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Resumo expandido

Introducdo: A prevaléncia de sintomas de ansiedade e depressdo em pacientes com cancer é
alta, indicando que essas variaveis, o l6cus de controle (LOC) e o nivel de conhecimento sobre
a doenca podem interferir no processo de adesdo ao tratamento. Fatores de personalidade sdo
igualmente associados a comportamentos e resultados de satde. Todas essas variaveis parecem
exercer influéncia nos niveis de adeséo ao tratamento. Objetivos: O principal objetivo desta
tese foi verificar se varidveis sociodemogréaficas e clinicas, conhecimento sobre a doenca,
sintomas de ansiedade e depressao, fatores de personalidade e LOC sao preditoras de adeséo
ao tratamento em uma amostra de pacientes oncolégicos. Os objetivos especificos foram:
caracterizar o perfil de personalidade da amostra; verificar a prevaléncia de orientacdo de LOC
e 0 nivel de conhecimento sobre a doenca; analisar se a escolaridade é preditora de
conhecimento sobre a doenca e se a orientacdo de LOC é preditora de escolaridade e de nivel
de conhecimento sobre a doenca; verificar a presenca de sintomatologia depressiva e de
ansiedade, e analisar se varidveis sociodemograficas e fatores de personalidade séo preditores
de sintomas de depressdo e ansiedade nesta populacdo. Método: Quatro estudos empiricos
foram elaborados para responder aos objetivos, e os instrumentos utilizados na coleta dos dados
foram: questionario de identificacdo de dados sociodemograficos e clinicos; questionario de
avaliacdo do conhecimento do paciente sobre a doenca oncoldgica, Inventario de personalidade
NEO-FFI Revisado (NEO-FFI-R); Multidimensional Health Locus of Control (MHLC) Scale,
Hospital Anxiety and Depression Scale (HADS) e Adherence Determinants Questionnaire. A
descrigéo dos dados foi realizada por meio de frequéncias absolutas (n) e relativas (%) para
varidveis qualitativas, e por média e desvio padrdo para variaveis quantitativas. Para verificar
a associacdo ou correlacdo entre as variaveis avaliadas foram utilizados: o teste de Qui-
quadrado e Correlacdes de Spearman, a partir do resultado do Teste Kolmogorov-Smirnov. Para
verificar o poder preditivo das varidveis, foram realizadas Anélises de Regressdo Linear
Multipla e Regressdo Logistica e uma analise de rede. Resultados: A amostra avaliada
apresenta altos indices dos fatores de personalidade amabilidade (44%) e conscienciosidade
(64,1%), bem como baixos indices dos fatores neuroticismo (31,4%) e abertura a experiéncia
(49,6%). Encontrou-se prevaléncia de LOC externo outros poderosos (60,9%) e de
conhecimento sobre a doengca moderado (41,4%). A escolaridade mostrou-se como preditor de
conhecimento sobre a doenca, e LOC externo (outros poderosos e acaso) como preditor do
nivel de escolaridade. Além disso, 21,4% dos pacientes apresentaram sintomas de depressao e
35% de ansiedade. As variaveis histdrico psiquiatrico prévio e os fatores neuroticismo e
extroversao mostraram-se como preditores de sintomas depressivos. Apenas o fator
neuroticismo foi preditor de sintomas de ansiedade. As varidveis LOC externo outros
poderosos e os fatores de personalidade conscienciosidade e amabilidade, apresentaram-se
como preditores de maior adesdo ao tratamento. A variavel historico de cancer familiar, por
sua vez, foi preditora de menores niveis de adesdo. Concluséo: Conclui-se que as variaveis
identificadas como preditoras de adesdo ao tratamento podem também ter interferido no
desenvolvimento do cancer nesta amostra. Além disso, acredita-se que a amostra estudada, por
suas crencas e caracteristicas de personalidade estd apresentando alta conformidade com o
tratamento e ndo alta adesdo. Dessa forma, existe alta probabilidade de esta popula¢do manter
0s mesmos habitos e comportamentos de salde, apresentando maior risco de recidiva, de
desenvolvimento de outras doencas ou de surgimento de novos casos de cancer em seus
familiares mais proximos. Assim, a avaliacdo das varidveis preditoras e o planejamento de
intervencdes especificas podem contribuir, a longo prazo, para uma possivel prevencdo da
doenca dentro das familias e comunidades ou, a0 menos, para a deteccdo precoce da doenca, 0



que seria benéfico ao individuo, a sua familia, a comunidade e aos sistemas de salide como um
todo.

Palavras-chave: Adesdo ao tratamento, cancer, l6cus de controle, histérico de cancer familiar,
fatores de personalidade.



Expanded abstract

Introduction: The prevalence of anxiety and depression symptoms in cancer patients is high,
indicating that these variables, the locus of control (LOC) and the level of knowledge about
disease may interfere with the treatment adherence process. Personality factors are also
associated with health behaviors and outcomes. All these variables seem to influence the levels
of treatment adherence. Objectives: The main objective of this thesis was to verify if
sociodemographic and clinical variables, knowledge about disease, symptoms of anxiety and
depression, personality factors and LOC are predictive of treatment adherence in a sample of
cancer patients. The specific objectives were: to characterize the personality profile of the
sample; to verify the prevalence of LOC orientation and the level of knowledge about disease;
to analyze if the education level is predictive of knowledge about disease and if the orientation
of LOC is predictive of education level and level of knowledge about disease; to verify the
presence of depressive and anxiety symptomatology, and to analyze if sociodemographic
variables and personality factors are predictors of symptoms of depression and anxiety in this
population. Method: Four empirical studies were developed to answer the objectives, and the
instruments used in the data collection were: a questionnaire to identify sociodemographic and
clinical data; Neo-FFI Personality Inventory Revised (NEO-FFI-R); Multidimensional Health
Locus of Control (MHLC) Scale, Hospital Anxiety and Depression Scale (HADS) and
Adherence Determinants Questionnaire. The data are described by means of absolute (n) and
relative (%) frequencies for qualitative variables, and by mean and standard deviation for
quantitative variables. To verify the association or correlation between variables, the Chi-
square test and Spearman correlations were used, based on the Kolmogorov-Smirnov test
result. To verify the predictive power of the variables, Multiple Linear Regression and Logistic
Regression Analysis and a network analysis were performed. Results: The evaluated sample
had high levels of agreeableness (44%) and conscientiousness (64.1%) personality factors, as
well as low levels of neuroticism (31.4%) and openness to experience (49.6%). We found a
prevalence of powerful others external LOC (60.9%) and moderate knowledge about disease
(41.4%). Education level was a predictor of knowledge about the disease, and external LOC
(powerful others and chance) a predictor of education level. In addition, 21.4% of the patients
presented symptoms of depression and 35% symptoms of anxiety. Previous psychiatric history
and the personality factors neuroticism and extroversion were shown as predictors of
depressive symptoms. Only neuroticism was a predictor of anxiety symptoms. The powerful
others external LOC and the personality factors conscientiousness and agreeableness, were
presented as predictors of greater adherence to treatment. Family cancer history, in turn, was a
predictor of lower adherence levels. Conclusion: It was concluded that the variables identified
as predictors of treatment adherence may also have interfered in the development of cancer in
this sample. In addition, it is believed that the sample studied, regarding its beliefs and
personality characteristics, it is showing high treatment compliance instead of high adherence.
Thus, there is a high probability of this population keep the same health habits and behaviors,
presenting a higher risk of recurrence, the development of other diseases or the appearance of
new cases of cancer in their closest relatives. Thus, the evaluation of these predictor variables
and the planning of specific interventions may contribute, in long term, to a possible prevention
of the disease within families and communities or at least to the early detection of the disease,
which would be useful to the individual, family, community and health systems as a whole.

Keywords: Treatment adherence, cancer, locus of control, family cancer history, personality
factors.
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1 Apresentacao

O presente estudo de doutorado esta vinculado ao grupo de pesquisa “Avaliagao,
Reabilitacdo e Interacdo Humano-Animal”, inserido no Programa de P0Os-Graduacdo em
Psicologia da Pontificia Universidade Catolica do Rio Grande do Sul e coordenado pela
Professora Doutora Tatiana Quarti Irigaray. O grupo de pesquisa tem como principal linha de
investigacao a avaliacdo e reabilitacdo psicologica em diferentes etapas do desenvolvimento
humano.

Desta forma, esta tese de doutorado teve como objetivo geral verificar se variaveis
sociodemograficas e clinicas, fatores de personalidade, conhecimento sobre a doenca, sintomas
de ansiedade e depressao e l6cus de controle sdo preditoras de adesao ao tratamento oncologico
em pacientes com cancer. A literatura atual apresenta dados importantes relacionados a alta
prevaléncia de sintomas de ansiedade e depressdo em pacientes oncoldgicos. Alguns estudos
ja foram desenvolvidos avaliando fatores de personalidade e 16cus de controle nesta populacao,
bem como o papel da informacéo e do conhecimento no processo de adoecimento e tratamento.

Neste sentido, compreender melhor quais sdo os fatores que influenciam a adesédo ao
tratamento, que esta relacionada a aceitacdo e ao enfrentamento da doenca por parte do
paciente, pode contribuir para o desenvolvimento de intervengdes mais adequadas e eficazes
para essa populacdo. A relevancia de estudos que abordem essa tematica sinaliza para um
cendrio crescente de preocupacdo em desenvolver pesquisas, cada vez mais frequentes, que
considerem a influéncia destes fatores no processo de enfrentamento e na adesdo ao tratamento

do cancer.
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2 Fundamentacéo Teorica

2.1 Cancer e Histdrico de Cancer Familiar

Cancer € 0 nome dado a um conjunto de mais de cem doencas que tém em comum o
crescimento desordenado de células, que invadem tecidos e 6rgdos. Dividindo-se rapidamente,
estas células tendem a ser muito agressivas e incontrolaveis, ocasionando a formacao de
tumores malignos que podem espalhar-se para outras regifes do corpo. As causas da doenca
sdo variadas e inter-relacionadas, podendo ser externas ou internas ao organismo (Instituto
Nacional de Céancer — Inca, 2011).

As causas internas sdo, em sua maioria, predeterminadas geneticamente e estdo
relacionadas a capacidade que o préprio organismo tem para se defender das agressdes
externas. Algumas destas causas sdo: mutacbes genéticas, condi¢des imunologicas e
horménios. O fator genético exerce um papel muito importante no desenvolvimento dos
tumores, no entanto, sao raros 0s casos de cancer que se desenvolvem exclusivamente devido
a fatores familiares, hereditarios e/ou étnicos (Inca, 2011).

As causas externas constituem os fatores comportamentais, como habitos ou costumes
préprios de uma sociedade, e os fatores de risco ambientais, como substancias quimicas,
irradiacdo e virus, que impactam aproximadamente 80% a 90% de todos os casos de cancer
existentes (Inca, 1998; 2011). A interacdo entre as causas externas e internas pode ocorrer de
maneiras distintas, aumentando a chance de transformacdo das células normais em células
malignas. Esse processo depende da duragdo e da intensidade da exposicdo das células aos
agentes causadores da patologia (Inca, 2011).

