of an
individual’s life, including physical, psychological, and social well-being. Among oral cancer
patients, those who undergo hemi-mandibulectomy experience not only the physical
consequences of surgery but also facial disfigurement, speech difficulties, and impaired
mastication and deep psychological and social challenges. The alteration in facial appearance
often leads to reduced self-esteem, social withdrawal, stigmatization, reduced interpersonal
relationships and community participation. Hence the present study was undertaken with as
aim to assess the QOL and social implication among cancer patients after Hemi-

mandibulectomy.

Methodology: Using descriptive research design, through purposive sampling technique, 30
cancer patient who underwent Hemi-mandibulectomy and coming to OPDs for follow up
were assessed through interview method, data collected was analyzed using descriptive and
inferential statistics for QOL and social implication using EORTC QOL-C30 and shame and

stigma tool tools.

Results: The results revealed that, 67% of cancer patients had a good quality of life, 30% had
a very good quality of life, and 3% had a poor quality of life. With regard to social
implications, 36% of them experienced mild, 30% moderate, and 17% severe levels of social

implications, indicating varying degrees of psychological and social adjustment after surgery.
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Conclusion: The study concludes that most cancer patients after hemi-mandibulectomy
maintain a good quality of life despite experiencing moderate social and emotional
challenges. The study concluded that there is a need to strengthen the counselling services and

social reintegration programs after hemi-mandibulectomy among cancer patients.

Key Words: Quality of Life, Social implication, Shame and stigma, Cancer patient, Hemi-

mandibulectomy.
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CHAPTER 1

INTRODUCTION

Head and neck cancers represent a significant global health burden, with oral cancer
being one of the most common subtypes. Treatment for oral cancers often requires aggressive
surgical interventions, such as hemi-mandibulectomy, which involves the partial or complete
removal of one side of the mandible (lower jaw). This procedure is critical for disease control
and prolonging survival. It frequently results in complex and life-altering consequences for
patients, affecting not only physical functioning but also emotional, psychological, and social
well-being.'?

Hemi-mandibulectomy, particularly when not followed by adequate reconstructive
surgery, may lead to visible facial disfigurement, functional impairments in speech and
mastication, and challenges in daily social interactions. These changes often result in a
significant decline in quality of life.** Patients may experience emotional distress, loss of
self-esteem, social withdrawal, and altered body image.”® For many, the ability to
communicate effectively, eat normally, or appear in public without fear of judgment or stigma
becomes compromised.”’

Traditional medical assessments focus primarily on clinical outcomes such as tumour
control, recurrence, and survival rates. However, these measures do not fully encompass the
patient's subjective experience of living post-surgery, nor do they address how the procedure
impacts their daily life, relationships, employment, and mental health.> It is therefore
essential to explore the broader and more personal dimensions of health, as defined by the
World Health Organization (WHO), which includes physical, mental, and social well-being
but not merely the absence of disease and infinity.*

Given the complexity of these experiences, a qualitative research approach is
particularly suited to capturing the depth and diversity of patient narratives. It allows
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researchers to engage directly with patients' stories, uncovering insights that are often
overlooked by quantitative methods.® Through open-ended interviews and thematic analysis,
researchers can identify recurring patterns, emotional responses, and coping strategies that
paint a more holistic picture of what it means to live after a hemi-mandibulectomy."”’

Furthermore, understanding the social implications of such surgeries is crucial. In many
cultures, the face is closely tied to identity, dignity, and social interaction. Disfigurement may
lead to social stigma, discrimination, or exclusion, further compounding the psychological
burden faced by patients.*” Social support systems in both formal (e.g., counselling,
rehabilitation) and informal (e.g., family, friends, peer groups) play a vital role in recovery
and adjustment, but access to such resources is often uneven, especially in low-resource
settings.”

This study, therefore, aims to delve into the lived experiences of patients who have
undergone hemi-mandibulectomy, focusing on their quality of life and the social
ramifications of their condition. By giving voice to these individuals, the research seeks to
inform clinicians, policymakers, and caregivers about the real-world challenges faced by
patients and to highlight areas where supportive care and rehabilitation services can be

improved.



NEED FOR THE STUDY

Globally, head and neck cancers account for nearly 900,000 new cases and over
400,000 deaths annually, making them a major public health concern.'® Among these, cancers
of the oral cavity contribute significantly, particularly in regions with high tobacco and betel
quid use."!

India alone bears a substantial burden, with over 135,000 new oral cancer cases each
year, representing one-third of the global incidence. Within surgical management, hemi-
mandibulectomy (removal of one side of the mandible) is a common procedure performed for
advanced oral cancers, especially those involving the lower alveolus, buccal mucosa, and
tongue. It is estimated that nearly 30 to 40% of oral cancer patients in India require
mandibular resections as part of their treatment. >

In Karnataka, cancers of the oral cavity remain one of the leading contributors to the
state’s cancer burden, particularly among men. According to the Population-Based Cancer
Registry (PBCR), Bengaluru, oral cancers consistently rank among the top three
malignancies reported in the state (National Centre for Disease Informatics and Research
[NCDIR], ICMR 2020). With an annual cancer incidence of nearly 86,000 new cases
statewide, a significant proportion of those with advanced lesions of the lower alveolus,
buccal mucosa, and tongue require surgical management involving the mandible (Kidwai
Memorial Institute of Oncology, 2024). Clinical audits and hospital records from major
oncology centres such as Kidwai, Bengaluru, indicate that mandibular resections (segmental
and hemi-mandibulectomy) are performed in thousands of patients each year as part of
curative treatment for advanced oral cancers (Kidwai Annual Report, 2022).'*> While precise
state-wide census data specific to hemi-mandibulectomy is not yet published, available
institutional studies suggest that 20-30% of surgically treated oral cancer patients in India

undergo procedures involving partial or hemi-mandibular resection.'*'*This underscores the



significant clinical and rehabilitative demand for such patients, particularly in relation to
speech, mastication, and quality-of-life outcomes.

Head and neck cancers, particularly oral cancers, are prevalent worldwide, especially in
regions with high tobacco and alcohol consumption. Surgical management, including hemi-
mandibulectomy, remains a cornerstone for treating advanced mandibular malignancies.
Although the procedure can be life-saving, it often results in significant physical deformities,
functional limitations, and psychosocial distress, all of which severely affect the quality of
life (QoL) of survivors."*

Patients undergoing hemi-mandibulectomy often experience challenges such as
difficulty in chewing, speaking, swallowing, and maintaining facial aesthetics, which further
leads to social isolation, low self-esteem, depression, and s‘[igrna.6’7 While several studies
have evaluated the clinical outcomes and functional rehabilitation of patients post-surgery,
there is a lack of in-depth qualitative research exploring how these individuals perceive and
navigate their altered lives following the operation.’”

Most available literature relies on quantitative tools like QoL scales, which may not
adequately capture the emotional and social challenges that patients face. A qualitative
approach is essential to explore these lived experiences, including how patients cope with
body image disturbances, rebuild their identity, and adjust to new social dynamics.>'®

Moreover, understanding these subjective experiences can inform patient-centred care,
psychosocial support interventions, and rehabilitation services, ultimately helping clinicians
and caregivers to better address the holistic needs of these patients ®. This study is especially
important in resource-limited settings, where access to reconstructive surgery, counselling,
and long-term rehabilitation may be limited, increasing the burden on patients to adjust

without adequate support.”



Thus, there is a critical need to explore the quality of life and social implications among
cancer patients after hemi-mandibulectomy, which can guide future policies and practices in

comprehensive cancer care.



CHAPTER 2
OBJECTIVES

This chapter deals with the statement of the problem, objectives of the study operational
definitions, assumptions, hypothesis, conceptual framework which provides a frame of

reference for the study.

STATEMENT OF THE PROBLEM
Qualitative study to assess the quality of life and social implications among cancer

patient after Hemi-Mandibulectomy.

OBJECTIVE OF THE STUDY
1. To assess quality of life among cancer patients after hemi-mandibulectomy by using

quality of life questionnaire developed by EORTC QLQ-C30.

2.To assess the social implication among cancer patient by using Shame and stigma tool

developed by Kissane et al.

OPERATIONAL DEFINITIONS
1. Quality of life: In this study it refers to cancer patients overall well-being, including
physical health, psychological state, level of independence, social relationships, and
personal beliefs after receiving hemi-mandibulectomy.
2. Social implication: in this study it refers to the concern patients perceived positive
and negative consequences on individual relationship in the community it is measured

with shame and stigma tool.



3. Cancer Patient: In this Study it refers to the patient who have undergone Hemi-
mandibulectomy and coming for follow up to Oncology OPD.

4. Hemi-Mandibulectomy: In this study it would refer to the patient who underwent
head and neck surgery.

5. Shame and stigma: In this study it refers to a standardized tools given by Kissane

et.al using for assessing the social implication.

Assumption:
1.Cancer patient with hemi mandibulectomy may be having low quality of life.

2.Cancer patient with hemi mandibulectomy may be suffering with some type of shame

and stigma.

THEORITICAL FRAMEWORK

Theoretical Framework is the structure that support a research study and describes the
theory that explains why the researcher problem under the study exist."’

