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Purpose: To assess the prevalence and characteristics of symptoms and quality of life (QoL) among cancer survivors in Oman.
Methods: A cross-sectional correlational descriptive design was employed in three major healthcare settings in Muscat, Oman.
Results: Te sample comprise 292 cancer survivors with an average age of 47.9 years (SD� 13.0) and a mean survival period of
2.5 years (SD� 3.3). Te most reported symptoms were lack of energy (55.1%), numbness or tingling (53.8%), pain (53.1%), and
worrying (51.7%), with an average of 10.9 symptoms per survivor. Te overall QoL score was 23.9 (SD� 5.0), with the highest
scores in the family (25.5, SD� 5.8) and psychological/spiritual (25.1, SD� 5.8) domains. Employment, marital status, and higher
income were signifcant predictors of better QoL, while multiple treatments and high psychological symptoms were linked to
poorer QoL.
Conclusion: Tis study highlights the signifcant symptom burden and its impact on QoL among cancer survivors in Oman.
Tailored interventions addressing both physical and psychological needs are essential to enhance survivors’ QoL.
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1. Background

Advancements in cancer prevention, early detection, and
treatment modalities have signifcantly improved survival
rates across various cancer types, transforming many can-
cers into manageable chronic conditions [1, 2]. Tese im-
provements in survival have shifted the focus of oncology
care beyond mere survival to encompass long-term health
outcomes, quality of life (QoL), and symptom burden during
survivorship [3].

Despite completing treatment, cancer survivors fre-
quently face a wide array of persistent physical and psy-
chological symptoms that are often underestimated or
underreported. Tese symptoms include fatigue, pain,
cognitive impairment, peripheral neuropathy, sleep distur-
bances, and psychological issues such as depression and
anxiety [4–6]. Studies have shown that cancer survivors
report an average of 10–12 co-occurring symptoms, which
can persist for years after treatment and signifcantly impair
daily functioning and QoL [7, 8]. Moreover, recent data
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suggest that survivors often experience health outcomes
worse than the general population, including greater dis-
ability, higher psychological distress, and increased
healthcare utilization [9, 10].

A recent systematic review and meta-analysis of the
symptom experiences of colorectal cancer (CRC) survivors
highlighted that these individuals often reported a high
prevalence of several symptoms, including fatigue, gastro-
intestinal issues, psychological distress, peripheral neurop-
athy, body image distress, cognitive impairment, and
insomnia [5]. Te study reported that the pooled mean
frequency for body image distress was 78.5%, and the mean
severity for fatigue was 50.1 on a scale of 0–100. Tese
persistent symptoms negatively afected survivors’ QOL,
social and sexual functioning, fnancial status, and mental
health [5]. Additionally, another study found that CRC
survivors reported higher prevalence rates of anxiety (20.9%)
and depression (19.0%) compared with a normative pop-
ulation (11.8% and 12.8%, respectively) [6]. Tese symptoms
persisted over a 4-year period, afecting survivors’ physical,
role, cognitive, emotional, and social functioning [6]. Fur-
thermore, in alignment with this, an earlier literature review
aimed to examine the current evidence on symptoms, their
associated burden, and QoL among a heterogeneous cancer
population [11]. Te review revealed that 31% of the sur-
vivors experienced symptoms with a severity comparable to
those encountered during active treatment. Moreover, it was
reported that cancer survivors continue to endure several
symptoms such as fatigue, depression, sleep disturbances,
pain, and cognitive limitations. Tese experiences often
persist for extended periods following the completion of
treatment [11].