Na realidade brasileira da atualidade, o cancer é considerado um importante problema

de saude publica. Assim, parece essencial priorizar o controle e a prevencdo da doenga em
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todas as regides do Pais, independentemente do seu grau de desenvolvimento (Inca, 2011). O
instituto Nacional de Cancer (Inca, 2018) estimou, para o biénio 2018-2019, a ocorréncia de
600 mil novos casos da enfermidade para cada ano, incluindo os de pele ndo melanoma. Ao
ndo considerar este tipo especifico, estimou-se 420 mil novos casos, sendo 0s mais frequentes
o0 cancer de prostata (68 mil) em homens e o de mama (60 mil) em mulheres.

Além dos fatores determinantes ja citados, o estilo de vida das pessoas e 0s habitos
por elas desenvolvidos também podem interferir na progressdo do cancer (Inca, 2005). O
estabelecimento e compartilhamento de habitos e atitudes por individuos da mesma familia
pode influenciar na manifestacdo de quadros clinicos semelhantes ou mesmo no
desenvolvimento da mesma enfermidade. A histdoria familiar de satde de cada individuo é uma
ferramenta Util e de facil acesso para avaliar riscos individuais de doencas multifatoriais
(Guttmacher, Collins, & Carmona, 2004; Yoon et al., 2002), e pode evidenciar as
consequéncias da interacdo entre fatores genéticos, comportamentais e ambientais, bem como
ser um Util indicativo para a prevencdo de doencas (Claassen et al., 2010).

O conhecimento da existéncia de outros casos da doenca na familia proporciona a
consciéncia do risco familiar, que pode aumentar o senso de autocontrole do individuo (Pijl et
al., 2009) e motivar acbes preventivas, como buscar informacGes, realizar exames ou
implementar mudancas no estilo de vida (Hariri et al., 2006). Assim, a coleta de informacdes
sobre o historico de satde familiar pode auxiliar pacientes e profissionais a compreenderem
melhor a incidéncia da doenca e a refletir sobre estratégias a serem adotadas durante o
tratamento.

Por outro lado, além dos habitos e estilo de vida dos individuos, fatores emocionais e
comportamentais, como ansiedade, depressao, estresse crénico e isolamento social, também
podem colaborar para o desenvolvimento e a progressdo de patologias, como o cancer, por

exemplo (Cormanique, de Almeida, Rech, Herrera, & Panis, 2015; Denaro et al., 2014;
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Williams et al.,, 2009). Ademais, estes fatores frequentemente acompanham pacientes
diagnosticados com cancer durante o enfrentamento do tratamento. Estudos na literatura
indicam que € alta a prevaléncia de sintomatologia depressiva e ansiosa em pacientes com

cancer. A seguir discorrer-se-a mais sobre esta tematica.

2.2 Sintomas de Ansiedade e Depressao

O diagnéstico da doenga oncoldgica, em geral, € um evento estressante que interfere
no bem-estar fisico e emocional do paciente e de seus familiares, podendo gerar angustia, medo
do preconceito e da morte (Gao et al., 2010; Kaminska et al., 2015; Massie, 2004). Sentimento
de incerteza sobre o futuro, perda da autonomia e do senso de controle sobre as mudancas de
vida também contribuem para o sofrimento psiquico, frequentemente combinado com o0s
sintomas da prépria doenca (Clark, Rochon, Brethwaite, & Edmiston, 2011; Fleishman, 2004;
Lo, Li, & Rodin, 2008).

Estes sintomas de sofrimento psiquico, que provocam diminuicdo da qualidade de
vida e da capacidade para realizar atividades diarias, podem desenvolver problemas de saude
mental (Meijer et al., 2011). Pessoas que recebem um diagndstico de cancer sentem, com
frequéncia, impoténcia, temor e desesperanca diante da doenca. Estes individuos vivenciam
diferentes tipos de perda, estresse e angustia emocional, tornando-se mais vulneraveis ao
desencadeamento de sintomas depressivos (Amaro, Yazigi, & Erwenne, 2006; Hansen, da
Silva, & Rudnicki, 2015). Da mesma forma, o prejuizo na aparéncia fisica, a incapacitacao e a
mudanca de vida, associados & doenca clinica, também s&o fatores de risco para depressao
(Rundell & Wise, 2002).

Além de sintomas depressivos, sintomas de ansiedade também sdo comumente

encontrados nesta populagdo. No entanto, em uma parte dos pacientes estes sintomas podem
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persistir em um nivel desconfortavel e excessivo (Brintzenhofe-Szoc, Levin, Li, Kissane, &
Zabora, 2009; Mitchell et al., 2011). Isso geralmente ocorre quando o paciente percebe que sua
capacidade de lidar com o perigo eminente € menor do que a demanda de ameaca.
Consequentemente, tende a apresentar niveis mais elevados de ansiedade por subestimar seu
proprio controle sobre as ameacas percebidas no ambiente (Barlow, 2001; Naus, Price, & Peter,
2005).

Tanto ansiedade quanto depressdo, se ndo diagnosticadas correta e precocemente
nesses pacientes, podem afetar a salde mental e fisica dos mesmos, minando 0s
relacionamentos interpessoais com familiares, amigos e cuidadores e aumentando o sofrimento
associado ao enfrentamento do cancer (Asco, 1998; Williams & Dale, 2006). Desta forma,
considerando-se o impacto dos sintomas de depresséo e de ansiedade, é possivel perceber que
medidas que favorecem o reconhecimento e a identificacdo dos mesmos sdo necessarias e
importantes para um tratamento mais adequado e para um manejo mais efetivo da propria
doenca oncoldgica (Bhattacharyya, Bhattacherjee, Mandal, & Das, 2017; Cleeland et al., 2000;
Mystakidou et al., 2004).

Neste contexto, torna-se essencial avaliar os fatores emocionais e comportamentais
destes pacientes, principalmente no que se refere a como 0s mesmos pensam, reagem e se
comportam diante de seu estado de satde e/ou de doenca. Nas ultimas décadas, pesquisas tém
demonstrado que o comportamento e o estilo de vida dos individuos podem ter um impacto
significativo sobre o desenvolvimento ou a exacerbacdo das doencas (Bogg & Roberts, 2004;
Marteau, Hollands, & Fletcher, 2012; Miyazaki, Domingos, & Caballo, 2001).

A Psicologia da Salde é uma area que tem como objetivo compreender e intervir na
inter-relacdo entre comportamento e saude, e comportamento e doencas, buscando aumentar o
bem-estar dos individuos e das comunidades (Barros, 2002; Miyazaki et al., 2001; Teixeira,

2004). A Psico-oncologia, subespecialidade da Psicologia da Salde, procura desenvolver
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pesquisas que partem da preocupacdo com 0 aumento da qualidade de vida do paciente
oncologico. Dessa forma, também tem avancado na compreensao sobre os fatores que podem
interferir nas condutas preventivas da enfermidade, no tratamento e no autocuidado (Carvalho,
2002; Cruzado, 2006).

A seguir serdo apresentados alguns desses fatores, que podem ser determinantes no
comportamento do paciente mediante uma doenca. Abordar-se-a inicialmente o conhecimento
sobre a doenca e a adesd@o ao tratamento e, posteriormente, o l6cus de controle e os fatores de

personalidade.

2.3 Conhecimento sobre a Doenca e Adesao ao Tratamento

O recebimento de informacdes sobre quais sdo 0s principais riscos e objetivos do
tratamento e sobre o que podera acontecer ao longo do processo é muito importante para
pacientes acometidos por uma doenca organica (Kubo & Botomé, 2005). Isso é ainda mais
relevante quando o individuo é portador de uma doenca crdnica, como o cancer, por exemplo,
pois ha uma variedade de comportamentos que devem ser executados pelo paciente, que sdo
esperados e necessarios, para controlar ou inibir a progressao da doenca e para minimizar seus
efeitos colaterais na vida diaria (Helgeson & Zajdel, 2017).

Pesquisas indicam que a aquisicdo de informacdes pode trazer muitos beneficios ao
paciente, como a realizacdo de tarefas relacionadas a comportamentos saudaveis (Tiraki &
Yilmaz, 2017) e uma melhor adaptacéo ao tratamento (Kammerer, Garry, Hartigan, Carter, &
Erlich, 2007; Maldaner, Beuter, Brondani, Budd, & Pauletto, 2008). No entanto, é necessario
que o individuo esteja motivado para receber e processar as informac6es sobre satde, a fim de
que possam ser adequadamente compreendidas e executadas (Bernhardt, Brownfield, &

Parker, 2005). Neste processo, o nivel de escolaridade dos individuos, bem como seu grau de
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alfabetizacdo em saude, pode ser decisivo para a realizagdo de acdes e/ou comportamentos
relacionados a saude (Adams, 2010; Institute of Medicine, 2013; Straub, 2014) e para aumento
da adesdo a medicacéo e ao tratamento em geral (Sorensen et al., 2012).

Por outro lado, outros estudos divergem em sua opinido sobre a influéncia decisiva do
conhecimento nos comportamentos de salde, especialmente no nivel de adesdo do paciente ao
seu tratamento (Canhestro et al., 2010; Iskandarsyah, Klerk, Suardi, Soemitro, Sadarjoen, &
Passchier, 2014). Em consequéncia, pesquisas desenvolvidas nas ultimas décadas apontaram
mudancas em relacdo a propria compreensdo da adesao ao tratamento, passando a caracteriza-
la como um processo no qual os individuos envolvidos sdo influenciados por diversos fatores
determinantes de sua continuidade ou descontinuidade (Theofilou, 2011a; Theofilou & Reyes,
2012; Silveira & Ribeiro, 2005).

Neste sentido, sugere-se que a avaliacdo da adesdo va além da ingestdo de
medicamentos, e considere a interferéncia de caracteristicas sociodemograficas, clinicas e
comportamentais dos pacientes em tratamento (Huang et al., 2013; Zuge et al., 2017). Alguns
autores compreendem que a adesao ao tratamento relaciona-se a problematicas e experiéncias
de vida do paciente — condicdes sociais e econdmicas e a presenca ou ndo de redes de apoio —
e a fatores referentes ao sistema de salde que atende o doente (Costa et al., 2006; Cuspidi et
al.,, 2001; Kimmick et al., 2009). Algumas concep¢bes deste conceito reconhecem a
importancia da vontade do individuo em participar e colaborar com seu tratamento, o que nao
é abordado em outras concepgdes (Gusmao & Mion Jr., 2006). Desta forma, entende-se que €
dificil encontrar uma Unica definicdo para este constructo, bem como quais sdo os elementos
de maior significancia e como interagem ao influenciar o comportamento de adesdo (Maldaner
et al., 2008; Theofilou & Panagiotaki, 2012).

Theofilou (2011b, 2012a) aponta algumas razGes para a ndo adesdo, que incluem

problemas relacionados a medicamentos — como efeitos adversos, instrucdes precarias por
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parte da equipe e incapacidade de pagar por eles —, discordancia entre paciente e equipe sobre
a necessidade de tratamento, etc. A falta de adesdo ao tratamento médico pode gerar
implicacdes, como o0 comprometimento da eficacia terapéutica, a reducdo da sobrevivéncia sem
a doenca, taxas de internacdo mais elevadas, periodos prolongados de internacao hospitalar e
aumento do nimero de consultas médicas (Moore, 2010; Osborne, 1998).