The present study is descriptive in nature and assesses the Quality of life and social
implication among Cancer patient after Hemi-mandibulectomy.

The theoretical framework adopted for the study was based on General System theory
with input, throughput, output, and feedback as essential components which was first
introduced by Ludwig Von Bertalanffy in 1984."

System theory functions as a whole, and the behaviour of each part affects the entire
system. In health research, this theory helps to explain how biological, psychological, and

social factors interact to influence a patient’s overall wellbeing.



Open System

In this study, each cancer patients is considered an open system who interacts with
internal and external factors'® such as health status, employment status, family support and
social environmental factors that influencing the Quality of life and Social implication.
Input

In this study input includes the cancer patient’s Age, gender, education, occupation,
marital status, place of residence, type of family, stage of cancer, and type of treatment they
were taking.
Throughput/ Process

In this study, it refers to the assessment of Quality of life by using EORTC QLQ-C30
questionnaire and Social Implication by using shame and stigma scale among cancer patients
who underwent for hemi-mandibulectomy.
Output

In this study, it refers to the measured scores in terms of Quality of life and social
implications.
Feedback

Feedback is the process whereby the output of the system is redirected and throughput if
health-related quality of life and social implication is poor. The system input and throughput
have to be re-evaluated which is not included in the present study.
Summary

This chapter outlines the introduction, need for the study, problem statement, objectives,

assumptions, operational and conceptual framework.
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CHAPTER 3

REVIEW OF LITERATURE

A review of literature is a systematic summary, synthesis, and critical evaluation of
existing published or unpublished scholarly works relevant to a specific topic or research
problem (Hart and the American Psychological Association). The literature review can serve
a number of important functions in the research process and they can play a critical role of

nurses seeking to develop evidence-based practice.

The review of literature for present study has been categorized under the following headings:
1. Studies related to Quality of Life among Cancer Patients.

2. Studies related to social implications among Cancer Patients.

1. Studies related to quality of life

A cross-sectional study was conducted to examine the relationship between illness
uncertainty, coping strategies, and quality of life among prostate cancer patients at North
Carolina. A total of 263 prostate cancer patients were recruited through a randomized
clinical trial. The findings revealed that illness uncertainty had a significant negative
impact on both physical well-being (p < .001) and mental well-being (p < .05).
Furthermore, illness uncertainty was positively associated with avoidant coping strategies
(p < .001). Both active and avoidant coping strategies were found to significantly
influence mental well-being (p < .001). The study concluded that illness uncertainty not
only directly affects mental health but also indirectly contributes to poor mental well-

being through the use of avoidant coping strategies. These findings underscore the
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importance of addressing psychological responses to uncertainty in cancer care,

particularly the role of coping mechanisms in shaping patient outcomes'”"

A cross-sectional study was conducted to examine health-related quality of life
(HRQoL) among cancer survivors residing in rural China. Utilizing a sample of 425
cancer patients who were at least eight months post-diagnosis, the study employed the
five-level EuroQol-5-Dimension (EQ-5D-5L) questionnaire to assess HRQoL. The .self-
care, usual activities, pain/discomfort, and anxiety/depression. The findings revealed that
58.6% of participants reported at least slight levels of pain or discomfort, while 39.2%
experienced at least slight anxiety or depression. Several socio-demographic and clinical
variables were found to influence HRQoL, including cancer stage at diagnosis, tumour
site, the presence of comorbidities, annual household income, and rural-to-urban migrant
worker status. Notably, lung cancer survivors reported the lowest HRQoL scores among
all cancer types. In contrast, individuals with higher household income and those with
rural-to-urban migration status demonstrated better HRQoL outcomes. The study
concluded that cancer survivors in rural China generally experience deteriorated HRQoL,
with a substantial proportion facing persistent physical and psychological symptoms.
These results highlight the urgent need for targeted health interventions and supportive
care programs, particularly in underserved rural regions where access to healthcare

resources may be limited*’

A study was conducted on Systematic review of the health-related quality of life
issues facing adolescents and young adults with cancer MEDLINE, EMBASE, CINAHL,
PsycINFO and the Cochrane Library Databases were searched for publications reporting

Health-related QOL of AYAs. Issues generated from interviews with AYAs or from
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responses to patient reported outcome measures adolescents and young adults (PROMs)
were extracted. 166 papers were reviewed in full and comprised 72 papers covering 69
primary studies, 49 measurement development or evaluation papers and 45 reviews. The
result revealed that Of the 69 studies reviewed, 11 (16%) used interviews to elicit AYAs'
descriptions of HRQoL issues. The majority of the PROMs used in the studies represent
adaptations of paediatric or adult measures. HRQoL issues were organised into the
following categories: physical, cognitive, restricted activities, relationships with others,
fertility, emotions, body image and spirituality/outlook on life. The study concludes that
The HRQoL issues presented within this review are likely to be informative to health care
professionals and AYAs and the impact of a cancer diagnosis and treatment during
adolescence and young adulthood is widespread and reflects the complexities of this

developmental phase.”’

A cross sectional study on Demoralisation in oral cancer inpatients and it’s association
with spiritual needs, quality of life and suicidal ideation was conducted in Taichung
veterans General hospital, Taiwan. For this study 155 samples were selected by purposive
sampling technique. The result revealed that Only overall quality of life scores <62.5 and

spiritual needs <3.7 significantly predicted the occurrence of high demoralization.*

A retrospective multicentre study on postoperative sequelaec and therapy-related
impairments among oral cancer patients was conducted by the German-Austrian-Swiss
Cooperative Group on tumours of the Maxillofacial Region. Data from 1,359 patients
who underwent surgical treatment for oral squamous cell carcinoma across 43 oral and
maxillofacial clinics in Germany, Austria, and Switzerland were analyzed. The study

results revealed that physical impairments such as appearance, mouth opening, mandible
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mobility, breathing, and shoulder/arm mobility significantly increased with time since
surgery. Esthetic appearance showed the highest perception of worsening. Psychological
disorders such as depression and poor future outlook increased with time, while fear of
tumour recurrence decreased. However, the overall quality of life did not show significant
variation across different postoperative periods. Continuous adaptation of supportive

therapy was recommended to address the changing needs of oral cancer survivors.”

A systematic review on the psychosocial impacts and quality of life among early-
onset colorectal cancer patients was conducted following the PRISMA guidelines. The
review included 15 observational studies with a total of 18,146 participants, of whom
5,015 were diagnosed with early-onset colorectal cancer. The results revealed that
younger patients had significantly poorer quality of life compared with older patients,
with three out of four comparative studies showing worse mean QoL scores (P < 0.05).
Secondary outcomes such as sexual dysfunction, body image disturbance, financial strain,
career disruption, emotional distress, and social and family issues were more severely
affected among early-onset colorectal cancer patients. The review concluded that early-
onset colorectal cancer has distinct and more profound psychosocial and quality-of-life
impacts, emphasizing the need for targeted supportive interventions for younger adults

. 24
with colorectal cancer.

A cross-sectional study was conducted to explore the challenges faced by cancer
survivors referred for rehabilitation in primary healthcare settings. The study utilized
standardized health-related quality of life (HRQOL) measures and patient-reported
outcomes (PROs) to assess survivors’ concerns. HRQOL was measured using the

Functional Assessment of Cancer Therapy-General (FACT-G) scale, which revealed the
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lowest scores in functional well-being (14.4) and emotional well-being (16.6), while
higher scores were observed in physical well-being (18.9) and social/family well-being
(21.1). Responses to open-ended questions indicated that cancer survivors were most
concerned about managing everyday life, maintaining normalcy, and the future well-being
of their families. The study concluded that cancer survivors experience multidimensional
challenges that require a holistic rehabilitation approach, including psychological support,
coping strategies, and family-centered care. The findings also emphasized that combining
validated HRQOL tools with open-ended PROs provides a more comprehensive
understanding of the complex needs of cancer survivors in primary healthcare

rehabilitation.”

2. Studies related to social implications among Cancer Patients.

A meta-analysis was conducted to evaluate existing studies on shame and stigma
among head and neck cancer patients and to identify gaps in current research. The review
compiled literature published over the years using a predefined data extraction matrix,
focusing on study objectives, sample size, findings, and methodological limitations. The
results revealed that shame and stigma are significant psychological domains affecting
patients with head and neck cancer, often resulting from facial disfigurement and altered
appearance following surgical treatment. These factors contribute to emotional distress,
social withdrawal, and a decline in quality of life. However, the review found that this
area remains underexplored, with limited validated psychometric tools available for
measuring shame and stigma in this population. The study concluded that future research
should address these gaps by developing and validating standardized instruments to

assess shame and stigma more accurately. It also recommended the use of a
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methodological checklist to guide future studies aimed at improving the assessment and

management of psychological well-being in head and neck cancer patients.