Furthermore, QoL and psychological distress are sig-
nifcant concerns among cancer survivors, impacting their
overall well-being and recovery process [10]. A study ana-
lyzing data from 22,505 cancer survivors found that sur-
vivors had greater disability (20.6% vs. 12.6%), psychological
distress (22.2% vs. 23.5%), and poor/fair QoL (15.2% vs.
10.2%) compared with individuals without cancer. Tese
outcomes varied by the cancer type, with the worst outcomes
observed in survivors of multiple myeloma, lung cancer, and
non-Hodgkin’s lymphoma. Physical disability in cancer
survivors was identifed as a major contributor to adverse
psychological distress and QoL outcomes, highlighting the
need for comprehensive support systems that address both
the physical and mental health needs of cancer survivors
[10]. Overall, impacts on QoL can persist up to 6 years after
cancer treatment with symptoms playing a signifcant role in
perception of QoL [7]. Moreover, a higher symptom burden
was consistently associated with poorer work outcomes.
Signifcant correlations were observed between body image
issues, oral dysfunction, and work status, as well as fatigue
and depression with work ability [12].

Despite the extensive research on the long-term
healthcare outcomes of cancer survivors, several nota-
ble gaps persist in the current literature. Existing studies
have predominantly focused on Western populations and
survivors of specifc cancers, mostly breast and CRCs.
Tese studies often assess single symptoms such as pain,

fatigue, and psychological distress, leaving a critical gap in
understanding the overall experiences and challenges
faced by survivors of other types of cancer who experience
multiple symptoms. Furthermore, there is an ignorance of
the cultural aspects of symptom experience. Tis has led to
underreporting of symptoms that are subjective in nature
and dependent on patient self-reporting, as patients are
often reluctant to report symptoms unless explicitly asked.
Symptom-reporting practices are also culturally sensitive,
further limiting the generalizability of current evidence
and the development of tailored interventions that ad-
dress the unique needs of cancer survivors in diferent
regions. While some symptoms are specifc to the cancer
type, survivors across diferent cancer diagnoses often
experience a shared set of persistent symptoms; identi-
fying these commonalities can support the development
of streamlined, culturally appropriate symptom man-
agement strategies within general survivorship care in
Oman. Moreover, in culturally conservative settings like
Oman, symptom expression may be shaped by socio-
cultural norms across all cancer types; therefore, in-
cluding diverse diagnoses allows for a more nuanced
understanding of culturally infuenced symptom report-
ing patterns and unmet needs.

1.1. Objective. Te aim of this study is to assess symptoms’
prevalence, characteristics, and QoL among cancer survivors
in Oman.

2. Methods

2.1. Design. A cross-sectional correlational descriptive de-
sign was employed.

2.2. Settings. Tis study was conducted in three major
healthcare settings within Muscat, where most cancer
patients in Oman received treatment. Te frst setting was
Sultan Qaboos University Hospital, a large multispecialty
tertiary care hospital ofering advanced hematological
oncology services, including bone marrow transplants.
Te second setting was the Sultan Qaboos Comprehensive
Cancer Care and Research Centre, a newly constructed
facility specializing in solid tumor oncology and pro-
viding comprehensive services such as radiotherapy,
surgical oncology, and palliative care. Te third setting
was the Royal Hospital, a primary oncology center
established in 2004, delivering extensive diagnostic and
therapeutic services, including chemotherapy, radio-
therapy, and palliative care for both adult and pediatric
oncology patients.

2.3. Sample, Sampling, and Sample Size. Te sample con-
sisted of cancer survivors who were conveniently selected for
the study. To be eligible for inclusion, participants had to
meet several criteria: they needed to have a confrmed di-
agnosis of cancer, as evidenced by a histopathology report,
and be 18 years of age or older. Additionally, they had to
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have completed their treatment regimen and be physically
capable of completing the study questionnaire. Finally, el-
igible participants had to agree to participate in the study.

2.4. Sample Size Calculation. Te sample size for this study
was determined based on the planned analysis using mul-
tiple linear regression to identify the predictors of QoL. Te
calculation was based on the number of independent var-
iables (m) in the regression model. For medium-sized re-
lationships between the independent variables and the
dependent variable, with a 5% signifcance level and 80%
power, the sample size (N) needed to satisfy the following
conditions [13]:

1. N should be greater than or equal to 50 + 8m to test the
overall signifcance of the model (i.e., R2).

2. N should be greater than or equal to 104 +m to test the
signifcance of individual independent variables.

In this study, it was planned to include up to 20 in-
dependent variables in the regression model. Terefore, N
needed to be larger than both 50 + 8 (20)� 210 and
104 + 20�124. Tus, the number of cancer survivors re-
quired for this study needed to be greater than 210. Allowing
for a 10% attrition rate, a sample size of at least 230 par-
ticipants was considered adequate.