Neste contexto, compreende-se que a avaliacdo da adeséo deve ser desenvolvida de
forma permanente e continua nos servicos de saude, e que mais estudos sobre a prevaléncia e
as implicagcdes dos comportamentos de ndo adesdo sdo necessarios. Novas pesquisas podem
contribuir para melhor compreender as causas destes comportamentos e elaborar medidas e
estratégias para aumentar a adesdo ao tratamento, melhorando as condicdes de salde e a
qualidade de vida da populacgéo (Dalcin et al., 2007; Zuge et al., 2017).

O aparecimento de uma doenca cronica e as dificuldades de adesdo as exigéncias do
tratamento podem levar o paciente a questionar as causas de sua doenca, seus habitos e
experiéncias de vida, dentre outros fatores que influenciam a evolugdo da patologia e a adesédo
ao tratamento. Esse questionamento esta relacionado a percepcdo do individuo sobre o que
pode ter causado ou desenvolvido sua doenca e o quanto ele acredita ser responsavel pelo que
Ihe acontece, possibilitando o desenvolvimento de novos comportamentos e formas de
enfretamento mais adequadas (Werebe, 2001).

O lécus de controle e os fatores de personalidade sdo dois constructos que podem
influenciar este processo, pois dizem respeito as crencas do paciente e ao seu modo de ser e de
se comportar diante das experiéncias e acontecimentos de vida. A seguir serdo apresentadas

mais informac0es sobre esses dois constructos.
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2.4 Lécus de Controle e Fatores de Personalidade

O locus de controle (LOC) é um constructo originalmente criado por Rotter (1954),
baseado na teoria de aprendizagem social. Ao desenvolver essa teoria, Rotter partiu da
psicanalise e do behaviorismo e escolheu a lei empirica do efeito como seu fator motivador. A
lei do efeito afirma que as pessoas sdao motivadas a procurar estimulagédo positiva, ou reforco,
e a evitar estimulos desagradaveis. A ideia principal desta teoria é que, para entender o
comportamento, é preciso levar em consideracdo tanto o individuo quanto o ambiente (Rotter,
1954).

O conceito de LOC é composto por duas orientagcfes: interna e externa. A orientagdo
externa é a percepcdo de que os resultados sdo controlados por regras ou fatores externos,
denominados acaso, azar ou outros poderosos. A orientacdo interna reflete a percepcédo do
individuo de que os resultados sdo determinados por suas préprias acées e/ou competéncias
(Rotter, 1966; Wallston & Wallston, 1981).

A teoria relacionada ao LOC obteve ramificacfes para diferentes areas. Seeman e
Evans (1962) desenvolveram um dos primeiros estudos que examinaram o LOC no contexto
da saude, e descobriram que pacientes internados com tuberculose e que apresentavam maior
LOC interno sabiam mais sobre sua propria condicdo e gquestionavam mais médicos e
enfermeiros sobre suas duvidas. Da mesma forma, estudos com pacientes diabéticos mostraram
que aqueles com maior LOC interno sabiam mais sobre sua doenca do que aqueles com maior
LOC externo (Ducette, 1974; Lowery & Ducette, 1976).

A psicologia da satde adotou este conceito e iniciou o desenvolvimento de estudos
neste campo, compreendendo que a salde esta inserida nas atitudes e crengas sociais, pois é
provavel que estas influenciem os processos e mecanismos psicologicos que afetam o0s

comportamentos (Golub & Langer, 2007). Os estudos encontrados na literatura indicam que
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pessoas com alto LOC interno de salde acreditam que seus comportamentos determinam seu
estado de salde e, por isso, tornam-se mais propensas a procurar informacdes sobre situacoes
de risco para salde e se envolvem em comportamentos mais saudaveis, tornando-se mais
capazes de se adaptar fisica e mentalmente a doenca (Ono et al., 2008; Park & Gaffey, 2007;
Stewart & Yuen, 2011; Wang et al., 2010). Estes individuos também sdo mais propensos a ter
uma boa dieta, fazer exercicios regularmente e ndo fumar (Helmer, Kramer, & Mikolajcz,
2012).

Atribuir o controle da salde ao acaso esteve associado a niveis mais baixos de
atividade fisica, menor procura por auxilio a satde, comportamentos inadequados de higiene
bucal, maior consumo de alcool e maior probabilidade de fumar. Altos niveis de LOC da saude
outros poderosos relacionaram-se a menor uso de drogas ilicitas, porém a menos atividade
fisica e nutricdo mais empobrecida (Helmer et al., 2012; Scheffer et al., 2012).

Estudos que relacionam esses constructos foram realizados envolvendo pacientes com
diferentes tipos de doenca e encontraram resultado semelhante: I6cus de controle esta associado
a resultados/comportamentos relacionados a satde (Janowski et al., 2013; Nayeon & Younhee,
2015; Williams, Lynch, Voronca, & Egede, 2016). Além deste constructo, os fatores de
personalidade também podem ser responsaveis pelos comportamentos de satde dos individuos
(Bogg & Roberts, 2013; Ploubidis & Grundy, 2009). Encontram-se, na literatura, variacfes de
conceitos de personalidade, bem como distintos modelos tedricos que tentam explica-la. Um
destes modelos € o dos Cinco Grandes Fatores (CGF — Big Five; Costa Jr. & McCrae, 1985),
considerado, atualmente, um dos mais utilizados em Ciéncias da Saude (Digman, 2002; Iwasa
et al., 2009).

De acordo com este modelo tedrico, existem cinco fatores de personalidade
predominantes:  Neuroticismo (Neuroticism), Extroversdo (Extraversion), Abertura

(Openness), Socializagdo / Amabilidade (Agreeableness) e Realizagdo (Conscientiousness).
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O fator Neuroticismo refere-se as experiéncias de tensdo manifestadas em vivéncias
de ansiedade, raiva, depressao e afetos relacionados a angustia. De acordo com Oliveira (2002),
pode ser considerada uma caracteristica estavel e uma das variaveis do funcionamento negativo
da personalidade mais pesquisadas no meio cientifico. Relaciona-se com caracteristicas de
vulnerabilidade, inseguranca e dificuldade de tomar decisoes.

Extroversdo relaciona-se a sociabilidade e vivacidade. As pessoas com niveis elevados
desse fator demonstram capacidade de falar de si mesmas e facilidade de conhecer pessoas
novas (Nunes & Hutz, 2006). Tendem a ser mais falantes e buscam contato com outras pessoas,
interessando-se por atividades mais sociaveis e excitantes. Elas também se consideram mais
alegres, com maior afeto positivo, motivacdo e satisfacdo com a vida (Ambiel, Noronha, &
Nunes, 2012; Nunes, Hutz, & Giacomoni, 2009).

O fator Abertura a experiéncia esta relacionado a criatividade, sensibilidade estética,
curiosidade intelectual e necessidade de variedade. Pessoas com altos niveis deste fator sdo
mais curiosas, criativas e questionadoras. J& as que apresentam baixo nivel sdo mais rigidas e
convencionais (Howard & Howard, 1995). Iwasa et al. (2009) destacam que esse fator também
esta relacionado ao cuidado com a salde.

Outro fator, denominado Amabilidade ou socializacdo, € relativo as tendéncias a
vivéncias de confianca, altruismo e simpatia. E considerada uma dimensdo interpessoal e
refere-se as pessoas mais agradaveis, amaveis, generosas, preocupadas, comprometidas e
disponiveis para ajudar os outros (Costa Junior & McCrae, 2007; Nunes & Hutz, 2007). Esse
fator engloba os comportamentos socialmente positivos e a qualidade dos padrbes
estabelecidos nos relacionamentos, assim como 0 qudo apto ou capaz o individuo se vé em
relacdo ao convivio social (Nunes, Hutz, & Nunes, 2010).

Além destes, existe o fator Conscienciosidade ou realizacdo, que diz respeito aos

comprometimentos em relagdo a metas e valores (Fuentes et al., 2010; Ldckenhoff,
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Terracciano, Ferrucci, & Costa, 2012; Nunes et al., 2010). Refere-se ao grau tanto de controle
quanto da luta dos individuos para atingir seus objetivos. Pessoas com alto nivel desse fator
sdo mais organizadas, persistentes, motivadas, trabalhadoras, pontuais e ambiciosas (Noronha,
Mansao, & Nunes, 2012). Ja o baixo nivel esta relacionado a pessoas negligentes e com falta
de clareza de seus objetivos (Howard & Howard, 1995).

Na literatura encontram-se estudos indicando que pode existir relacéo entre fatores de
personalidade e o desenvolvimento da doenca oncoldgica (Bandeira & Barbieri, 2007;
Hilakivi-Clarke, Rowland, Clarke, & Lippman, 1993; Spiegel & Kato, 1996). Todavia, ndo
foram encontrados estudos indicando que os fatores de personalidade do paciente podem
interferir na adesdo ao tratamento oncoldgico. Além disso, sdo poucas as pesquisas que
relacionam a personalidade com outros aspectos que também podem influenciar esse processo,
como o locus de controle e o conhecimento sobre a doenca, por exemplo.

Considerando o envelhecimento demogréafico e a crescente prevaléncia de doencas
cronicas e/ou graves, como 0 cancer, acredita-se ser importante desenvolver pesquisas sobre
personalidade em populacdes clinicas (Epstein & Street, 2007), a fim de compreender melhor
o0 papel que os fatores de personalidade exercem sobre o enfrentamento de doencas crénicas.
A partir disso, sera possivel uma melhor identificacdo dos individuos em risco de ma
adaptacdo, a fim de auxiliar no desenvolvimento de uma gama de estratégias de intervencao
direcionadas e personalizadas, maximizando o ajustamento destes individuos (Hoth,
Christensen, Ehlers, Raichle, & Lawton, 2007), melhorando os resultados e reduzindo os custos

de saude.
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3 Justificativa

Constata-se que € alta a prevaléncia de sintomas de ansiedade e depressdo em
pacientes oncologicos, e a identificacdo e o tratamento desses sintomas podem auxiliar
positivamente 0 processo de tratamento da doenca. Além disso, percebe-se que é essencial
compreender melhor os fatores que influenciam a adesdo ao tratamento oncoldgico, por parte
do paciente — como o nivel de informacéao e conhecimento sobre a doenca e o l6cus de controle,
por exemplo —, para desenvolver intervencdes mais adequadas, na busca de um melhor
ajustamento a doenca. Fatores de personalidade também podem influenciar os comportamentos
de salde, que por sua vez influenciam a saude subjetiva e objetiva do individuo.