A cross-sectional study was conducted to examine the interrelationship between
stigma, anxiety, and depression among patients with head and neck cancer (HNC). The
study recruited inpatients from a medical center and employed standardized assessment
tools, including the Shame and Stigma Scale (SSS), the Hamilton Anxiety Rating Scale
(HAM-A), the Hamilton Depression Rating Scale (HAM-D), and the Explanatory Model
Interview Catalogue (EMIC). The findings revealed that patients experiencing stressors
such as worries about health (t = 5.21, p < 0.001), job (t = 2.73, p = 0.007), family (t =
2.25, p = 0.026), and economic issues (t = 2.09, p = 0.038) had significantly higher stigma
scores. The total SSS scores showed a strong positive correlation with both anxiety (r =
0.509, p < 0.001) and depression (r = 0.521, p < 0.001), indicating that higher perceived
stigma is closely associated with psychological distress. Structural equation modeling
demonstrated that stigma directly influenced anxiety (B = 0.51, p < 0.001), which in turn
contributed to the development of depression (f = 0.90, p < 0.001). The study concluded
that stigma plays a central role in the psychological well-being of HNC patients, acting as
a key factor leading to anxiety and depression. It emphasized the importance of early
identification and management of stigma-related distress and suggested integrating stigma

reduction strategies into the psychosocial care of head and neck cancer patients.?’

A cross-sectional study was conducted to assess the perceived stigma among cancer
patients within the Arabic and Islamic cultural context. The study included 190 Arab
Muslim patients with cancer recruited from two government-designated hospitals.

Participants were assessed using the Social Impact Scale, which measures four

15



dimensions of perceived stigma—social rejection, financial insecurity, isolation, and
internalized shame. The findings revealed a high overall stigma score (M = 82.36),
indicating a substantial level of perceived stigma among participants. Among the
dimensions, social rejection was the most prominent (M = 3.69), followed by financial
security concerns (M = 3.35), feelings of isolation (M = 3.34), and internalized shame (M
= 3.16). The study highlighted that cultural and religious beliefs significantly shape how
patients perceive and experience stigma related to cancer. It concluded that within Arab
Muslim populations, stigma often manifests through social exclusion and fear of
rejection, which can adversely affect psychological well-being and delay help-seeking
behaviour. Therefore, culturally sensitive interventions that consider religious and social
values are essential to reduce stigma and improve the overall quality of life among cancer
patients in this population.*®

A scoping systematic review was conducted to explore patient experiences of weight
stigma within cancer care settings. The review examined studies addressing shame,
prejudice, bias, and stigma related to weight in connection with cancer diagnosis,
treatment, and survivorship. A systematic search was performed across five databases—
PubMed, CINAHL Plus Full Text, Cochrane Library, PsycINFO, and Scopus—covering
publications between October 2012 and February 2023. A total of five peer-reviewed
studies involving 113 participants met the inclusion criteria. Most of the studies focused
on women and cancers predominantly affecting them, such as breast, cervical, and
endometrial cancers. The included studies represented all stages of the cancer continuum,
encompassing screening, treatment, and post-treatment survivorship phases. Findings
revealed that patients frequently experienced weight discrimination and weight-biased
stereotypes during cancer care. Four studies reported internalization of weight bias, where

patients absorbed societal prejudices, leading to feelings of shame, guilt, and self-blame.
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One study also identified implicit weight bias among healthcare providers. The review
concluded that although evidence on weight stigma in cancer care is limited, existing
research indicates its presence and negative influence on patient experiences and
healthcare engagement. It emphasized the urgent need for further research to determine
the prevalence, mechanisms, and psychosocial impact of weight stigma in cancer
screening, treatment, and survivorship, along with developing interventions to foster

weight-inclusive and compassionate oncology care.”’

A randomized controlled trial was conducted to evaluate the effectiveness of
narrative therapy in reducing stigma among oral cancer patients who had undergone
major surgical treatment. The study included 100 participants who were randomly divided
into two groups: an intervention group that received narrative therapy alongside standard
care, and a control group that received only standard care. Multiple standardized
questionnaires were used to assess levels of stigma, shame, self-esteem, and social
functioning. Data were analyzed using analysis of variance and paired t-tests. The results
showed that patients who received narrative therapy experienced a significant reduction
in feelings of shame and perceived stigma compared to the control group. Additionally,
improvements were observed in self-esteem and social relationships, indicating enhanced
psychological adjustment and interpersonal confidence. The study concluded that
narrative therapy is an effective psychosocial intervention for mitigating stigma and
promoting emotional well-being among oral cancer survivors. These findings highlight
the potential of narrative-based approaches in cancer rehabilitation, emphasizing the
importance of integrating psychological interventions into routine post-surgical care to

improve overall quality of life.*°
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A study was conducted to culturally adapt and validate the Cataldo Cancer Stigma
Scale (CCSS) for use among cancer patients in Tanzania. The short version of the CCSS
(21 items), along with 12 locally-derived items, was administered to 146 adult cancer
patients. Exploratory factor analysis identified a 17-item scale with four distinct
subscales: enacted stigma, shame and blame, internalized stigma, and disclosure
concerns. Psychometric evaluation demonstrated strong internal consistency and
reliability, and the scale showed good convergent validity with measures of depression,
anxiety, social support, quality of life, and illness acceptance. Findings indicated that
overall cancer-related stigma was low, except for concerns regarding disclosure of the
diagnosis. Higher stigma scores were associated with increased depression and anxiety,
and with lower social support, quality of life, and illness acceptance. The study concluded
that the adapted scale provides a culturally appropriate and reliable measure of cancer
stigma in Tanzania, highlighting its potential use in future research to assess stigma’s
impact on care engagement and to guide interventions aimed at reducing stigma and

. . . 1
1mproving patient outcomes.”

A pilot study was conducted in Nigeria to evaluate the feasibility and effectiveness of
an empathic communication skills training program aimed at reducing cancer-related
stigma among patients. Thirty healthcare providers from University College Hospital,
Ibadan, and Obafemi Awolowo University Teaching Hospitals Complex, Ile-Ife,
participated in a 2.25-hour didactic and experiential training session. Surveys completed
before and after training demonstrated highly favourable evaluations, with at least 85% of
participants rating the training as relevant, novel, clear, and effective. Self-efficacy for
empathic communication with patients improved significantly from pre-training (Mean

[SD] = 3.93 [0.28]) to post-training (Mean [SD] = 4.55 [0.15]; t29 = 3.51, P < .05).
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Additionally, participants reported increased empathy toward lung cancer survivors, more
positive attitudes toward lung cancer care, and reduced tendencies to assign blame to
patients. The study concluded that empathic communication training is feasible, well-
received, and effective in improving healthcare provider attitudes and behaviours,
suggesting its potential to reduce patient experiences of stigma and enhance engagement,

treatment satisfaction, and quality of life in oncology settings.32

After reviewing literature, the researcher found that the study was done either with

Quality of life or social implication but not both the areas and most of the studies were

descriptive studies not intervention.
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CHAPTER 4

RESEARCH METHODOLOGY

This chapter deals with the research methodology adopted for the study. It includes the
research approach, research design, study setting, sample and sampling technique, description
of the tool, data collection procedure and plan for data analysis.

Methodology of the research indicates the general patterns of organizing the procedure
for empirical study together with the method of obtaining valid and reliable data for problem
under investigation.

The present study aimed at assessing the Quality of Life and social implications among

cancer patients after receiving Hemi- mandibulectomy.

RESEARCH APPROACH

Research approach is the basic procedure for the research enquiry. The research
approach helps the researcher to determine what data to collect and how to analyse it. It also
suggests possible conclusion to be drawn from the data (Kothari C.R. 2003). For the present

study Quantitative research approach was used.

RESEARCH DESIGN
A research design is an investigators overall plan for obtaining answers to the research
questions (Polit and Hungler,1999). For the present study, descriptive research design was

used.
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SETTING OF THE STUDY

Setting refers to the area where the study was conducted (Burns and Groove 2002). The
present study was conducted at R.L Jalappa hospital and research center, Kolar. It is a multi-
specialty hospital with 1200 bedded capacity. In this hospital the department of oncology has
different OPDs (ENT OPD, surgical oncology OPD, radiation and chemotherapy OPD) and it
functions weekly 5 days from Monday to Friday for 7 hours and Saturday for 4 hours. This
setting was selected based on the availability of subjects and feasibility of conducting the

study.

POPULATION

The population referred as the target population, which represent the entire group or all
the elements like individuals or objects that meet certain criteria for inclusion in the study
(Burns and Groove, 2002). In the present study, population consist of cancer patient who

were underwent Hemi-mandibulectomy and coming for follow up to different oncology

OPDs.

SAMPLE AND SAMPLE SIZE

Sample refers to a portion of population which represent the entire population (Burns
and Groove, 2002). In this study sample consist of cancer patients who underwent for hemi-
mandibulectomy and coming for follow up in RLJH&RC OPDs.
The estimated sample size for this study on quality of life among cancer patients after
hemimandibulectomy was calculated using Cochran’s formula. The sample size was

determined using Cochran’s formula with finite population correction, which is given by:
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Where:

ng= Cochran’s standard value= 385

N= Total Population = 40 ( Available for follow-up in OPD)

E= Marginal error = 0.05

Substituting the values:

385
n=——p-—--—
(385—1)
385
"T 196
385
"= 70.
n=3632~ 36

Hence, the estimated sample size = 36.