2.5. Measures

2.5.1. Te Demographic Data Sheet (DDS). Te DDS
comprised questions aimed at collecting detailed in-
formation on participants’ demographic characteristics,
including sex, age, marital status, income, and education.
Furthermore, the DDS gathered data on participants’
general health status, encompassing aspects such as
cancer diagnosis, stage of the disease, and treatment
modalities.

2.5.2. Te Memorial Symptoms Assessment Scale (MSAS).
Te MSAS was developed to assess common physical and
psychological symptoms in cancer patients, encompassing
32 symptoms in total [14]. Te frst section evaluates 24
symptoms for severity, frequency, and distress, while the
second section assesses eight symptoms for severity and
distress only. A Likert scale is used for all dimensions. Each
symptom score is an average of its dimensions, with higher
scores indicating greater severity, frequency, and distress.
Te total MSAS score is the average of all 32 symptom
scores [15].

Te MSAS includes three subscales: the Global Distress
Index (GDI), the Physical Symptom Distress Score (PHYS),
and the Psychological Symptom Distress Score (PSYCH). It
has been translated into many languages, including Arabic.
However, the Arabic version includes only 30 symptoms, as
“feeling irritable” and “feeling drowsy” were removed due to
synonymity with “feeling nervous” and “dizziness” in Arabic
[15]. Te Arabic version has demonstrated acceptable val-
idity and reliability.

2.5.3. QoL Index- Cancer Version (QLI-C). Te QLI-C as-
sesses both satisfaction and the importance of various life
aspects [16]. Te importance ratings weight the satisfaction
responses, ensuring that the scores refect respondents’
satisfaction with the aspects they value most. Consequently,
items deemed more important signifcantly infuence the
overall scores. QoL scores are calculated overall and within
four domains: health and functioning, psychological/spiri-
tual, social and economic, and family. Tis tool has dem-
onstrated validity and reliability, boasting high internal
consistency (Cronbach’s alpha was 0.91 for all items) [17]. It
is also available in Arabic.

2.5.4. Karnofsky Performance Status Scale (KPSS). TeKPSS
is a brief assessment tool used to evaluate patients’ per-
formance status, ranging from 0 (dead) to 100 (fully active).
It has demonstrated high interrater reliability (0.97) and
established construct and content validity [18].

2.6. Ethical Considerations. Te research team obtained
ethics committees’ approval within the selected settings
before commencing the study. Researchers explained the
study’s aims, procedures, and participant roles to all pro-
spective participants. Participants were informed that
completing the questionnaire would be considered implicit
consent. Participation was entirely voluntary, and partici-
pants had the right to withdraw at any time.

To maintain confdentiality, participants’ identities were
kept anonymous, and only aggregate data were reported.
Participants were assured that their responses would be kept
strictly confdential. Access to the completed questionnaires
was restricted to the research team only. All data were se-
curely stored on a password-protected computer.

2.7. Data Collection. Researchers frst obtained ethical ap-
proval from the designated authority. After gaining access to
the hospitals, we compiled a list of patients who had
completed their third treatment and were currently on
follow-up. Tis list was updated monthly. Tese survivors
were contacted via mobile phone and invited to participate
in the study. Upon their agreement, a meeting was scheduled
during their next appointment, following the necessary
administrative approval to access the patients’ phone
numbers. During this meeting, cancer survivors were asked
to complete the DDS, MSAS, and QLI-C. Te KPSS was
completed by a member of the research team.