O presente estudo buscou colaborar para a obtencdo de maior conhecimento sobre os
fatores de personalidade e lI6cus de controle em pacientes oncoldgicos, contribuindo para a
elaboracdo de intervencdes nessa area ainda carente de estudos. Além disso, o conhecimento
da associacdo entre esses construtos pode favorecer o desenvolvimento de estratégias
psicoldgicas capazes de modificar comportamentos e buscar maior proé-atividade, relacionada
a adesdo, a tratamentos e a melhora de progndstico. Espera-se, também, que os resultados
promovam maior conhecimento sobre os fatores psicologicos relacionados ao cancer, em
especial aqueles que influenciam a adesao ao tratamento oncoldgico e ao autocuidado desses

pacientes.
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4 Objetivos

4.1 Objetivo principal

— Verificar se a adeséo ao tratamento se relaciona com variaveis sociodemogréaficas e
clinicas (escolaridade, histérico de cancer familiar e historico psiquiatrico prévio),
conhecimento sobre a doenca, sintomas de ansiedade e depressao, fatores de personalidade e

I6cus de controle em uma amostra de pacientes oncologicos em tratamento ambulatorial.

4.2 Objetivos especificos

— Avaliar e analisar o perfil de personalidade da amostra estudada;

— Verificar qual orientacdo de I6cus de controle € prevalente na amostra;

— Verificar o nivel de conhecimento sobre a doenca da amostra estudada;

— Analisar se a orientacao de I6cus de controle (LOC) é preditora de escolaridade e de
nivel de conhecimento sobre a doenca;

— Analisar se escolaridade é preditora de conhecimento sobre a doenca;

— Verificar a presenca de sintomatologia depressiva e de ansiedade na amostra;

— Analisar se os fatores de personalidade séo preditores de sintomas de depressao e de
ansiedade;

— Analisar se variaveis sociodemograficas sdo preditoras de sintomas de depressao e
de ansiedade.

— Analisar se as variaveis: escolaridade, histérico de cancer familiar e historico
psiquiatrico prévio, conhecimento sobre a doenca, sintomas de ansiedade e depressao, fatores

de personalidade e lécus de controle sdo preditoras de adesdo ao tratamento.
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5 Método

5.1 Delineamento

Trata-se de um estudo com abordagem quantitativa e transversal, dividido em quatro

artigos, sendo o primeiro deles de carater descritivo e 0s outros trés de carater exploratério.

5.2 Participantes

Para a realizacdo do calculo amostral, utilizando-se 5% de estimativa de erro amostral
e nivel de confianca de 95%, baseou-se nas estimativas do Inca para o biénio 2016-2017 —
incluindo as taxas brutas de incidéncia do cancer e 0 numero de casos novos — para a cidade de
Porto Alegre (Inca, 2016). Dessa forma, chegou-se a amostra final de 220 pacientes, em
tratamento ambulatorial, atendidos em diferentes especialidades oncol6gicas. Os mesmos
foram contatados e selecionados por conveniéncia, e convidados a participar do estudo. Os
critérios de inclusdo foram: a) individuos com idade superior a 18 anos, que voluntariamente
participaram do estudo, assinando o Termo de Consentimento Livre e Esclarecido; b) ter
diagnostico de cancer confirmado, relatado pelo proprio paciente. Como critérios de exclusao,
adotaram-se: a) primeira consulta ambulatorial para verificacdo de exames e/ou confirmacéo
de diagnoéstico oncoldgico; e b) auséncia de condi¢Bes clinicas para responder aos
instrumentos, brevemente avaliadas pelo avaliador e/ou verbalizada pelo proprio paciente ou
familiar.

Durante a coleta dos dados, 347 pacientes foram abordados para participarem da
pesquisa, dentre eles, 68 recusaram e 59 preencheram os critérios de exclusdo: 41 pacientes

ndo tinham diagnostico de cancer e/ou estavam no ambulatorio para primeira consulta, e 18
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deles declararam nédo apresentar condic¢des clinicas para participar da pesquisa. Ao final, a

amostra total contou com 220 participantes.

5.3 Instrumentos

Para a coleta de dados foram utilizados os seguintes instrumentos:

a) Questionario de identificacdo de dados sociodemograficos e clinicos: instrumento
que objetivou a coleta de dados relativos a caracterizacdo sociodemografica da amostra e a
doenca oncoldgica (Apéndice A);

b) Inventario de personalidade NEO-FFI Revisado (NEO-FFI-R) (Costa & McCrae,
1989; 1992): o NEO-FFI-R, uma versdo reduzida do NEO-PI-R, é constituido por 60 questbes
afirmativas, as quais o participante responde, utilizando escala likert, com cinco alternativas de
resposta. O instrumento fornece uma breve e compreensiva medida dos cinco dominios da
personalidade (Neuroticismo, Extroversdo, Abertura, Amabilidade e Conscienciosidade) e
pode ser corrigido por um software de correcdo criptografado, que emite um relatério
quantitativo. A versdo utilizada do instrumento foi a forma S — respondida pelo proprio
individuo. Esse instrumento é apropriado para pessoas acima de 18 anos de idade, e a versao
brasileira foi desenvolvida por (Flores-Mendonza, 2007) (Anexo A);

¢) Multidimensional Health Locus of Control (MHLC) Scale (Wallston, Wallston, &
Devellis, 1978): escala traduzida e validada para uso no Brasil por Della Coleta (1990; 1995;
Della Coleta & Della Coleta, 1996), compreende trés dimensdes de l6cus de controle:
Internalidade, Outros Poderosos (externalidade, atribuicdo a outrem) e Acaso/Sorte. Os escores
fornecem, respectivamente, o grau de como a pessoa acredita em si mesma, em pessoas

poderosas e, no acaso, como fontes de controle da saide (Anexo B);
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d) Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983): € uma
escala de autoavaliacdo de 14 itens, para medir ansiedade e depressdo, em duas subescalas, que
pontuam de 0 a 21, com pontuacao total que pode variar entre 0 e 42. Foi utilizada a versao
traduzida para o Portugués e adaptada para o Brasil por Botega, Bio, Zomignani, Garcia Junior
e Pereira (1995). Adotou-se como pontos de corte 08 para as subescalas de ansiedade e
depressdo, e 15 para a escala total (Anexo C);

e) Adherence Determinants Questionnaire (Dimatteo et al., 1993): é um instrumento
multifatorial desenvolvido por pesquisadores americanos, com o objetivo de avaliar elementos
que interferem na autoadesao dos pacientes oncol6gicos ao tratamento clinico, considerando
um conjunto de habilidades cognitivas, motivacionais, além de variaveis sociais e
comportamentais. Sera utilizada a versdo traduzida, adaptada e validada para a lingua
portuguesa, no contexto brasileiro, por Lessa (2012; Lessa et al., 2015) (Anexo D);

f) Questionario de avaliacdo do conhecimento do paciente sobre a doencga oncoldgica,
adaptado dos instrumentos: Questionario dos conhecimentos da diabetes (QCD; Sousa, 2003)
e Questionario para avaliacdo de conhecimento sobre cancer bucal (Rodrigues, 2011) somado
a uma vasta pesquisa na literatura sobre o tema. O questionario foi construido utilizando
questdes dicotdmicas ou de multipla escolha, divididas nas seguintes tematicas: Identidade;
Causas; Tratamento e Complicacdes. As questdes possuem pesos diferentes, conforme
relevancia do conhecimento e, ao final, quanto maior a pontuacdo do paciente, maior o seu

conhecimento sobre a doenca (Apéndice B).
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5.4 Procedimentos

5.4.1 Coleta de dados.

O projeto de pesquisa referente a esta tese foi submetido a Comisséo Cientifica da
Escola de Humanidades e, apds sua aprovacio, ao Comité de Etica em Pesquisa da Pontificia
Universidade Catdlica do Rio Grande do Sul (CEP-PUCRS), reconhecido pelo Conselho
Nacional de Saude (CNS) sob o nimero 63367316.0.0000.5336. Ap0s sua aprovacao (Anexo
E), foram realizados contatos com o ambulatério de oncologia do Hospital Sdo Lucas da
PUCRS, quando os pacientes foram convidados a participar do estudo. Aqueles que
preencheram os critérios de inclusdo assinaram o Termo de Consentimento Livre e Esclarecido
(Apéndice C), e responderam, individualmente, aos instrumentos de avaliacéo.

Aos participantes do estudo foi garantido sigilo quanto a sua identidade, sendo a
participacdo voluntaria. Quando houve necessidade, os participantes foram encaminhados a
servigos especializados, como o Servico de Atendimento Psicoldgico (SAPP) do curso de
Psicologia da Escola de Ciéncias da Saude da PUCRS.

A avaliacdo foi realizada de forma individual em um encontro, com duracdo média de
uma hora e meia cada, na sala de espera do ambulatorio do Hospital. Os participantes foram
avaliados pela doutoranda e por alunos de iniciacdo cientifica do curso de Psicologia, treinados
para aplicacdo dos instrumentos utilizados nesse estudo. A aplicacao foi realizada na seguinte
ordem: 1) Questionario de dados sociodemogréaficos e clinicos; 2) Questionario de avaliacdo
do conhecimento do paciente sobre a doenca oncoldgica; 3) Avaliacdo do l6cus de controle
(Multidimensional Health Locus of Control Scale); 4) Avaliacéo dos fatores de personalidade
(NEO-FFI-R); 5) Avaliagédo dos sintomas depressivos e de ansiedade (HADS), e 6) Avaliagdo

da adesdo ao tratamento (Adherence Determinants Questionnaire).
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5.4.2 Analise dos dados.

A descricdo dos dados coletados foi realizada por meio de frequéncias absolutas (n) e
relativas (%) para variaveis qualitativas, e por média e desvio padrdo para variaveis
quantitativas. Para verificar a prevaléncia das variaveis avaliadas (fatores de personalidade
orientacdo de locus de controle, conhecimento sobre a doenca, sintomas de ansiedade e
depressdo), foi utilizada estatistica descritiva (frequéncia, média e desvio padrao).

A fim de verificar a relacdo entre todas as varidveis envolvidas nesta pesquisa,
incluindo as caracteristicas sociodemograficas e clinicas, foram utilizadas as Correlagdes de
Pearson ou de Spearman, conforme distribuicdo dos dados, de acordo com o resultado do Teste
Kolmogorov-Smirnov. Para analisar o poder preditivo das variaveis avaliadas sobre o0s
desfechos escolhidos, foram realizadas analises de Regressdo Linear Multipla e analises de
Regressdo Logistica.

Para verificar se as varidveis: escolaridade, historico de cancer familiar, histérico
psiquiatrico prévio, conhecimento sobre a doenca, sintomas de ansiedade, sintomas de
depressdo, locus de controle interno, locus de controle externo outros poderosos, locus de
controle externo acaso, e os fatores de personalidade neuroticismo, conscienciosidade,
amabilidade, extroversdo e abertura a experiéncia, sdo preditoras de adesdo ao tratamento foi
realizada Analise de Regressdo Logistica e uma Analise de Rede, baseada na teoria dos grafos.
Neste processo, uma matriz de adjacéncia é desenvolvida para representar a rede, estimada por
meio de um método regularizado (graphical least absolute shrinkage and selection operator
ou GeLASSO; Friedman, Hastie, & Tibshirani, 2008). Posteriormente, uma matriz de
correlagbes parciais & encontrada entre as variaveis, por meio da inversa da matriz de
variancia/covariancia padronizada. Por fim, a matriz de adjacéncia é representada por meio de

um objeto gréfico contendo vértices (varidveis) e arestas (associagdes), e um algoritmo de
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posicionamento (Fruchterman & Reingold, 1991) ¢ utilizado para aproximar as variaveis que
possuem associacdes e repelir aquelas com associacfes proximas a zero.