Considering the feasibility of conducting in-depth qualitative interviews and ensuring
adequate data saturation, the final sample size was fixed at 30 participants who underwent
hemi-mandibulectomy and reported for regular follow-up at RLJH & RC OPD, selected

using purposive sampling technique.
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SAMPLING TECHNIQUE
Sampling defines the process of selecting a group of people or other elements to conduct
the study (Burns and Groove, 2002). For the present study Purposive sampling technique was

used.

CRITERIA FOR SELECTING THE SAMPLE
Inclusion criteria:

Cancer Patient who were:

e Between the age group of 17-60 years
e Coming for regular follow up.

e Able to express their feeling fluently in Kannada language.
Exclusion criteria:
Cancer patient:

e Whose Response was not able to understand.

SELECTION AND DESCRIPTION OF THE TOOL

The following steps were used for selection and description tool
DESCRIPTION OF THE TOOL
Based on the research problem and objectives of the study, the following tool was used.
SECTION-I: Socio-Demographic Variables

This section consist of 9 variables like age, gender, education, occupation, place of

residence, marital status, stage of cancer and types of treatment.
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SECTION-II: Quality of life questionnaire of EORTC QLQ-C30 (VERSION-3)

This section consists of standardized tool on European Organisation for Research and
Treatment of Cancer (EORTC QL-C30) and the tool consist of 9 domains under the following

headings:

Table no -1: Distribution of Questions According to the Domains of Quality-of-Life Scale

SL NO. DOMAIN QUESTION NO.
1 Physical functioning 3,4,5,6,7
2 Role functioning 8,9
3 Dyspnoea 10
4 Pain, 11,12
5 Insomnia, 13,14,15,16,17,18,19,20,21
6 Cognitive functioning 22,23
7 Emotional functioning 24,25,26,27,
8 Social functioning 28,29,30
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SECTION-III: Shame and stigma tool developed by Kissane et al. in 2013.

This tool developed by Kissane et al. in 2013 to assess social implication among cancer

patients. This tool consists of 20 items under the following headings:

Table no -2: Distribution of Questions According to the Domains of shame and stigma tool

SL NO. DOMAIN ITEMS NUMBER
1 Shame with appearance 1,2,3,4,5,6,7.8

2 Sense of stigma 9,10,11,12,13

3 Regret about life style and disease 14,15,16,17

4 Speech and social concern 18,19,20

TRANSLATION OF THE TOOL

The tool was in English and then it is translated to Kannada language by subject experts

and it was retranslated to English by English expert.

ETHICAL CLEARANCE

Before conducting the study, the ethical clearance was obtained from the institutional

ethical committee of Sri Devaraj Urs College of Nursing, Tamaka, Kolar which is enclosed.

DATA COLLECTION PROCEDURE

The data was collected from 23-05-2025 to 23-06-2025 under the following steps:
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Step-1 (Preparatory phase):

Ethical clearance was obtained from the institutional ethical committee of Sri Devaraj
Urs College of Nursing. A formal written permission was obtained from the Medical
superintendent of R.L Jalapa hospital and research centre and HOD of oncology departments.
Based on the inclusion criteria through purposive sampling technique, 30 cancer patients

were selected for the study.

STEP 2 (Intervention phase):

The researcher introduced herself to the participants and explained the purpose of the
study than an informed consent was obtained from study participants. First socio
demographic variables were assessed followed by quality of life and social implication on
social implication was assessed using EORTC QLQ-C30 and shame and stigma tool
respectively. To collect data, interview method was used and it took approximately 60

minutes for each patient.

STEP 3 (Closing phase):

Then the researcher thanked each cancer patients who participated in the study.

PLAN FOR DATA ANALYSIS

The data obtained from the cancer patient who underwent Hemi-mandibulectomy was

analysed using descriptive and interferential statistics as follows:

1. Socio demographic variables will be analysed using the frequency and percentage.

2. Quality of life will be analysed using frequency, percentage, mean and standard
deviation.

3. Social implication on Stigma and Shame will be analysed using frequency,

percentage, mean and standard deviation.
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SUMMARY:
This chapter deals with the methodology, research approach, research design, setting,
population, sample and sampling technique, development and description of the tool and plan

for data analysis.
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CHAPTER 5

DATA ANALYSIS AND INTERPRETATION

This chapter deals with analysis and interpretation of data gathered to assess the Quality

of Life and Social Implications among Cancer patient.

The analysis and interpretation of the study are based on the data collected from cancer

patients after hemi-mandibulectomy on QOL and social implication.

Objectives:
1. To assess quality of life among cancer patients after hemi-mandibulectomy by using

quality of life questionnaire developed by EORTC QLQ-C30.

2.To assess the social implication among cancer patient by using Shame and stigma tool

developed by Kissane et al.

Assumption:

1.Cancer patient with Hemi-mandibulectomy may have low quality of life.

2.Cancer patient with Hemi-mandibulectomy may be suffering with some type of shame

and stigma.

The collected data is analyzed and presented based on the objectives of the study under

following section:

Section-I: Distribution of cancer patients based on their Socio-Demographic variables.

Section-II: Quality of Life among cancer patient after Hemi-mandibulectomy

Section-III: Social Implication among cancer patient after Hemi-mandibulectomy.
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SECTION-I

Distribution of Cancer patients based on their Socio-Demographic variables.

This section deals with Socio-Demographic variables of Cancer patient after receiving
Hemi-mandibulectomy. Before assessing the Quality Of Life and Social Implication among
Cancer patients, they were assessed for their socio-demographic variables and it is presented

from table 3 to 11.

Table no-3: Distribution of cancer patient based on their age group.

N=30
S1. No. Age in years Frequency Percentage
1 20-29 1 3
2 30-39 4 14
3 40-49 7 23
4 50 above 18 6
Total 30 100
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Fig 2: Bar diagram showing distribution of patients based on Age group

The above table and bar diagram shows that, majority (60%) of cancer patients were
found to be more than 50 years of age, 23% of them were between 30-49years, 14% of them

were between 30-39 years and only 3% were between 20-29 years of age group.

Table -4: Distribution of cancer patient based on their Gender

N=30
SI No Gender Frequency Percentage
1 Male 14 47
2. Female 16 53
Total 30 100
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Fig 3: Bar diagram showing distribution of patients based on Gender
The above table and bar diagram shows that, majority (53%) of cancer patients were

found to be Female, where as only 47% patients were found to be male.

Table no -5: Distribution of cancer patient based on their Education qualification.

N=30
SL.
Education Qualification Frequency Percentage

No.

1 Primary school 4 13

2 | Secondary school 2 7

3 | Graduate 2 7

4 | No formal Education 22 73

Total 30 100
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Fig 4: Bar diagram showing distribution of patients based on Education qualification

The above table and bar diagram shows the majority (73%) of patients were not having

any education qualification, 7% of patients were graduates, 7% of them were with Secondary

schooling and 13% of them were with Primary schooling.

Table no -6: Distribution of Cancer patients Based on their Occupation

N=30

SI. No. Occupation Frequency Percentage
1 Homemaker 15 50

Government job 1 3
2 Private job 3 10
3 Labours 11 37
4

Total 30 100
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Fig S: Bar diagram showing distribution of patient based on Occupation

The above table and bar diagram shows that majority (50%) of patients were

homemakers, 10% of them were in Private job, 3% of them were

37% of them were labourers.

in Government job and

Table no-7: Distribution of Cancer patients Based on their Place of Residence

N=30
SI1. No Place of Residence Frequency Percentage
1 Urban 13 43
2 Rural 17 57
Total 30 100
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Fig 6: Pie diagram showing distribution of patient based on their Place of Residence
The above table and Pie diagram shows that majority (57%) of patients were residing in

Rural area and 43% of them were from Urban area.

Table no-8: Distribution of Cancer patients Based on their Type of Family

N=30
S1. No. Types of Family Frequency Percentage
1 Nuclear 17 57
2 Joint 13 43
Total 30 100
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Fig 7: Pie diagram showing distribution of patient based on their type of family
The above table and the Pie diagram shows that majority (57%) of patients are belongs

to nuclear family and the 43% of them were belongs to joint family.

Table no-9: Distribution of Cancer patients Based on their Marital Status

N=30
SI. No Marital Status Frequency Percentage
1 Married 27 90
2 Unmarried 3 10
Total 30 100%
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Fig 8: Pie diagram showing distribution of patient based on their Marital Status

The above table and the Pie chart shows that the majority (90%) of patients were married and

10% them were unmarried.

Table no-10: Distribution of Cancer patients Based on their Stages of Cancer

N=30
SI. No. Stages of Cancer Frequency Percentage
1 First 9 30
2 Second 17 57
3 Third 3 10
4 Fourth 1 3
Total 30 100
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Fig 9: Bar diagram showing distribution of patients based on their Stages of cancer

The above-mentioned table and Bar diagram shows that, the majority (57%) of cancer

patients were in second stage of Cancer, 30% were in first stage, 10% of them were in third

stage and only 3% of them were in fourth stage of cancer.

Table no -11: Distribution of Cancer patients Based on followed treatment

N=30
SI. No. Types of treatment Frequency Percentage
1 Radiation therapy 13 43
2 Chemo therapy 6 20
3 Surgery 10 34
4 Dressing 1 3
Total 30 100
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Fig 10: Bar diagram showing distribution of patient based on their types of treatment

The above table and the bar diagrams shows that, the distribution of Cancer patient who
underwent Hemi-mandibulectomy and coming to OPD for follow up for their treatment.
Majority (43%) of patients were coming for Radiation Therapy, 20% of them were coming
for Chemotherapy, 34% of them were coming for surgery related procedure and only 3% of
them were coming for dressing.