2.8. Data Analysis. Data were entered into the Statistical
Package for the Social Sciences (SPSS) (IBM Corp., Armonk,
NY, USA), Version 29. Descriptive statistics, including
percentages and frequencies, were utilized to describe the
sample and symptom characteristics. Independent t-tests
and Pearson’s correlation coefcients were employed for
bivariate analysis. Furthermore, multiple linear regression
was conducted to identify the predictors of QoL among
cancer survivors.
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3. Results

3.1. Sample Characteristics. Te sample consisted of 292
cancer survivors with an average age of 47.9 years
(SD� 13.0) and an average survival period of 2.5 years
(SD� 3.3). Most of the participants were female (80.5%,
n� 235) and married (79.8%, n� 233). A signifcant pro-
portion of the participants had a secondary school education
or less (62.0%, n� 181), and 69.2% (n� 202) were un-
employed. Breast cancer was the most prevalent cancer type
(52.7%, n� 154), followed by CRC (17.1%, n� 50). Most of
the participants had early-stage cancer (59.6%, n� 174).
Table 1 provides detailed information on the sample
characteristics.

3.2. Symptom Prevalence. Cancer survivors reported expe-
riencing a variety of symptoms. As shown in Table 2, the
most reported symptoms were lack of energy (55.1%,
n� 161), numbness or tingling in the hands and feet (53.8%,
n� 157), pain (53.1%, n� 155), and worrying (51.7%,
n� 151). On the other hand, the least frequently reported
symptoms included mouth sores (25.0%, n� 73), problems
with sexual interest or activity (25.3%, n� 74), difculty
swallowing (26.4%, n� 77), and changes in skin (26.4%,
n� 77). Additionally, on average, survivors reported expe-
riencing 10.9 symptoms concurrently (SD� 10.9).

3.3. Symptom Characteristics. Te MSAS assesses the fre-
quency, severity, and distress associated with each symptom.
Te mean total scores were as follows: symptom frequency
was 0.74 (SD� 0.7), severity was 0.56 (SD� 0.6), and total
distress was 0.6 (SD� 0.7). Te overall mean total score for
the MSAS was 0.64 (SD� 0.7). Additionally, the mean scores
for its subscales were the GDI at 0.86 (SD� 0.8), the PHYS at
0.65 (SD� 0.8), and the Psychological Symptom subscale at
0.98 (SD� 0.9).

3.4. QoL. Te total mean score of the QoL index was 23.9
(SD� 5.0) out of a maximum possible score of 30. Te
highest mean score was for the Family Subscale at 25.5
(SD� 5.8), followed by the Psychological/Spiritual Subscale
at 25.1 (SD� 5.8). Te lowest mean scores were for the Social
and Economic Subscale at 22.1 (SD� 5.7) and the Health and
Functioning Subscale at 23.9 (SD� 5.3).

3.5. Predictors of QoL. To determine the predictors of QoL,
a two-step analysis was conducted. Initially, a bivariate
analysis was performed to examine the relationship between
the independent variables and the QoL outcome variable.
For dichotomous variables, the independent t-test was
utilized (see Table 3), while Pearson’s correlation coefcient
was employed for continuous variables (see Table 4). Var-
iables that yielded signifcant results (p< 0.05) were then
included in a multiple linear regression model. Tese var-
iables comprised gender, education level, work status, stage
of disease, age, monthly income, survivorship period, total
number of symptoms, KPSS, GDI, PSYCH, and PHYS.

Due to signs ofmulticollinearity, three variables (i.e., age,
total number of symptoms, and KPSS) were omitted based
on their tolerance and VIF values. Te fnal model dem-
onstrated a good ft for the data (F (10,164)� 8.39, p< 0.001).
Additionally, the model accounted for 30% of the variance in
the QoL (adj. R2 � 0.30).

Table 5 indicates that being employed, married, and
having a high income were signifcant predictors of a better
perceived QoL. Conversely, undergoing multiple treatments
and having a high score on the psychological symptoms
subscale were associated with a lower perceived QoL.

4. Discussion

4.1. Symptom Prevalence and Characteristics. Te results
indicate that cancer survivors in Oman experience a high
prevalence of multiple symptoms, with the most common
being lack of energy, numbness or tingling in the hands and
feet, pain, and worrying. Tese fndings align with global
research highlighting that fatigue and psychological distress
are predominant issues among cancer survivors [5, 6, 19, 20].
However, pain is particularly prevalent a cross all types of
cancers, especially among breast cancer survivors [21, 22].
Te prevalence of symptoms does not signifcantly difer
across cancer types, time since diagnosis, or type of treat-
ment, even among rare cancer types [23]. While the nature
of symptoms can vary with the type of cancer, they tend to be
common across most types. Notably, few studies have

Table 1: Participants’ demographic and clinical characteristics
(n� 292).