Para todas as analises foi utilizado o software SPSS verséo 17, considerando um nivel
de significancia de 5%. O pacote ggraph (Epskamp, Cramer, Waldorp, Schmittmann, &

Borsboom, 2012) do software estatistico R foi utilizado para desenvolver a analise de Rede.
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6 Secdes Empiricas

Esta secdo € composta por quatro artigos empiricos, provenientes do projeto de

pesquisa inicial e, juntos, respondem aos objetivos geral e especificos propostos inicialmente.

6.1 Artigo 1: Existem fatores de personalidade associados ao cancer?

Submetido a Revista Psychologica no dia 03 de julho de 2018.

Are there personality traits associated with cancer?

Abstract

Objective: the present study aimed to characterize the personality profile in a sample of cancer
patients. Method: This is a descriptive study that evaluated 219 cancer outpatients who
voluntarily agreed to participate. The instruments used were: sociodemographic and clinical
data questionnaire and the revised NEO-FFI personality inventory (NEO-FFI-R). The
assessment was conducted in an individual meeting, with an average duration of forty-five
minutes. The data were described by absolute (n) and relative (%) frequencies and by average
and standard deviation. Results: 82 (37.3%) participants were men and 137 (62.7%) women.
The mean age was 54.66 years (SD = 13.30). 49.6% of the patients presented low or very low
rates of openness to experience, and 31.4% presented low or very low rates of neuroticism.
64.1% of the sample presented high or very high levels of conscientiousness and 44% showed
high or very high agreeableness. Conclusions: It is possible to reflect on the existence of some
personality traits that may be related to cancer, corroborating some studies found in the world
literature. The current study cannot and does not attempt to establish direct causal links.
Longitudinal studies are needed in order to investigate whether personality factors relate to the

development of cancer.

Keywords: agreeableness, cancer, conscientiousness, neuroticism, openness to experience.
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Introduction

Personality may be considered a set of traits, which are relatively longstanding
characteristics, non-transitory, manifested in different ways, indicating the presence of
individual differences such as thought patterns, feelings and actions. These traits may originate
different behaviors - which may differ from one individual to another - to respond to the various
situations of daily life (Friedman & Schustack, 2004; Jokela et al., 2014; McCrae & John,
1992).

Some researchers acknowledge the existence of personality changes (Bleidorn,
Kandler, Riemann, Angleitner e Spinath, 2009; Costa & McCrae, 1988; Roberts, Walton, &
Viechtbauer, 2006; Srivastava, John, Gosling, & Potter, 2003), caused by intrinsic maturation
and increased age (McCrae et al., 2000) or caused by life experiences and / or social demands
(Lockenhoff, Terracciano, Patriciu, Eaton, & Costa, 2009; Roberts & Mroczek, 2008; Scollon
& Diener, 2006). However, there is still a debate about whether they actually occur, when they
occur and whether there is a point in life beyond which personality stay comparatively stable
(Specht, Egloff, & Schmukle, 2011).

One of the most used models for the understanding of the personality is the model of
the Big Five personality traits, initially developed in the 1930s by McDougall, based on studies
on the language of the descriptors of personality traits, starting from the existence of five
independent factors (Nunes & Hutz, 2002). This model, later consolidated by McCrae and
Costa (1987), considers that personality traits are related to the personal experiences of the
individual and to biological inheritance, besides indicating that this interaction is determinant
in human behavior (McCrae & Costa, 1996). This theory is considered explanatory and
predictive of the human personality and predictive of the relationship between personality and

behavior (Garcia, 2006).
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In this sense, it is understood that personality influences the behavior of individuals
and reinforces their potentialities, becoming an essential element that may interfere, in a
positive or negative way, also in the health of the individual. In general, it is the interaction of
contextual and personal factors that influence health-related behaviors (Hall, Fong & Epp,
2014; Ploubidis & Grundy, 2009). Personality may still influence the events experienced (the
situation selection or exposure to key stressors), emotional reactions to experiences, coping
responses and resulting actions (Caspi, Roberts, & Shiner, 2005; Shanahan, Hill, Roberts,
Eccles, & Friedman, 2013; Straub, 2005).

In the last decades, researches demonstrated that some specific personality factors
could be predictors of health behaviors (Hall et al., 2014; Lattie et al., 2016; Lemogne et al.,
2013; Sutin, Zonderman, Ferrucci, & Terracciano, 2013), and that the behavior and lifestyle of
individuals may have a significant impact on the development or exacerbation of diseases
(Aiken-Morgan, Bichsel, Savla, Edwards, & Whitfield, 2014; Friedman & Kern, 2014).

Studies indicate a possible correlation between personality factors and the
development of cancer disease (Bandeira & Barbieri, 2007; Hilakivi-Clarke, Rowland, Clarke,
& Lippman, 1993; Spiegel & Kato, 1996), supporting the idea of the existence of a personality
prone to cancer (Eysenck, 1991; Temoshok, 1987). However, other studies refute this
hypothesis, indicating that personality factors are not risk indicators for the development of
cancer (Bleiker, Hendriks, Otten, Verbeek, & van der Ploeg, 2008; Jokela et al., 2014; Minami
etal., 2015).

It is understood that there is no consensus in the literature about the existence or not
of a personality profile that can be a predictor for oncological disease. However, it is
hypothesized that there may be some traits that characterize this clinical population. Thus, the

present study aimed to characterize the personality profile in a sample of cancer patients.
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Methods

Design

It is characterized as a cross-sectional and descriptive study.

Participants

A sample calculation was performed to select the number of participants, using a 5%
sample error estimation and a 95% confidence level, based on Inca estimates for the biennium
2016-2017 - including gross cancer incidence rates and the number of new cases
(approximately 9.044) - to the city of Porto Alegre (Inca, 2016). Thus, the final sample reached
219 patients, who were in outpatient treatment, attended in different oncological specialties.
The individuals were contacted and selected for convenience, and invited to participate in the
study in the waiting room of the outpatient clinic of the hospital where they were being treated.

The final sample of the present study consisted of 219 patients, of which 82 (37.3%)
were male and 137 (62.6%) were female. The participants presented an average age of 54.83
years old (SD=13.10), where the minimum age was 24 years old and the maximum was 89
years old, and an average of education level of 8.31 years (SD=3.77).

In total, 347 patients were approached to participate in the study, of which 68 refused,
18 reported not having clinical conditions to participate in the study because of physical
weakness or excessive pain, and 41 patients were not diagnosed with cancer and/or were in the
outpatient clinic for the first visit. Also, for this study, one participant was excluded because

of age (18 years). The final sample consisted of 219 patients.
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Instruments

a) questionnaire on sociodemographic and clinical data: an instrument aimed at
collecting data on the sociodemographic characterization of the sample and oncological
disease, including questions about sex, age, education level, marital status, time of diagnosis,
oncological treatment, among others;

b) NEO-FFI Personality Inventory Revised (NEO-FFI-R) (Costa & MacCrae, 1989;
1992): composed of affirmative questions, the participant responds using one of the five
alternatives described, on a Likert scale. The five domains, Neuroticism, Extraversion,
Openness to experience, Agreeableness and Conscientiousness, are represented by six facets,
totaling a set of 30. The NEO-FFI-R version, for use in the Brazilian context, is the S-form -
answered by the individual himself - being composed of 60 affirmative. This instrument is
suitable for people over 18 years old, and the Brazilian version was developed by Flores-
Mendonza (2007). Aluja et al. (2005) found values of internal consistency of this instrument
that varied between 0.70 and 0.87. The inventors also found good values of validity and
reliability (Cronbach's Alpha ranging from 0.75 to 0.82) (McCrae & Costa, 2004). The
correction of the instrument, performed through online software, provides a total score of each
factor, standardized T scores, and scores classified as low, very low, medium, high and very

high.

Procedures

Data Collect
The research project corresponding to this study was submitted and approved by an
Ethics Committee, recognized by the National Health Council under the number

63367316.0.0000.5336. Subsequently, contacts were made with the oncology clinic of the
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Hospital, when the patients were approached and invited to participate in the study. Participants
who accepted, completed and signed the Free and Informed Consent. Then, the participants
individually responded to the assessment tools proposed.

Participants were guaranteed confidentiality regarding their identity, with voluntary
participation. When necessary, the participants were referred to free specialized psychological
services offered for the community. The assessment was conducted by a psychologist and two
academics of the course of Psychology, properly trained; in an individual meeting, with an

average duration of forty-five minutes.

Data analysis

The data were described by absolute (n) and relative (%) frequencies for qualitative
variables, and by average and standard deviation for quantitative variables. For all analyzes,
SPSS software version 17 was used.

Considering that the personality can change according to the individual age and
maturity, a parallel data analysis was performed, dividing the sample into two groups using
criteria established by the World Health Organization (WHO): adults (19 to 59 years) x elderly
(> 60 years). A t-test analysis for independent samples was performed to compare the mean

scores of the personality factors of the two groups.

Results

Regarding oncological specialty, those that predominated were: Mastology (27.7%),
Urology (16.8%) and Thorax/Lung (16.8% of participants). The other specialties were divided
into: Low Digestive (10.5%), High Digestive (6.8%), Hematology (5.9%) and Gynecology

(4.1%), among others. The results of the t-test analysis indicated that there was no statistically
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significant difference regarding the mean scores of the personality factor between the adult
participants and the elderly.

The results of the NEO-FFI personality instrument indicated that: 49.6% presented
low or very low rates of openness to experience, and 31.4% presented low or very low rates of
neuroticism. On the other hand, 64.1% of the sample presented high or very high levels of
conscientiousness and 44% showed high or very high agreeableness. Concerning the
extroversion factor, in 42.3% of the sample it was presented in the medium classification.

Further details on the results of this instrument are given in Table 2 and more

information on sociodemographic and clinical characteristics is presented in Table 1.

Table 1 — Sociodemographic data of the sample (N=219)

Variables N %
Gender Female 137 62.6
Male 82 37.3
Age Average 54.66
SD 13.30
Minimum 24
Maximum 89
Education (years) Average 8.31
SD 3.77
Minimum 01
Maximum 18
Marital status Married 123 56.2
Single 49 22.4
Widowed 26 11.9
Divorced 21 9.6
Occupational situation Active 72 32.9
Inactive 147 67.1
Family cancer history Yes 152 69.4
No 67 30.6
Previous psychiatric Yes 46 21.0
history No 173 79.0
Diagnostic time Average 36.10
(months) SD 39.8
12 to 36 months 90 41.5
5 to 9 months 38 175
Minimum 01

Maximum 240
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Treatment Chemotherapy 157 71.7
Radiotherapy 91 41.6
Surgery 157 71.7

Source: Research data (2017).

Table 2 — NEO-FFI results

Personality Factor M SD I\I\/llla:];?ri:?n/
Conscientiousness 37.33 5.499 18/48
Agreeableness 34.19 5.902 15/48
Neuroticism 23.07 7.234 3/42
Openness to experience 29.56 6.611 8/48
Extraversion 29.72 6.940 5/44

Source: Research data (2017).