SECTION-II
Quality of Life among cancer patient after Hemi-mandibulectomy

This section deals with the first objective of the study that is to assess Quality of life
among Cancer patient who undergone Hemi-mandibulectomy by using EORCT-QOL-c30
and presented from table no— 12 to17.
Quality of life among Cancer patient were calculated based on below mentioned formula and

divided into three groups and presented in table no-12

Patient total Score
Percentage of QOL= x 100

Maximum possible score
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Poor: who scored between 26%-50%
Good: who scored between 51%-75%

Very good: who scored between 76%-100%

Table No-12: Distribution of Cancer patient based on overall Quality of Life

N=30
Quality Of Life Frequency Percentage
Poor 01 3
Good 20 67
Very good 09 30
Total 30 100
Overall quality of life

80%

0% [VALUE]

60%

50%

40% 30%

30%

20%

10% 3%

0% |
Poor QOL Good QOL Very good QOL

B Poor QOL Good QOL Very good QOL

Fig 11: Bar diagram showing the distribution of overall Quality Of Life
The above-mentioned table and the Bar diagram shows that, out of 30 patients majority
(67%) were having Good Quality of Life, 30% of them had Very good Quality of Life and

3%) of them had Poor Quality of Life.
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Table no-13: Distribution Functional Scale among Cancer patient after Hemi-

mandibulectomy
Poor Good Very good
Domain

Frequency % Frequency % Frequency %
Physical Functioning 2 6.6 18 60 10 33.4
Role functioning 4 13 20 67 6 20
Emotional Functioning 3 10 13 43.4 14 46.6
Cognitive Functioning 4 13.4 11 36.6 15 50
Social Functioning 11 37 10 33 9 30

FUNCTION SCALE QOL
70.00% 67%
60%
60.00%
0,
50.00% 43.4% 46.6% >0%
) 33.4% 36.6% ., 33%
40.00% 87% 30% mPOOR
30.00%
20% 0GOOD
20.00% E VERY GOOD
139% 1094 13.4%
10.00% 6.69
0.00% [
PHYSICAL ROLE EMOTIONAL COGNITIVE SOCIAL
FUNCTIONING ~ FUNCTIONING ~ FUNCTIONING ~ FUNCTIONING ~ FUNCTIONING

Fig 12: Bar diagram showing the distribution of Function scale Quality Of Life

The above

table and bar diagram shows that, the distribution of Functional Scale

among Cancer patient after Hemi-mandibulectomy. With regard to Physical Functioning,

majority (60%) of patients had a good level, 33.4% of them had very good level and 6.6% of

them had poor level of physical functioning. This indicates, most of the patients had well

adapted physically functioning after mandibulectomy.
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With regard to Role Functioning, majority (67%) of patient had good role functioning,
20% of them had very good and 13% had poor role functioning. This indicates, most of the
patients were able to perform their daily roles and responsibilities to the satisfactory level.
With regard to Emotional Functioning, majority (46.6%) of patients had very good, 43.4% of
them had good and 10% of them had poor emotional functioning. This indicate that despite
surgical disfigurement or speech difficulties, many patients maintain their positive emotional
adjustment.

With regard to Cognitive Functioning, 50% of patients had very good cognitive function,
36.6% of them had good, and 13.4% of them had poor cognitive function. This indicates that,
after the surgery most of them retained their cognitive abilities like memory and
concentration.
with regard to Social Functioning, majority (37%) of the patients had poor social
functioning, 33% of them had good, and 30% of them had very good social function. This
indicates that social relationships and interactions are significantly affected after surgery due
to changes in facial appearance, speech, or stigma associated with the condition.

Description of the symptom Scale:

With regard to symptoms scale, the raw score (RS) of each domain was obtained by
calculating the mean of all item responses belonging to that specific domain using the
following formula:

Sum of item scores in the domain

"~ Number of items in that domain

To standardize the domain scores within a uniform range of 0 to 100, the EORTC
transformation formula was applied. In the symptom scale the higher score represents a

greater severity of symptoms and standardized score (S) was calculated as follows:
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The frequency (f) and percentage (%) of participants in each category were then

computed using the following formula:

Frequency of category

Percentage = 100

Total participants

Classification of symptoms scale:

All hemi-mandibulectomy patients symptoms scale assessed were divided based on the

above-mentioned formula and classified as follows:

Mild: who scored between 0 to 33.3
Moderate: who scored between 33.4 to 66.6

Severe: who scored between 66.7 to 100

Table no-14: Distribution of Symptoms Scale among Cancer patient after Hemi-

mandibulectomy
N=30
Severe Moderate Mild
Domain
Frequency % Frequency % Frequency %
Fatigue 1 33 10 333 19 63.4
Nausea/vomiting 3 10 7 23.4 20 66.6
Pain 2 6.6 7 23.4 21 70
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Fig 13: Bar diagram showing the distribution of Symptoms scale Quality of Life

The above table and bar diagram shows that, the distribution of symptom Scale
among Cancer patient after Hemi-mandibulectomy. With regard to Fatigue
majority (63.4%) of them had mild symptoms, 33.3% of them had moderate and 3.3% of them had
severe symptoms.

With regard to Nausea and Vomiting, most (66.6%) of the patients had mild symptoms,
23.4% of them had a moderate and 10% of them had sever symptom of Nausea and vomiting
due to chemotherapy or postoperative medication.

With regard to Pain, majority (70%) of patients had mild pain, 6.6% of them had severe

pain- and 23.3% of them had moderate level of pain.
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Table no-15: Distribution of single Symptoms Scale among Cancer patient after Hemi-

mandibulectomy
Domain Severe Moderate Mild
Frequency | % Frequency | % Frequency | %
Dyspnoea 2 6.6 6 20 22 73.4
Insomnia 4 13 6 20 20 67
Appetite 1 3 5 17 24 80
Constipation | 1 3 4 13.6 25 83.4
Diarrhoea 0 - 3 10 27 90
Financial 4 13 11 37 15 50
SINGLE SYMPTOMS QOL
100 [VALUE]%
80 73.4% 0
70 67%
60 50%
50
40
30 209
20 . 179 13.6 100
10 66 3% 3%

0%
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Fig 14: Bar diagram showing the distribution of Single Symptoms scale on QOL

Above mentioned table and Bar diagram shows that, with regard to dyspnoea, 6.6%

of patients had severe, 20% of them had moderate and 73.4 of them had mild breathing

difficulty.
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With regard to insomnia, 13% of them had severe, 20% of them had moderate, and 67% of
them had mild level of insomnia, indicating that sleep disturbances were limited among
Hemi-mandibulectomy patients.

With regard to loss of Appetite, majority (80%) of them had mild, 17% of them had
moderate and 3% of them had severe loss of appetite.
with regard to constipation, majority (83.4%) of them had mild,13.6% of them had moderate
and 3% of them had severe constipation.

With regards to diarrhoea, majority (90%) of them had mild, 10% of them had
moderate, and none of them had severe diarrhoeal symptoms.
With regard to financial difficulties, majority (50%) of them had mild, 37% of them had
moderate and 13% of them had severe financial crisis due to BPL and Ayushman Bharat
health scheme.
Description of Global Health:

Quality of Life (QoL) domain of the EORTC QLQ-C30 consists of two items (Questions
29 and 30) of Global Health Status that measure the overall health of patients. In this regard
each item is rated in 7-point Likert scale, where 1 indicates Very poor and 7 indicates
Excellent and it’s calculated as follows:
Calculation of Raw Score (RS)
The raw score is the mean of the two items in the global health domain:

RS — Sum of item scores for Q29 and Q30
B 2

Standardization of Score
To transform the raw score to a 0—100 scale, the following EORTC linear transformation

formula is applied:
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Where:
e RS =Raw score
e Range = Difference between the maximum and minimum possible values (for this
scale, 7—1=06)
e S = Standardized (transformed) score ranging from 0 to 100

Thus:

s=@x100

Based on the transformed scores, all hemi-mandibulectomy patients Global Health assessed

were classified as follows and presented in table -13.

Poor: Who scored between 0 to 33.3

Moderate: Who scored between 33.4 to 66.6

Very good: Who scored between 66.7 to 100

Table no-16: Distribution of Global Health among Cancer patient after Hemi-

mandibulectomy
N=30
Poor Moderate Very Good
Domain
Frequency % Frequency % Frequency %
Global Health QOL 5 16.6 25 83.4 - -
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Fig 15: Bar diagram showing the distribution of overall Health Quality of Life
The above-mentioned table and bar diagram shows that, majority (83.4%) of
cancer patients had overall good health, 16.6% of them had poor and none of the them

had a very good level of global health status.