Variable N (%) Mean (SD)
Age (years) 47.9 (13.0)
Monthly income (OMR) 997.0 (350.4)
Survivorship period (years) 2.5 (3.3)
Gender

Male 57 (19.5)
Female 235 (80.5)

Marital status
Married 233 (79.8)
Single 59 (20.2)

Educational level
Secondary school or less 181 (62.0)
Diploma and above 111 (38)

Work status
Employed 90 (30.8)
Unemployed 202 (69.2)

Cancer type
Breast 154 (52.7)
Colorectal 50 (17.1)
Tyroid 22 (7.5)
Others 66 (22.6)

Stage of cancer
Early stage 174 (59.6)
Advanced 80 (27.4)
Missing 38 (13.0)

Type of received treatment
Single 77 (26.4)
Multiple 215 (73.6)

Abbreviation: OMR�Omani Riyal.
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included heterogeneous samples of diferent cancer types.
For example, a systematic review found that only 6 out of 35
studies included heterogeneous samples [11]. Encouraging
more studies to include diverse cancer types will provide
a more comprehensive understanding of symptom
prevalence.

Te MSAS scores in our study reveal moderate levels of
symptom frequency, severity, and distress, indicating
a substantial symptom burden. Te GDI and the PSYCH
scores suggest that psychological symptoms signifcantly
impact the overall well-being of survivors. Tis fnding is
consistent with the literature, which emphasizes the pro-
found impact of psychological symptoms on cancer sur-
vivors’ QoL [10]. Moreover, our study’s symptom
prevalence data align with those reported by Palmer et al.
[24]; who found that breast cancer survivors experienced
an average of 11.5 symptoms, highlighting the multifaceted
nature of symptom burden among cancer survivors. Tese
fndings align with our study, suggesting that the symptom
burden among cancer survivors is a global issue that
transcends cultural and geographical boundaries. Oman’s
cultural context plays a crucial role in shaping the survi-
vorship experience. In conservative societies, such as
Oman, patients may underreport subjective symptoms,
particularly psychological distress, due to cultural norms of
endurance and reluctance to burden others [11]. At the
same time, family support and spirituality are central

coping resources, as refected in the high family, psycho-
logical, and spiritual QoL scores in our study. Tese
fndings highlight that survivors’ well-being is closely tied
to cultural values, where family involvement and faith act
as protective factors, whereas cultural barriers may hinder
the open expression of distress [10]. Terefore, developing
culturally sensitive survivorship care in Oman requires
interventions that integrate family engagement, spiritual
support, and strategies to encourage communication re-
garding psychological concerns.

Tese symptoms are signifcant and warrant thorough
evaluation and management to optimize long-term out-
comes for survivors. Te consistent reporting of these
symptoms underscores the need for comprehensive survi-
vorship care that addresses the multifaceted challenges faced
by cancer survivors. To prepare and support survivors for
these expected experiences, it is crucial to enhance their self-
management skills and implement well-designed follow-up
programs.

4.2. QoL and Its Predictors. Te overall QoL score among
cancer survivors in Oman was moderate, with the highest
scores in the family and psychological/spiritual domains.
Te spiritual domain of QoL refers to an individual’s sense of
meaning, purpose, inner peace, and faith, which may or may
not be tied to religious beliefs [25]. Tis suggests that social
support and spiritual well-being are crucial components of
QoL for cancer survivors. Conversely, the social and eco-
nomic and health and functioning domains had the lowest
scores, indicating signifcant challenges in these areas. Tese
fndings are consistent with previous studies that highlight
the detrimental efects of cancer on social and economic
functioning [7, 12, 26]. Our fndings align with a study that
examined the impact of fnancial status on health-related
QoL among cancer survivors [27]. Te study confrmed that
survivors facing fnancial difculties reported lower QoL
scores [27]. Tis underscores the crucial interplay between
economic stability and health in determining overall QoL.
International comparisons show similar patterns. Research
has demonstrated that cancer survivors often face long-term
impairments in QoL, especially in physical functioning and
social roles [7]. Tese fndings highlight the need for tailored
interventions to efectively address these challenges.