Discussion

The present study aimed to characterize the personality profile of a group of cancer
patients. The results demonstrated a personality profile with high levels of conscientiousness
and agreeableness, and with low levels of neuroticism and openness to experience. The
neuroticism personality factor generally involves anxiety, anger, depression, impulsivity and
negative affects (Costa & McCrae, 2007), associating with mental and physical health
problems (Goodwin, Cox, & Clara, 2006; Grov et al., 2009; Rosmalen, Neeleman, Gans, & de
Jonge, 2007). Despite the relationship with physical health problems, in the sample studied its
prevalence was low.

One possible explanation for the finding of low levels of neuroticism is that according
to the characteristics of the different facets of this factor, individuals with low levels are

characterized by high tolerance for frustration, minimization of problems and low reactivity to
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anger. These individuals are easier to deal with, less disturbed by uncomfortable social
situations, and they feel able to conduct themselves in difficult situations, facing them without
hassle (Costa & McCrae, 2010). Researchers describe cancer patients as passive, patient, few
assertive and very cooperative individuals. In addition, they often suppress or repress
“negative” emotions, especially anger, striving to maintain a strong and happy appearance, in
addition to a pleasant interpersonal environment (Taylor, Abrams, & Hewstone, 1988;
Temoshok & Fox, 1984).

Other studies developed and published between the 1950s and 1980s indicate some
similar characteristics among cancer patient samples. Bahnson and Bahnson (1964), Greer and
Morris (1975), and Jansen and Muenz (1984) evaluated oncological patients and found low
self-confidence and assertiveness, suppression of emotion, mainly hostile and angry feelings.
Studies by Leshan et al. (1956, 1960, 1966) have also indicated that cancer patients are unable
or unwilling to develop or express aggressive or irritated feelings.

People with high levels of agreeableness or socialization presents socially pleasant
behaviors, with concerns about the quality of the patterns established in relationships, as well
as characteristics such as trust, empathy, altruism, generosity and high trust in others (Nunes,
Hutz, & Nunes, 2009; McCrae & Allik, 2002; McCrae & John, 1992). High agreeableness
points to individuals who are pleasant and friendly, and tend to act according to the interests
and needs of other people (Graziano & Tobin, 2009). In addition, they are often naive, with a
tendency to inhibit aggression, and to forgive and forget uncomfortable facts more easily
(Costa & McCrae, 2010).

These results are corroborated by studies developed between the 1970s and 1980s, in
the 20th century, that found a greater need for denial in this population, such as difficulty in
expressing emotions and tendency to avoid problems and conflicts (Schonfield, 1975; Watson,

Pettingale, & Greer, 1985; Cheang & Cooper, 1985). Wirsching, Stierlien, Hoffman, Weber
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and Wirsching (1982) found that cancer patients assessed by them were more self-reliant and
altruistic, less aggressive, and tended to sacrifice for others, particularly their family members.

Another outstanding factor, which presented low indexes, was the openness to
experience. In the sample studied, individuals were characterized by low levels of curiosity,
flexibility and willingness to engage in atypical experiences (Costa & McCrae, 2010;
Vasconcellos & Hutz, 2008), poor problem solving skills, lack of need for information and the
difficulty of anticipating challenges (Bouchard, 2003). According to Douglas, Bore and Munro
(2016), the openness factor interferes with an individual's guiding principles on how he or she
should behave in the face of life experiences, and may be negatively associated with
conformity. Individuals with low openness to experience may be more conformed to situations,
with more conventional and conservative behaviors, affective blunting and difficulty to change
(Costa & McCrae, 2010).

Studies of women with cancer indicated that they tended to be less ambitious, less
able to express feelings, and presented less interest outside their home and work environments.
In addition, the researchers found a common link between the participants: feeling of lack of
control throughout the occurrence of events, weak and ineffective coping strategies, and low
search for help to support their feelings (Cooper & Faragher, 1991; 1993; Faragher & Cooper,
1990).

The conscientiousness factor was the most prevalent in the sample evaluated, although
the literature indicates that characteristics and behaviors associated with the conscientiousness
factor are predictive of health, low risk of disease development and longevity, from childhood
to old age (Friedman & Kern, 2014; Friedman, Kern, Hampson, & Duckworth, 2013; Hagger-
Johnson et al., 2012; Shanahan et al., 2013). Individuals with high conscientiousness present
themselves as self-disciplined, organized, persistent, oriented and responsible (Roberts, Caspi,

& Moffitt, 2003). These individuals are faithful to their principles, easily fulfilling moral
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obligations, which can induce rigidity and high demands. In addition, since their greater sense
of social control and duty to others, these individuals are more loyal and prone to think about
the impact of their decisions and the future well-being of their loved ones (Tucker, Elliot, &
Klein, 2006), which could lead the individual to include the opinion and needs of others in their
decisions.

From this explanation, it is noticed that there are a set of characteristics, coming from
the four personality factors mentioned, which complement each other. Therefore, some of these
characteristics were chosen and united in figure form (Figure 1), to a better display and

understanding of what is suggested in this article as personality profile of the sample studied.



Figure 1 — Main complementary characteristics of personality factors prevalent in the sample

™ Emotional Characteristics

ﬁ Conscientiousness

64,1% ﬁ Agreeableness
o a4%
Self-monitoring
Possible stiffness @ Openness to experience Inhibition of aggressiveness
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Conservatism Low reactivity to anger

High tolerance for frustration

Behavioral characteristics

Poor problem solving skills

Minimization of prohlems

Compliance with laws and regulations easily
Tendency to act according to the needs of others

Source: Elaboration of the authors (2017).



45

Conclusion

The results of this study indicate that the sample evaluated presented high indices of
personality factors agreeableness and conscientiousness, as well as low indexes of factors
neuroticism and openness to experience.

Based on these results, it is possible to reflect on the existence of some personality
traits that may be related to cancer, corroborating the results of other studies found in the world
literature. These results present important data for health professionals working with this
population and with cancer prevention programs, because individual personality factors may
be possible indicators of disease development.

This study cannot and does not attempt to establish direct causal links, however, it is
able to provide important clues for future research in this area. Longitudinal studies with this
population are required to investigate whether personality factors relate to the development of
cancer. It is believed that the fact that the sample comes from only one health service may
indicate a limitation of the study. On the other hand, considering that the objective was to
investigate personality factors, and that it also develops from the life and cultural context of
the individual, the fact that the individuals studied live in the same state, which contemplates
specific cultural characteristics, may have influenced the results of this research, that presents

a differentiated personality profile.
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6.2 Artigo 2: Locus de controle, escolaridade e conhecimento sobre a doenca em pacientes

oncoldgicos

Submetido a Revista Psychology, Health & Medicine no dia 26 de fevereiro de 2018.

Locus of control, education level and knowledge about disease in cancer outpatients

Abstract

The objective of this study was to verify if education level predicts knowledge about disease,
and if locus of control (LOC) orientation predicts education level and knowledge about disease
level. 220 cancer patients were evaluated using: sociodemographic and clinical data
questionnaire, Multidimensional Health Locus of Control (MHLC) Scale and Patient’s
Knowledge about Disease Questionnaire. Spearman correlations were used to verify variables
relationship and multiple linear regression to verify the predictive value. The sample was
composed predominantly by women (62.7%), with mean age of 54.66 years (DP=13.30) and
mean education level of 8.32 years (DP=3.76). Powerful others external locus of control
orientation was prevalent in the sample (60.9%) and moderated knowledge about disease level
(41.4%). Education level was showed to be significant predictor of knowledge about disease,
and external locus of control (powerful others and chance) were predictors of education level.
It was concluded that people with low education level are less likely to seek and understand
health information. Individuals with external LOC prevalence tend to believe that life events

depend on other people or chance and, thus, may not seek new information.

Keywords: Knowledge about disease, locus of control, education level, cancer.
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Introduction

Individuals affected by disease have a psychological demand much specific, because
beyond usual medical treatment, they need to communicate correctly with the doctors, and also
receive information about what is going on, about what could happen and witch are the risks
and main goals of treatment (Kubo & Botomé, 2005).

The increase of knowledge about disease could turn easier the process of acceptance
and adaptation to a new condition (Kammerer, Garry, Hartigan, Carter, & Erlich, 2007,
Maldaner, Beuter, Brondani, Budd, & Pauletto, 2008), also increase the control sense (Arraras
et al., 2007; Husson, Mols, & van de Poll-Franse, 2011), such as the performance of tasks
related to healthy behaviors and treatment adherence (Tiraki & Yilmaz, 2017; Wu, Tang, &
Kwok, 2004; Yavuz, Tuncer, & Erdogan, 2004).

The knowledge about disease is especially important when the individual is affected
by a chronicle one, as cancer, for example. The chronicle diseases are, often, conducted by a
variety of behaviors executed by patients, such as taking medication, monitoring diets;
exercising themselves and making regular follow-up with health professionals. These
behaviors are necessary to control and inhibit disease progression and to minimize collateral
damage and a possible interference in daily life (Helgeson & Zajdel, 2017).

Cancer patients present rising demand of information about the disease (Protiere,
Moumjid, Bouhnik, Le Corroller Soriano, & Moatti, 2012) and, for the patient and/or their
relatives could make right decisions about treatment and present more suitable behaviors, is
essential that they have sufficiently knowledge do to it (Canhestro et al., 2010). However,
obtaining health information is a long process that depends on many internal and external

factors (Keinki et al., 2016).
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To effectively access, understand and apply health information, the individual must
be motivated to receive and process this information (Bernhardt, Brownfield, & Parker, 2005),
and also to have actions and behaviors related to health (Adams, 2010). That is why it is
essential to distinguish between the reception of information, the comprehension of them, and
the disposal and capacity to act adequately (Peerson & Saunders, 2009).

During this process, it is possible to believe that it is necessary to educate people, not
just inform them. Health education leads to health literacy, which can enable individuals,
families and communities to act effectively (Institute of Medicine, 2013). Health literacy can
be conceptualized as the capacity to find, understand, evaluate and select information from
different sources and, then, practice them in a specific context (Baker, 2006; Nutbeam, 2009;
Straub, 2014). That is, one type of connector between literacy abilities (reading, writing, basic
math, speaking and speaking comprehension), the individual capacities and the information
related to health (Institute of Medicine Committee on Health, 2004).

Some studies relate low level of health literacy with low use of prevention services
and high use of emergency services, with higher risk of hospitalization, higher costs of health
system (Collins, Currie, Bakken, Vawdrey, & Stone, 2012; Corrarino, 2013) and with low
knowledge about disease (Sorensen et al., 2012).

According to Perry (1999), people with high level of education are more likely to
developed better health literacy and become better information consumers, doing their own
researches and becoming more instructed and more capable when it comes to their own health.
Thus, it is possible to presume that the individual education level can be an important facilitator
to understand the receiving information and the increase of health literacy.