Table no-17: distribution of domain wise mean score on quality of life among cancer

patients
N=30
DOMAINS MAX SCORE | MEAN SD
FUNCTIONAL SCALE
Physical Functioning (Transformed) 93 56.03 20.18
Role Functioning (Transformed) 100 59.10 20.77
Emotional Functioning (Transformed) 91 64.67 21.41
Cognitive Functioning (Transformed) 100 70.27 24.66
Social Functioning (Transformed) 100 54.20 30.62
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SYMPTOMS SCALE

Fatigue (Transformed) 77 28.23 21.74
Nausea/vomiting (Transformed) 100 25.93 31.08
Pain (Transformed) 83 32.97 21.08

SINGLE SYMPTOMS SCALE

Dyspnoea (Transformed) 100 36.37 28.03
Insomnia (Transformed) 100 28.70 35.65
Appetite loss (Transformed) 100 24.23 28.74
Constipation (Transformed) 100 24.23 27.40
Diarrhoea (Transformed) 66 17.60 22.48
Financial difficulties (Transformed) 100 49.63 29.93
GLOBAL HEALTH QUALITY OF
LIFE (Transformed) 66 813 .93

The above table shows that, the mean score on quality of life among Cancer patients
after Hemi-mandibulectomy. With regard to functional scale, the highest mean score (70.27)
was seen in cognitive domain with an SD of 24.66 and the lowest mean score(54.20) was in
social domain with SD of 30.62. With regard to Symptoms scale, the highest mean
score(32.97) was in pain domain with SD of 21.08 and the lowest mean score (25.93) was in
Nausea/vomiting with SD of 31.08. In single symptoms Scale, the highest mean score (17.60)
was in Diarrhoea with SD of 22.48 and the lowest mean score (49.63) was in financial
difficulty domain with SD 29.93. With regard to the Global Health QOL , the mean score was

48.13 with SD of 29.93.
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SECTION-III
Social Implication among cancer patient after Hemi-mandibulectomy
This section deals with the second objective of the study that is to assess social
implications among Cancer patient after Hemi-mandibulectomy by using Shame and stigma
tool developed by Kissane et al. and presented from table no-18 to 20.
The Shame and Stigma tool is a Spoint writing scale, the minimum score 0 and the
maximum score is 4. The score interpretation is made for each domain and the total scale as

follows:

Sum of item scores

Calculate Raw Score = ,
Number of items

Apply Linear Transformation Formula

To standardize to a 0—100 scale, use:

_ B0 00
(-0
or simply,
S= RS x 100
4

Based on the transformed scores, all hemi-mandibulectomy patients Social Implication
assessed were classified as follows and presented on table-15

Very Low: Who scored between 0 to 20

Mild: Who scored between 21 to 40

Moderate: Who scored between 41 to 60

Severe: Who scored between 61 to 80

Very severe: Who scored between 81 to 10
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Table no-18: Distribution of Overall Social implications among Cancer Patients

N=30
Very Low Mild Moderate Severe
Frequency | % | Frequency | % | Frequency | % | Frequency | %
Social
5 17% 11 36% 9 30% 5 17%
implication

Overall Social Implication

40%

35%

30%

25%

20%

17%

15%

10%

5%

0%

NONE m MILD

36%

MODERATE

30%

17%

SEVERE m® VERY SEVERE

Fig 16: Distribution of Overall Social implications among Cancer patient

The above-mentioned table and Bar diagram shows that , majority (36%) of cancer

patients had experienced mild,30% of them had moderate, 17% of them had severe

and

17% of them had Severe social implications and None of them reported very severe Social

implications.
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Distribution of Domain wise social Implication among Cancer Patient

In the Shame and stigma tool, Items 1, 4, 7 and 20 are reverse-scored because they are
positively worded and their interpretation are made as follows:
Reversed score = 4 — original score
For each domain:

Sum of item scores

"~ Number of items

This gives a mean value between 0 and 4.

Transform to 0—100 Scale

Use the linear transformation formula:

_RS-0)

S 100

Where,
RS-indicates Raw score

S- indicates standardized score
0- indicates Minimum possible score

4- indicates maximum possible score
Based on the transformed scores, all hemi-mandibulectomy patients Social Implication were

assessed Domain wise and classified as follows and presented in table -16

Mild: Who scored between 0 to 33.3
Moderate: Who scored between 33.4 to 66.6
Severe: Who scored between 66.7 to 100

Higher Score: Grater Shame and stigma

51



Table no -19: Distribution of Social implications among Cancer Patients

N=30
Mild Moderate
Domain Frequency % Frequency %
Appearance of
- - 30 100%
Shame
Sense of Stigma 6 20% 24 80%
Regrate of
22 73% 8 27%
Personal Guilt
Speeches  and
' 30 100% - -
Social Concern

The above table presents the domain-wise classification of social implications among
patients after hemi-mandibulectomy.

With regard to Appearance of Shame domain, all participants (100%) experienced a
moderate level of shame. This finding indicates that physical alterations in facial appearance
following surgery had a considerable emotional impact, leading to self-consciousness and
concerns about body image.

With regard to Sense of Stigma domain, 80% of the participants exhibited a moderate
level and 20% of them had a mild level. This suggests that, most of Cancer patients
perceived social judgment or avoidance due to visible treatment effects, which may have

affected their social confidence and interactions.
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With regard to Regret and Personal Guilt, 73% of patients reported a mild level and 27%
had a moderate level. This indicates that although a few patients experienced feelings of self-
blame regarding their illness, the majority accepted their condition without significant guilt.

With regard to Speeches and Social Concern domain, all patients (100%) demonstrated a
mild level of concern, indicating that speech-related or social communication difficulties
were minimal.

Table no-20: Distribution of mean score on social implications among cancer patients

SINo | Domain Mean SD
1 Appearance of shame 2.07 0.98
2 Sense of Stigma 2.62 0.94
3 Regrate and personal guilt 2.73 0.84
4 Speech and Social Concern 3.03 0.81

The above table presents the domain-wise mean scores and standard deviation for social
implications among cancer patients.

With regard to Appearance of Shame domain, the mean score was 2.07 with SD of 0.98,
indicating that patients experienced a moderate level of distress related to changes in physical
appearance following surgery.

With regard to Sense of Stigma domain had a mean score of 2.62 with SD of 0.94,
reflecting that patients moderately perceived social judgment, avoidance, or differential
treatment by others.

With regard to Regret and Personal Guilt, the mean score was 2.73 with SD of 0.84,
which also falls in the moderate range, suggesting that, some patients experienced feelings of

guilt or self-blame regarding their illness.
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With regard to Speech and Social Concern domain, the highest mean score was 3.03
with SD of 0.81, indicating that patients experienced noticeable difficulties in communication

and social interaction, which affected their social confidence and participation.
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CHAPTER 6

DISCUSSION

This chapter presents the major findings of the study and discusses them in relation to
similar studies conducted by other researchers. The study intended to assess the QOL and
Social Implication among Cancer patients after Hemi-mandibulectomy.

The findings of the study are discussed under the following headings;

Section-I: Distribution of Cancer patients based on their Socio-Demographic variables.

Section II: Quality of Life among cancer patient after Hemi-mandibulectomy

Section III: Social Implication among cancer patient after Hemi-mandibulectomy

Section-1

Distribution of Cancer patients based on their Socio-Demographic variables

With regard to socio demographic variables majority (60%) of Cancer patients were
found to be more than 50 years of age group, 53% of them were females, 73% of them were
not having formal education, 50% of them were homemakers, 57% of them were residing
in rural area, 57% of them were from nuclear family, 90% of them were married, 57%of
them were identified cancer during second stage and 43% of them were coming to the

hospital for Radiation Therapy. This was supported by many studies.****
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Section I1

Quality of Life among cancer patient after Hemi-mandibulectomy

With regard to the Quality of Life, the overall QoL among hemi-mandibulectomy
patients revealed that 67% of patients had a good quality of life, The analysis of Table 9
revealed that 30% experienced a Very Good QoL, and only 3% fell into the Poor QoL
category. This indicates that most patients adapted reasonably well following hemi-

mandibulectomy, maintaining functional and psychosocial well-being postoperatively. **

With regard to the functional domain it was found that, 60% of Cancer patients were
having good physical functioning, 67% of them had good role functioning, 46.6% of them
had very good emotional functioning, 50% of them had very good cognitive functioning and

37% of them had poor social functioning and this was supported by the previous study.**

With regard to the symptoms scale, 63.4% of them had mild fatigue, 66.6% of them had
mild Nausea and vomiting and 70% of them had mild pain due to effect of analgesics given
after surgery and this is similar to the findings of another study conducted in Norway,

Sweden, and the Netherlands. 4

With regard to the single symptoms scale, 73.4% of them had mild level of Dyspnoea,
67% of them had mild Insomnia, Majority (67%) of them were had mild level of fatigue and
loss of appetite indicating manageable post-operative side effects and 50% of them had
financial difficulties who were supported by BPL and Ayusman Bharath Schemes and this

finding supported by the news one of the leading newspapers in Karnataka. *°

With regards to the global health QoL 83.4% of them had moderate global health, this

indicates that most of the patients perceived their health is satisfactory, the overall perception
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of global health remains moderately affected due to post-surgical and socio-economic factors.
This is supported by Rogers et al. (2002) emphasized that global health perception is influenced by

both physical and psychosocial recovery after post-surgery.47

Overall, these findings highlight that while hemi-mandibulectomy significantly affects
physical appearance, social interaction, and symptom experience. most patients maintain a
good quality of life, particularly in cognitive and emotional domains. This indicates their is a
need for comprehensive postoperative care, including psychological support, speech

rehabilitation, and social reintegration in order to enhance QOL.
Section I1I
Social Implication among cancer patient after Hemi-mandibulectomy

The findings revealed that social implications were present to varying degrees across
different domains, reflecting the multidimensional impact of facial surgery on patients’

psychosocial well-being.