However, the reported QoL among cancer survivors
varies across studies. Some studies report satisfactory out-
comes, while others indicate signifcant challenges. Te use
of various QoL assessment tools further complicates direct
comparisons of scores. Additionally, much of the existing
research was conducted years ago and may be outdated due
to advancements in early cancer detection and treatment
modalities. Tis highlights the need for updated studies to
refect current conditions and improve our understanding of
cancer survivors’ QoL.

Te multiple linear regression analysis identifed key
predictors of QoL. Being employed, married, and having
a high income were associated with better QoL, while un-
dergoing multiple treatments and experiencing high psy-
chological symptoms were linked to poorer QoL. Tese

Table 2: Symptoms prevalence among cancer survivors (n� 292).

Symptom Frequency (%)
(1) Difculty concentrating 137 (46.9)
(2) Feeling nervous 146 (50.0)
(3) Feeling sad 149 (51.0)
(4) Worrying 151 (51.7)
(5) “I don’t look like myself” 108 (37.0)
(6) Lack of energy 161 (55.1)
(7) Numbness/tingling in hands/feet 157 (53.8)
(8) Dizziness 131 (44.9)
(9) Pain 155 (53.1)
(10) Difculty sleeping 142 (48.6)
(11) Dry mouth 124 (42.5)
(12) Nausea 106 (36.3)
(13) Vomiting 88 (30.1)
(14) Change in the way food tastes 92 (31.5)
(15) Lack of appetite 100 (34.2)
(16) Weight loss 93 (31.8)
(17) Difculty swallowing 77 (26.4)
(18) Cough 94 (32.2)
(19) Shortness of breath 103 (35.3)
(20) Swelling of arms/legs 98 (33.6)
(21) Sweats 112 (38.4)
(22) Itching 95 (32.5)
(23) Mouth sores 73 (25.0)
(24) Hair loss 113 (38.7)
(25) Changes in skin 77 (26.4)
(26) Feeling bloated 95 (32.5)
(27) Problems with urination 79 (27.7)
(28) Diarrhoea 84 (28.8)
(29) Constipation 104 (35.6)
(30) Problems with sexual interest or activity 74 (25.3)
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results highlight the importance of socioeconomic factors
and psychological well-being in determining the QoL of
cancer survivors. Multiple treatments can lead to signifcant
physical disabilities, which negatively afect QoL. Consistent
with our fndings, studies on cancer survivors’ QoL revealed
that physical disabilities due to treatment and deteriorating
mental health are strong predictors of a decline in overall
QoL [7, 28]. Additionally, several studies and systematic

reviews have found that having high psychological symp-
toms is closely correlated with poorer QoL among cancer
survivors [6, 10, 29]. Employment and income provide f-
nancial stability and a sense of normalcy, which can posi-
tively infuence QoL. Additionally, several studies and
systematic reviews have found that a lower socioeconomic
status is closely correlated with poorer QoL among cancer
survivors [11, 30, 31]. On the other hand, the psychological
burden of multiple treatments exacerbates distress and
negatively impacts QoL, reinforcing the need for compre-
hensive psychosocial support for cancer survivors.

4.3. Implication for Nursing. Te fndings from this study
underscore the pivotal role of nursing in enhancing the QoL
for cancer survivors, emphasizing the need for a multifac-
eted and culturally sensitive approach to symptom man-
agement. Nurses must implement comprehensive and
routine assessments to identify and address the high prev-
alence of both physical and psychological symptoms, such as
fatigue, pain, numbness, and psychological distress, all of
which signifcantly impact survivors’ QoL. Integrating tai-
lored psychological support into survivorship care is es-
sential, given the substantial infuence of mental health on
overall well-being. Furthermore, nurses should focus on
empowering survivors through education on self-

Table 3: Bivariate analysis of the mean score of quality of life of cancer patients (N� 292).