Patients with low health literacy present higher risk of having hard time to get through
the health system, are less likely to search for preventive care and adhere to treatment regimens

and self-care prescribed, besides of have higher risk of mistakes related to their own medication
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and treatment (Paasche-Orlow, 2011). Besides, another key factor to determine the health
information efficacy is the individual perception about having some behavioral control, in other
words, the belief of having the capacity to follow received recommendations (Straub, 2014).

People perception, related to the control that they could have about their general
behavior and about their state of health, particularly, is considered an influent belief of their
attitudes, which allow them to search for information, make choices, decisions and implement
health behaviors (Maes & Karoly, 2005; Rotter, 1990; Shiloh, 2006). Studies already pointed
that individuals beliefs can interfere in their care behavior, cancer screening and prevention, as
well as in their need of receive health education (Kwok & Sullivan, 2006; Lee & Vang, 2010;
Wong, Wong, Low, Khoo, & Shuib, 2008).

Locus of control (LOC) is a psychological construction that can be used to predict,
clarify and explain health behaviors and care (Grisolia, Longo, Hutchinson & Kee, 2015;
Mautner et al., 2015; Rizza et al., 2015). Locus of control, concept originally developed by
Rotter (1954), is composed by two factors: internal and external control. Internal control
represents the individual’s perception that the results are determined by their own actions and
ability. In this case, those with high internal locus of control believe that their health status is
controlled for themselves, that is, they believe that getting ill or staying healthy as a result of
their own behavior. The external control, on the other hand, is the perception that the results
are controlled by rules and external factors (such as, chance, bad luck among others). In the
external orientation, the individual believe that the factors that determine their health are those
over which they have little control, believing that their health is controlled by powerful others
or chance (Rotter, 1966; Wallston & Wallston, 1981).

In Rotter’s theory, the external control is divided into two subcategories: chance,
which represents “luck”/”’bad luck”, “destiny”, or some random occurrence that controls the

events; and “powerful others”, that represents “other people” in some power position, like a
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superior, a doctor, or other divinity, who is perceived by the patient as controllers of his or her
life (Rotter, 1966; Wallston & Wallston, 1981).

After this explanation, it is possible to inquire that the individual’s information level
and knowledge about his or her disease, his or her education level and locus of control
orientation are factors that can be interrelated and also interfere in health outcomes, like
preventive behaviors and treatment adherence. Into this direction, the objectives of this study
were: 1) verify if there is correlation between LOC orientation, education level and knowledge
about disease; 2) verify if education level is predictive of knowledge about disease, and 3)
verify if LOC orientation is predictive of education level and knowledge about disease in

cancer outpatients.

Materials and Methods

Participants

A sample calculation was performed to define participant’s number. For this, the
Institute of cancer (Inca) estimates for the biennium 2016-2017 — including gross incidence
rates of cancer and the number of new cases (approximately 9,044) — to the city of Porto Alegre
(Inca, 2016) were accessed.

At the end, it was obtained the total number of 220 patients, adopting a 5% sample
error estimation and a 95% confidence level. The participants selected for convenience were
contacted and invited to participate of the study while waiting for doctor's appointment, in a
waiting room of the hospital where they were treated. The final sample was composed by 220
patients, 82 (37.3%) males and 138 (62.7%) females. All of them were in outpatient treatment

for cancer disease.
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Instruments

a) Questionnaire on sociodemographic and clinical data: was used to collect data
related to sample sociodemographic characterization and related to oncological disease.

b) Multidimensional Health Locus of Control (MHLC) Scale (Wallston & Wallston,
1981; Wallston, Wallston & Devellis, 1978): translated and validated in Brazil by Della Coleta
(1990; 1995; 1996), it is composed by three locus of control dimensions: internal, powerful
others (external, attribution to others and Chance/Luck. The scores provide, respectively, the
degree of self-belief, of powerful others and chance, as sources of health control. The original
scale found an average of Cronbach's Alpha coefficients of 0.66 for internal, 0.58 for external
powerful others and 0.59 for external chance. On the other hand, the Brazilian study that
translated and validated the scale found 0.63 for internal, 0.64 to external powerful others and
for external chance. A recent validation, developed by Thakral, Bhatia, Gettig, Nimgaonkar and
Deshpande (2014) found the following coefficients: 0.61 for internal, 0.58 to external powerful
others and 0.69 for external chance. In this study was found a Cronbach's Alpha coefficient of
alpha of 0.72.

¢) Patient’s Knowledge about Disease Questionnaire, adapted from: due to the lack of
instruments that evaluate the patient's knowledge about cancer, translated and validated in
Brazil, a questionnaire was developed for this research, adapted from the instruments:
questionnaire of knowledge about Diabetes (QCD; Sousa, 2003) and questionnaire to evaluate

knowledge of buccal cancer (Rodrigues, 2011).

Procedures

Data Collection
The research project that corresponds to this study was submitted and approved by a

Research Ethics Committee, recognized by the National Health Council (CNS) under the



58

number 63367316.0.0000.5336. The individual’s participation was voluntary, and all of them
that accepted to participate signed the Free and Informed Consent (TCLE).

When necessary, the participants were referred to free community psychological
services. The instruments application — performed individually, in a single meting, with an
average duration of forty-five minutes — was conducted by a psychologist and two

undergraduate Psychology students, after specific prior training.

Data Analysis

For qualitative variables, the data description was performed by absolute (n) and
relative (%) frequencies, and for quantitative variables, the data were described by average and
standard deviation. To verify the relation between locus of control orientation, knowledge
about disease and education level, Spearman correlations were used, according the results of
Kolmogorov-Smirnov test, which identified abnormal data distribution. After that, a Multiple
Linear regression was conducted to verify the predictive value of the variables that presented

statistical significative correlation. For all analyzes was used SPSS software, version 17.

Results

The sample was mostly composed by women (62.7%), with age mean of 54.66 years
(SD=13.30) and education mean of 8.32 years (SD=3.76). In relation to the other
sociodemographic data, the prevalence were: 84.1% of patients were white, 56.4% married,
66.8% weren’t working at the moment of data collection, and 78.6% followed some type of
religion. The instruments results pointed a prevalence of powerful others locus of control
orientation (60.9%) and moderated level knowledge about disease (41.4%). It is also important

to mention that none of the patients reached the score that correspond to total knowledge about
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disease (instrument’s maximum score). The other sociodemographic and clinical
characteristics of the sample and other results are presented in Table 1.

From the statistical analyzes was found direct and weak correlation between education
level and knowledge about disease level (r=0.28, p=0.0001), and indirect and weak correlation
between chance locus of control and knowledge about disease (r=-0.17, p=0.011). Then, both
variables were included in a linear regression model to verify the predictive power.

It was verified that the education level is a significant predictor of knowledge about
disease level, indicating that the lower the level of education, the lower the level of knowledge
about disease. The tested model explained 6.6% of variance [(F=1.218) = 15.42, p=0.0001,
R=0.25, R2=0.066].

An indirect and intermediate correlation also was found between education level and
powerful others locus of control (r=-0.34, p=0.0001), and other indirect and weak correlation
between education level and chance locus of control (r=-0.28, p=0.0001), pointing that the
level of education is inversely proportional to the external locus of control orientation
(powerful others and chance). In the same way, it was conducted a linear regression to analyze
the predictive power of these variables. The result pointed that both external locus of control
orientations are predictors of education level, explaining 13.3% of variance [(F=2.217) = 16.61,

p=0.0001, R=0.36, R?=0.133].

Discussion

The main results indicate that the sample of this study presents prevalence of

intermediate education level (average of 8.32 years), of powerful others locus of control

orientation and intermediate level of knowledge about disease. Besides that, it was founded
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that education level is predictor of knowledge about disease, and powerful others and chance
locus of control are predictors of education level.

It is possible to realize that 72% of the evaluated participants presented minimum to
intermediate levels of knowledge about disease. Besides, only 15.5% of them presented full
knowledge. This results point that, in most ways, the patients did not have sufficiently
information about their disease, and this result could be predicted by the education level of the
sample.

Evidences shows that people with lower levels of education present lower tendency
to search information (Husson, Denollet, Oerlemans, & Mols, 2013; Rutten, Squiers, & Hesse,
2006) and adults with limited health literacy are less prone to make questions to clinicians
(Katz, Jacobson, Veledar, & Kripalani, 2007) and show difficulties to understand the access
information (Dolan et al., 2004).

Researches with patients who presented different types of cancer found correlation
between education level and knowledge (Blanchette et al., 2014; Charkazi et al., 2013;
Helgeson & Zajdel, 2017), and correlation between education level and comprehension of
health services information (Halwas, Griebel, & Huebner, 2017).

Other studies developed with breast cancer patients founded that, besides other
variables, the education level can be a predictor of knowledge about disease and knowledge
about chemotherapy treatment (Jiang, Sereika, Bender, Brufsky, & Rosenzweig, 2016). In the
study of Hwang (2016), 33.7% of variance in the preventive behaviors against cancer was
explained by health literacy and by knowledge about cancer.

The lower level of education and the lower health education also are associated with
bad health outcomes (Hwang, Moser, & Dracup, 2014; Moser & Watkins, 2008; Nutbeam,
2008). The relation between education level, health literacy and health outcomes is frequently

reported by literature (van der Heide et al., 2013). One of the explanation hypothesis for this
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result can be related to the model developed by Berkman et al. (2011) to better understand the
relation between education and health. These model indicates that the health literacy affects
the level of knowledge, the skills, the attitudes and the self-efficacy, that influence health
behaviors, which interfere in health outcome and in the use of health services.

In the present study was also found the prevalence of external LOC orientation,
indicating that the sample assigns the control of their health status to third parties, such as
physicians and family members. It is known that the differences in the perceptions of health
LOC tend to influence the patient’s behavior (Berglund, Lytsy, & Westerling, 2014; Grotz et
al., 2011; Theofilou & Saborit, 2013), and the patient assumed orientation can influence the
adaptation and disease coping.

Concerning this subject, it is possible to realize a controversy about which orientation
is more beneficial to individuals. Some studies suggest that patients with higher external locus
of control are more capable do adapt to their illness, physically and mentally (Broers, Kaptein,
Le Cessie, Fibbe, & Hengeveld, 2000; Janowski et al., 2013; Kurita & Pimenta, 2003, 2004).
Other research shows that patients with greater internal LOC experience less psychological
distress, better coping and adaptation to the disease (Gwandure & Mayekiso, 2010; Helmer,
Kramer, & Mikolajcz, 2012; Sargent-Cox & Anstey, 2015).

To this sample, it is believed that the adoption of an external health LOC, over time,
may have been helpful for the adjustment to the environment, reducing the distress related to
the disease loss of control, specially because the oncology disease is considered severe, forcing
therapeutic requirements and/or level of stress above patients capacity (Affleck, Tennen,
Pfeiffer & Fifield, 1987; Vuger-Kovacic, Gregurek, Kovacic, Vuger, & Kalenic, 2007). Other
hypothesis to this prevalence it is related to the sample’s level of education.

The prediction’s result of external LOC orientation by the education level can be

justified by the fact that the individuals with this orientation tend to believe that the events of
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their life depend on others or on chance and, then, they may not follow their studies, inside or
outside regular school, or search resources to obtain knowledge. In this research context, the
patients may believe that the health professionals and/or chance or destiny are responsible for
their illness and treatment and, therefore, tend to do not search information about it and/or do
not search for health literacy.