With regard to the overall social implication 36% of them had mild social implications, 30%
of them had moderate, 17%o0f them were severe social implications and none of them were
with severe social implications. This findings indicate that, most patients experienced some

level of social difficulty following surgery but it was manageable.

With regard to the appearance of Shame, all patients (100%) experienced moderate levels of
shame related to physical appearance. This finding highlights the significant psychological
impact of facial disfigurement following hemi-mandibulectomy. Changes in facial aesthetics

can lead to heightened self-consciousness and concerns about body image, consistent with
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findings by Hsieh CE et al. (2010), who reported that facial changes after head and neck

surgery contribute to patients’ feelings of embarrassment and reduced self-esteem.*’

With regard to the sense of stigma, 80% of patients experienced moderate stigma and 20%
reported mild stigma. This indicates that most patients perceived social judgment, avoidance,
or differential treatment due to visible treatment effects and this was supported by the

previous study.*

With regard to the Regrate of personal Guilt, 73% of patients had mild regret or guilt, and
27% of them had moderate levels of regret of personal guilt and the same was observed by
the researcher while collecting data as patients mentioned that I feel like I committed some
sins in my previous life, so today God is punishing me for my sins like this. This suggests
that while some patients may experience self-blame regarding their disease or treatment, the
majority are able to cope and accept their condition and the finding was supported by the

previous study. *°

With regard to the speech and social concern 100%of them had mild speech and social
concerns, but the mean score in this domain was the highest (3.03 = 0.81), indicating
noticeable challenges in communication and social interactions. This discrepancy suggests
that even when patients rate their concern as mild, it can still have significant implications for
daily social participation and this finding is consistent with previous studies, which have
shown that post-mandibulectomy patients often experience significant challenges in speech
and social participation, despite perceiving their difficulties as minor (Kumar et al., 2017,

Patel et al., 2018).°%!

Overall, the findings demonstrate that hemi-mandibulectomy has a considerable impact on
patients’ social functioning, particularly concerning appearance and social stigma. The

moderate levels of shame and perceived stigma suggest the need for psychosocial
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interventions, such as counselling, support groups, and speech therapy, to enhance social

reintegration and emotional adjustment and this was supported by the many studies™
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CHAPTER 7

SUMMARY

This chapter deals with overall analysis, implications and recommendation regarding Quality

of Life and Social implications among cancer patients.

The objectives of the study are:

1. To assess quality of life among cancer patients after hemi-mandibulectomy by using

quality of life questionnaire developed by EORTC.

2. To assess the social implication among cancer patient by using Shame and stigma tool

developed by Kissane et al.

Assumption:

1.Cancer patient with Hemi-mandibulectomy may be having low quality of life.

2.Cancer patient with Hemi-mandibulectomy may be suffering with some type of shame and

stigma.

MAJOR FINDINGS OF THE STUDY

1. Socio-Demographic Variables

» Majority (60%) of patients were above 50 years of age.

» Females (53%) slightly outnumbered males (47%).

» Most patients (73%) had no formal education.

» Homemakers (50%) and labourers (37%) formed the majority of the occupational group.
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» 57% resided in rural areas, and 57% belonged to nuclear families.

» 90% were married.

» Most (57%) were in the second stage of cancer at diagnosis.

» The most common treatment received was radiation therapy (43%), followed by surgery

(34%).

2. Quality of Life (QOL)

social interaction and speech-related issues were the most affected areas. Overall
Qol:67% had good QOL, 30% very good, and 3% poor. With regard to Functional Domain
Findings: Cognitive functioning had the highest mean score (70.27). Emotional functioning
(64.67) was also satisfactory. Social functioning was lowest (54.20), showing social and
communication challenges. With regard to Symptom Domain Findings: Pain (32.97) and
fatigue (28.23) were the most reported symptoms. Other symptoms such as nausea, insomnia,
and appetite loss were mild to moderate. With regard to Global Health:83.4% had moderate

overall health perception.

3. Social Implications

Overall Social Implication Levels: Mild in 36%, Moderate in 30%, Severe in 17%.
Domain-wise Findings: With regard to appearance-related shame: Moderate in all patients
(100%). With regard to sense of stigma: Moderate in 80%, mild in 20%. With regard to regret
and personal guilt: Mild in 73%, moderate in 27%. With regard to speech and social concern:

All patients (100%) reported mild level but with highest mean score (3.03 + 0.81).
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Social stigma, altered appearance, and speech difficulties were the most significant

psychosocial challenges faced by patients.

IMPLICATIONS OF THE STUDY

Nursing Education

» Findings highlight the need to include psycho-oncology and rehabilitation care in nursing

curriculum.

» Nursing students should be trained to address psychological distress, speech difficulties,

and social stigma in cancer survivors.

» Encourages interdisciplinary learning (collaboration with speech therapists, psychologists,

and oncologists).

Nursing Administration

» Nurse administrators should ensure availability of counselling services and rehabilitation

programs in oncology departments.

» Policies should promote multidisciplinary care involving social workers, psychologists,

and speech therapists.

» Training programs should be organized for nurses on communication, empathy, and

psychosocial care for disfigured patients.
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Nursing Practice

» Nurses should provide holistic care addressing physical, emotional, and social dimensions.

» Incorporate individualized counselling to help patients cope with appearance.

» Facilitate family education and community reintegration programs.

» Regular follow-up and support sessions can enhance adherence and QOL.

» Encourage rehabilitative exercises and speech therapy for better recovery.

Nursing Research

» This study opens scope for further qualitative and longitudinal studies on cancer patients

post-surgery.

» Can be replicated with larger and more diverse samples for validation.

» Future studies can focus on interventions to improve social functioning and reduce stigma.

» Encourages development of Indian context-specific QOL tools for oral cancer patients.

Limitations of the Study

» Conducted on a small sample (n=30), limiting generalizability.

» Study confined to a single hospital (RLJH & RC, Kolar).

» Purposive sampling may introduce selection bias.
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» Self-reported data could be influenced by emotional and social desirability bias.

» Cross-sectional design does not measure changes over time.

Recommendations

» Conduct studies on a larger sample across multiple oncology centers for better

generalization.

» Implement counselling and peer support programs to reduce stigma and improve social

confidence.

» Develop structured rehabilitation guidelines for post-hemi-mandibulectomy patients.

» Introduce psycho-oncology modules in nursing training programs.

» Encourage long-term follow-up studies to assess changes in QoL over time.

» Explore family-based and community-level interventions for sustained psychosocial

suppor
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CHAPTER 8

CONCLUSION

The study aimed to assess the quality of life and social implications among cancer patients
after undergoing hemi-mandibulectomy. A qualitative research approach with a descriptive
design was used, and 30 patients were selected through purposive sampling from the OPD at
RLJH & RC. Data were collected using semi-structured interviews focusing on physical,
emotional, social, and psychological domains. The findings revealed that patients
experienced significant challenges in communication, social participation, and emotional
well-being, while some domains like role functioning were relatively preserved. Social
support and family involvement played a key role in coping and maintaining quality of life.
The study concluded that hemi-mandibulectomy has notable impacts on both the physical and
psychosocial aspects of patients’ lives, emphasizing the need for comprehensive

postoperative care, psychological support, and social reintegration programs.
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Sri Devaraj Urs Academy of Higher Education & Research
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scarc e duaher ac o

CENTRAL ETHICS COMMITTEE

To: Date: 04-03-2025

Miss. Rimpa Modak

1 Year MSe Nursing Student (B.Sc. Nursing)
Dept. of Medical Surgical Nursing
SDUCON.

Sir/Madam,
Ref: SDUAHER/KLR/R&D/CEC/ SDUCON/ S/ PG/ | 5 [2024-25

Sub: Quality of life and social implications among cancer patients after
hemi-mandibulectomy.

The Central Ethics Committee of Sri Devaraj Urs Academy of Higher
Education and Research, Kolar has examined the PG dissertation synopsis
and the detailed work plan on 10t February 2025.

The Central Ethics Committee has unanimously approved the PG
dissertation synopsis and granted permission to investigator to carry out the
research work. The project has to be conducted as per ICMR guidelines on
biomedical research and Health research (2017) in human beings and adhere
to the principles of Good Clinical Practice updated guidelines.

The final report of the research project (PG) to be submitted to
Scientific Review Committee, SDUCON.

The Co- Investigator for the project is Dr. G Vijayalakshmi.
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ANNEXURE-II

PERMISSION TO CONDUCT STUDY

From, Date: (%[0} )}7, Vi%
Ms Rimpa Modak Place: Kolar

I year M.Sce (N) Student

St Devaray Urs College of Nursing

Tamaka. Kolar -~ S63101.

lTo.