Variable M (SD) df t 95% CI p value
Gender
Male 25.6 (4.6) 290 −2.8 −3.44 to −0.70 0.003
Female 23.5 (5.1)

Marital status
Married 24.4 (4.9) 290 −2.8 −3.52 to −0.61 0.005
Single 22.3 (5.0)

Education level
Up to secondary school 23.3 (5.3) 290 −2.8 −2.86 to −0.50 0.004
Diploma and above 24.9 (4.4)

Work status
Employed 26.1 (3.8) 290 −5.1 −4.17 to −2.03 < 0.001
Unemployed 22.9 (5.2)

Cancer
Solid tumours 23.9 (5.1) 290 1.4 −1.39 to 4.97 0.183
Hematological 25.7 (3.8)

Stage of disease
Early (I & II) 24.6 (4.5) 252 2.3 0.18 to 2.73 0.025
Advanced (III and IV) 23.1 (5.3)

Treatment
Single 24.3 (4.9) 290 0.743 −0.82 to 1.81 0.458
Multiple 23.8 (5.1)

Table 4: Pearson correlation coefcient test of quality-of-life score with continuous variables.

Age Monthly income Survivorship period KPSS Total number of symptoms GDI PSYCH PHYS

Quality of
life

r −0.161 0.255 0.002 −0.178 −310 −0.217 −0.275 −0.183
p value 0.007 < 0.001 0.982 0.003 < 0.001 < 0.001 < 0.001 0.002

N 287 197 199 271 138 292 292 292
Note: Te p value is signifcant at < 0.05.
Abbreviations: GDI�Global Distress Index, KPSS�Karnofsky Performance Status Scale, PHYS� Physical Symptom Distress Score, PSYCH�Psychological
Symptom Distress Score.

Table 5: Predictors of quality of life among cancer patents.

B Beta t Sig.
95.0%

confdence
interval

(Constant) 25.63 12.50 < 0.001 21.58 29.67
Work 2.18 0.227 3.18 0.002 0.82 3.53
Income 0.001 0.167 2.36 0.019 0.0 0.002
Stage of cancer −1.12 −0.110 −1.59 0.112 −2.50 0.2
Marital status 1.81 0.143 2.15 0.032 0.15 3.47
Type of cancer −1.55 −0.055 −0.83 0.403 −5.21 2.10
Gender −0.69 −0.063 −0.90 0.369 −2.22 0.83
Type of treatment −1.68 −0.154 −2.26 0.025 −3.15 −0.21
GDI 2.58 0.441 1.81 0.072 −0.23 5.41
PHYS −1.42 −0.238 −1.39 0.167 −3.43 0.59
PSYCH −2.71 −0.544 −3.95 < 0.001 −4.07 −1.36
Note: Te p value is signifcant at < 0.05.
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management strategies to improve symptom control and
enhance QoL. Additionally, involving family members in
care plans, due to the positive association between social
support and QoL, is crucial in fostering a supportive en-
vironment. Ultimately, a multidisciplinary and holistic ap-
proach led by nurses is critical for addressing the complex
and diverse needs of cancer survivors, thereby improving
long-term outcomes and their overall QoL.

4.4. Limitations. Despite its valuable contributions, this
study has limitations that should be considered when
interpreting the fndings. Te cross-sectional design limits
our ability to establish causality between symptom burden
and QoL. Additionally, the use of self-reported measures
may introduce response bias, and the convenience sampling
method may restrict the generalizability of the results. Fu-
ture research should adopt longitudinal designs to track
changes in symptom burden and QoL over time.

5. Conclusion

Tis study underscores the signifcant symptom burden
and its impact on the QoL of cancer survivors in Oman.
Te fndings highlight the need for comprehensive, cul-
turally sensitive interventions that address both the
physical and psychological needs of survivors. By im-
proving symptom management and providing robust
psychosocial support, healthcare providers can enhance
the QoL of cancer survivors, helping them to navigate the
complexities of life after cancer.
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