The Medical supermtendent.

R L Jalappa Hospital and Rescarch Center,

Tamaka. Kolar- S63101.

Respected Madam / Sir,

Through the principal,

SDUCON, Kolar.

Sub: Requesting permission to collect data from cancer patient who are underwent Hemi-

-mandibulectomy.

With the subject to the above, I the under signed student of I year M.Sc Nursing under
the Department of Medical-Surgical Nursing specialty would like to collect data for the mini
rescarch study on assess the quality of life and social implications among cancer patients
after Hemi-mandibulectomy as a partial fulfilment of my M.Sc Nursing curricular
requirement.

Hence I request you to grant permission to collect data from Caneer Rfent of RLIH
and RC and do the needful. Herewith I am enclosing my research objectives, tool and ethical
clearance for your kind consideration.

Thanking you Your@injhfully.
Enclosure: Ms. RImpa Modak
e Synopsis
e Tool
e Ethical clearance letter
Copy to:

1. Head, Department of Oncology, RLIHC& RC, Kolar

2. Dr. Zeenath careena J, Chlchursmg, Off’cur nglC& RC Kolar
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ANNEXURE -111

CERTIFTC AT FROM STATISTICTAN

I hereby certify that 1 have provided statistical guidance 10 analysis

11 Year MSe Nursing student. for het research study titled as

after

Qualitv of Life and Social Implications among Cancer Patients

mandibulectomy.”
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SDUAHER, Tamaka, Kolar
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ANNEXURE - IV

ENGLISH EDITING CERTIFICATE

CERTIFICATE OF ENGLISH EDITING TO WHOMLE SO EVERTT
MAY CONCERN

This 1s to certity that, Ms Rimpa Modak. 1 vear M.Se. Nursing. SDUCON,
Tameka, Kolar has done a rescarch study entitled "Quality of life and social

implications among cancer patient alter Hemi-mandibulectomy ™,

I'he study was edited for English Tanguace appropriateness b

Date: 99~ -2 =hvinhu T, ERtURC UL

Stenatgre
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ANNEXURE-V

KANNADA TRANSLATION CERTIFICATE

CERTIFICATE OF KANNADA EDITING TO WHOME SO EVER I'T
MAY CONCERN

This is 1o certify that, Ms Rimpa Modak. I vear M. Sc. Nursing., SDUCON.
Tamcka, Kolar has done a rescarch study entitled "Quality of life

and social

implications among cancer paticnt after !Icmi—nmndibuIcttum_\'"_

I'he study was edited for Kannada Languaec appropriateness by,

~

Date: 2-0F-25” eFEhT: T, dareie L

stgnature
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ANNEXURE-VI

Patient information consent sheet

I am the below mentioned patient who underwent Hemi-mandibulectomy and
willing to participate in the research study Topic: Quality of life and social
implication among cancer patient after Hemi-mandibulectomy Conducted by
Ms. Rimpa Modak. 1 year M.S¢ Nursing student with Medical Surgical Nursing
specialty. Fam giving my full consent to participate in this study.
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ANNEXURE -VII
SECTION-A
SOCIO-DEMOGRAPHIC VARIABLES

Age in years
a. 18-28
b. 29-38
c. 39-49
d. 50+ above
2. Gender
a. Male
b. Female
3. Education
a. Primary
b. Secondary
c. Graduate
d. Post graduate
4. Occupation
a. Home maker
b. Government job
c. Private job
d. Student
e. Others
5. Place of residence
a. Rural
b. Urban
6. Types of family
a. Nuclear
b. Joint family
7. Marital status
a. Married
b. Unmarried
8. Stage of cancer
a. First stage
b. Second stage
c. Third stage
d. Fourth stage
9. Types of treatment
a. Radiation therapy
b. Chemo therapy
C. Surgery
d. Any other--------
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EORTC QLQ-C30 (version 3) We are interested in some things about you and your health. Please answer all of
the questions yourself by circling the number that best applies to you. There are no "right" or "wrong" answers.

Section -B
Structured knowledge questionnaire on quality
Of life by
European Organisation For Research And

Treatment Of Cancer

The information that you provide will remain strictly confidential.

Please fill in your initials:

Your birthdate (Day, Month, Year):

Today's date (Day, Month, Year):

How do you rate your overall health during the past week?

1 2 3 4 5 6 7
Very poor Excellent

How would you rate overall quality of life during the past week?

1 2 3 4 5 6 7

Very poor Excellent
Sl Description Not atall | Alittle | Quitea | Very
no bit much
3 Functional scale Physical functioning 1 2 3 4
Do you have any trouble doing strenuous
activities, like carrying a heavy shopping bag
or a suitcase?
4 Do you have any trouble taking a long walk 1 2 3 4
outside of the house?
5 Do you have any trouble taking a short walk 1 2 3 4
outside of the house?
6 Do you need to stay in bed or a chair during 1 2 3 4
the day?
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Do you need help with eating, dressing,
washing yourself or using the toilet?

Role Function:

Were you limited in doing either your work
or other daily activities?

Were you limited in pursuing your hobbies or
other leisure time activities?

10

Dyspnoea:

Were you short of breath?

11

Pain:

Have you had pain?

12

Did you need to rest?

13

Insomnia:

Have you had trouble sleeping?

14

Have you felt weak?

15

Have you lacked appetite?

16

Have you felt nauseated?

17

Have you vomited?

18

Have you been constipated?

19

Have you had diarrhoea?

20

Were you tired?

21

Did pain interfere with your daily activities?

22

Cognitive Functioning:

Have you had difficulty in concentrating on
things, like reading a newspaper or watching
television?
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23 Have you had difficulty remembering things? | 1 2 3 4

24 Emotional Functioning: 1 2 3 4

Did you feel tense?

25 Did you worry? 1 2 3 4
26 Did you feel irritable? 1 2 3 4
27 Did you feel depressed? 1 2 3 4

Social Functioning:

28 Has your physical condition or medical 1 2 3 4
treatment interfered with your family life?

29 Has your physical condition or medical 1 2 3 4
treatment interfered with your social
activities?

30 Has your physical condition or medical 1 2 3 4

treatment caused you financial difficulties?

For the following questions please circle the number between 1 and 7 that best applies to you

31. How would you rate your overall health during the past week?
1 2 3 4 5 6 7

Very poor Excellent

32. How would you rate your overall quality of life during the past week?

1 2 3 4 5 6 7

Very poor Excellent
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SECTION-C

It consists of shame and stigma tool developed by Kissane et al.in 2013 to assess social

implications among cancer patients.

CODE ITEM NEVER SELDOM SOMETIMES OFTEN ALL
THE
TIMES
SS-1 I like my 0 1 2 3 4
appearance

I avoid looking at
SS-2 myself in the 0 1 2 3 4
mirror

I am ashamed of

SS-3 my appearance 0 1 2 3 4

SS-4 I am happy with | 0 1 2 3 4
how my face or
neck looks

SS-5 I feel people stare | 0 1 2 3 4
at me

I avoid meeting
SS-6 people because of | 0 1 2 3 4
my looks

I enjoy going out

SS-7 in public 0 1 2 3 4
SS-8 I am distressed

by the changes in

my face orneck | 0 1 2 3 4
SS-9 I feel others 0 1 2

consider me
responsible for
my cancer

I am embarrassed

SS-10 when I tell 0 1 2 3 4
people my
diagnosis

SS-11 I feel ashamed 0 1 2 3 4
for having

developed cancer

People avoid me
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SS-12

SS-13

SS-14

SS-15

SS-16

SS-17

SS-18

SS-19

SS-20

because of my
cancer

I have an urge to
keep my cancer a
secret

I sense that
others feel
strained when
around me

I have a strong
feeling of regret

I would do many
things differently
if given a second
chance

I feel sorry about
things I have
done in the past

I am embarrassed
by the change in
my voice

I avoid talking
with others

I am able to join
conversations
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ANNEXURE - VIII
SOCIO-DEMOGRAPHIC DATA OF CANCER PATIENTS AFTER HEMI-MANDIBULECTOMY

AGE | EDUCATION | OCCUPATION | PLACE OF |TYPES OF | MARITAL |STAGE OF | TYPE OF
RESIDENCE | FAMILY STATUS CANCER | TREATMENT
4 4 ) 1 1 1 2 4
4 4 1 1 2 1 2 1
4 4 1 1 2 1 3 2
4 4 1 1 1 1 2 3
4 4 3 1 2 1 2 3
2 3 3 2 1 2 1 3
3 3 3 2 1 1 1 3
1 4 1 1 2 2 2 1
3 4 5 1 1 1 2 3
3 4 5 1 2 1 2 2
2 4 5 1 2 1 2 2
4 4 S 1 1 1 2 1
4 4 1 1 1 1 2 1
4 4 S 2 1 1 2 1
4 4 1 1 1 1 2 1
4 4 1 1 1 1 2 2
4 4 1 1 1 1 1 2
4 4 1 1 2 1 1 1
4 1 1 1 1 1 1 1
4 4 1 1 1 1 2 1
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QUALITY OF LIFE QUESTIONNAIRE
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SHAME AND STIGMA SCALE
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ANNEXURE - IX
RESEARCH PHOTOS
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