As an example, it is possible to mention some questions about the instrument that
evaluated the LOC. In the question “Having regular contact with my physician is the best way
for me to avoid illness”, 63.6% of the patients answered that totally agreed and 26% that
partially agreed. To the sentence “Health professionals control my health”, 37.3% answered
that totally agreed and 31.4% that partially agreed. And in the question “Regarding my health,
I can only do what my doctor tells me to do”, 63.6% signaled that totally agreed and 30.5%
signaled that partially agreed. Researchers indicate that because of the lack of information and
comprehension about cancer and treatment effects, the oncology patients may easily trust in
their physicians to take decisions for them (Arora & McHorney, 2000; Seror et al., 2013;
Sheppard et al., 2010).

Another information that corroborates the results of this study is that the internal LOC
—orientation not prevalent in the studied population and neither correlated to the other variables
— is associated to high motivation to learn (Colquitt, LePine, & Noe, 2000; Johnson, Brock, &
Hueston, 2003), to higher holding and to deeper processing of information (Boone et al., 2002;
Dollinger, 2000). Many studies indicate that internal locus of control could be considered a
health behavior predictor (Adebimpe & Oladimeji, 2014; Greene & Murdock, 2013;
Panagiotou et al., 2014). Besides, Baron-Epel, Levin-Zamir, Cohen e Elhayany (2017) believe
that high levels of internal LOC could be alternative resources to overcome low levels of health
literacy, and to find means of supply the lack of abilities or the incapacity of understand and

get through the health system.



63

In that way, it is possible to understand that the patient education level it is related to
the search of information and to locus of control, essential variables that can influence health
outcomes. Thus, the clinicians and the general health system should work to raise the clarity
and the relevance over the information presentation to, afterwards, improve the patient
comprehension (Lennes, Temel, Hoedt, Meilleur e Lamont, 2013; Matthews, Sellergren,
Manfredi, & Williams, 2002; Royak-Schaler et al., 2008). In this process, professionals must
be more competent in integrating and implementing appropriate communication skills,
providing patient education and support (Nehls et al., 2013).

Chronical disease prevention programs search for, mostly, help patients to make more
conscious choices about their life style, to modify risk factors and to activate their self-
management, which would include a rising internal locus of control. This process depends
strongly on better information and communication practices (Wagner, et al., 2001), in order to
promote health literacy and to help patients and their relatives to make clinical decisions
(Coulter & Ellins, 2007).

As limitations of the study, is possible to mention that the questionnaire used to
evaluate the knowledge about disease was elaborated specially for this research, and, therefore,
there are no evidence of its relevance to the variety of patients and it was also not validated yet.
Besides that, the patient’s cancer staging was not assessed, and this variable could interfere in
the results; also, this study was developed in only one health center and, for this reason, the

results may not be appropriate for generalization purposes.



Table 1 — Sociodemographic and clinical data of the sample, locus of control

and knowledge about disease (N=220)

Variables N %
Gender Female 138  62.7
Male 82 37.3
Age (years) Average 54.6
SD 13.3
Minimum 18
Maximum 89
Education (years) Average 8.3
SD 3.7
09 years of education or more 93 42.3
05 to 08 years of education 88 40.0
0 (zero) to 04 years of education 39 17.7
Marital status Married 124 56.4
Single 49 22.3
Widowed 26 11.8
Divorced 21 09.5
Diagnostic time Average 36.21
(months) SD 39.8
12 to 36 months 90 41.5
5 to 9 months 38 17.5
Treatment Chemotherapy 158 718
Radiotherapy 91 41.4
Surgery 158 71.8
Type of cancer Mastology 61 21.7
Urology 37 16.8
Lung 37 16.8
Low Digestive 23 10.5
High Digestive 15 6.8
Hematology 13 59
Gynecology 10 45
Skin 09 4.1
Head and neck 07 3.2
Neurology (CNS) 04 1.8
Orthopedic/Traumatology 04 1.8
Locus of control Powerful others external 134  60.9
orientation
Internal orientation 65 29.5
Combined (more than one type of
orientation) 15 6.8
Chance external orientation 06 2.7
Knowledge about Intermediate 91 41.4
disease Minimum 67 30.5
Full 34 15.5
Risk 28 12.7

Source: Research data (2017).
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6.3 Artigo 3: Sintomas de depresséo e ansiedade em pacientes com cancer: variaveis
preditoras

Submetido a Revista Psicooncologia no dia 04 de junho de 2018,

aceito no dia 04 de setembro de 2018.

Symptoms of depression and anxiety in cancer outpatients: predictive variables

Abstract

Objectives: The objectives of the present study are to investigate the association among
symptoms of depression and anxiety, sociodemographic variables and personality factors and
also verify the predictive power of these variables in cancer outpatients. Method: The sample
was composed by 220 individuals, 138 (62.7%) women and 82 (37.3%) men. The instruments
used were: Questionnaire on sociodemographic and clinical data; NEO-FFI Personality
Inventory Revised (NEO-FFI-R) and Hospital Anxiety and Depression Scale (HADS). The t
test and the Spearman correlation were used to verify the relation between sociodemographic
and clinic variables and symptoms of anxiety and depression. A Multiple Linear Regression
analysis was made to verify the predictive power of sociodemographic and clinic variables and
personality factors. Results: The personality factor neuroticism was predictor of anxiety
symptoms. The variable previous psychiatric history and the personality factors neuroticism
and extraversion were predictors of depressive symptoms. Conclusion: Depression and anxiety
symptoms are associated with some sociodemographic variables and personality factors, and
these variables can be deemed risk factors for the development of these symptoms. It is
important that health professionals who follow-up this population design strategies to collect

this information, in order to help patients manage treatment the best way possible.

Keywords: cancer; personality factors; anxiety; depression.
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1. Introduction

Individuals diagnosed with cancer and undergoing any kind of cancer treatment can
suffer from distress, that causes a psychological effect in their life and in their relative’s life,
making easier the emergence of depressive and anxiety symptoms?. These patients,
comparing with general population, present 3 to 5 times higher risk of developing depressive
symptoms and disorders®, and depressive cancer patients have higher mortality rates than
those non-depressive®,

According to some studies, 10% to 37% of cancer patients present depressive
symptomatology®®. These symptoms can cause low motivation and complications during
adherence treatment process. Beyond that, they can negatively affect quality of life and disease
process, getting both prognostic and recovering worse and increasing death risk©9),

Anxiety symptoms are, likewise, found in most cancer patients and can be caused by
many reasons, like extensive treatments, recurrent hospitalizations, appointment waiting time,
among others®V). Anxiety prevalence in cancer patients can vary between 10% to 34%®812),

In that way, it is possible to realize that symptoms of anxiety and depression are
expected in this population, as a reaction to current condition or as an expression of cancer
coping difficulties. On the other hand, it is understood that, beyond expected emotional
reactions, there are some kinds of behaviors, as a response to different scenarios, that vary from
one patient to another. These emotional and behavioral reactions can appear from individual
personality factors that are important determinants of health behaviors®®. According to
American Psychological Association (APA)*4), personality can be understood like a dynamic
and complex integration of characteristics, shaped by wishes, values, self-concept, abilities and

emotional patterns.
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The concept of personality has many definitions. Besides this, there are also different
theoretical models trying to explain it. One of these models is the Big Five*®. The Big Five
theory advanced gradually, and it is currently considered one of the most up-to-date in the
health sciences. Moreover, the validity of this theory in Brazilian samples has already been
proven6:17),

Studies indicate that life experiences and personality factors are related to remaining
of anxiety and depression symptoms. Life experiences classified as negative are linked to
depression permanence and relapse®® and to onset of anxiety disorders*?. Other previous
researchers also found relation between personality factors and symptoms of depression®® and
anxiety®-29),

At the end of this brief revision, it is possible to understand that different aspects can
influence individual beliefs, reactions and behavior, also interfering in disease evolution and
treatment, and, finally, in the outcomes measures. Acknowledging the association between
these factors can improve the developing of psychological strategies able to modify behaviors
associated with prognostic improvement and better health outcomes®:24),

In this context, the objectives of the present study are: a) to evaluate the presence of
depressive and anxiety symptoms in cancer outpatients; b) to investigate the association among
symptoms of depression and anxiety and sociodemographic variables (sex, age, time since
diagnosis, education level, previous psychiatric history, family psychiatric history and family
cancer history) and also verify the predictive power of these variables; and c) to investigate the
relation among symptoms of depression and anxiety and personality factors, and verify if these

factors are predictors of symptomatologies in this population.
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2. Method

2.1. Design

It is a quantitative, transversal and exploratory study.

2.2. Participants

The final sample was composed by 220 outpatients undergoing treatment to different
oncology specialties. Based on Brazilian National Cancer Institute (Inca)® estimates to 2016-
2017 biennium to Porto Alegre city — including rates of cancer incidence and new cases
(approximately 9,044), a sample size was calculated to define participants number, using a 5%
of sample error estimation and confidence level of 95%.

The participants were selected by convenience, contacted and invited to participate on
the study, in waiting room of the hospital where they were being treated, while waiting to
medical appointment. In total, 347 patients were invited to participate in the survey, among
them, 68 refused, 41 didn’t have cancer diagnostic and/or were at the hospital for first

appointment, and 18 reported not having clinical conditions to collaborate with the study.

2.3. Instruments

The following instruments were applied, complying the order below:

a) Questionnaire on sociodemographic and clinical data: instrument utilized to collect
sociodemographic and cancer data of the sample;

b) NEO-FFI Personality Inventory Revised (NEO-FFI-R)@%27: it is an inventory
composed by affirmative questions, to which the individual answers using one of the likert
scale five alternatives described. The five domains Neuroticism, Extraversion, Openness to

experience, Agreeableness and Conscientiousness, are represented by six facets, totalizing a
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group of 30. The NEO-FFI-R version usually used in Brazil is the S form — answered by the
own individual — constituted by 60 affirmatives. This instrument is suitable for people over 18
years of age and the Brazilian version was developed by Flores-Mendonza®®. The authors of
this inventory found a Cronbach's Alpha value that varied between 0.75 and 0.82%%. Aluja,
Garcia, Rossier & Garcia® found internal consistency value for this instrument that varied
between 0.70 and 0.87.

¢) Hospital Anxiety and Depression Scale (HADS)®Y: is a 14 itens self-evaluation
scale to measure symptoms of anxiety (HADS-A) and depression (HADS-D), in two subscales,
that score from 0 to 21. The total score can vary between 0 and 42. It was used the Portuguese
translated version adapted to Brazil by Botega, Bio, Zomignani, Garcia Junior and Pereira®?.
The cut-off points adopted for both subscales followed the recommendations available on the
original scale®?: scores above seven (cut-off point eight) indicate the presence of anxiety and
depression symptoms (doubtful cases) and scores above 11 (eleven) indicate clinical
populations (definite cases).

Researches chose the cut-off point eight for cancer patients studies and found relevant
results®-533349) A meta-analysis examined HADS adequacy as a screening tool for psychiatric
disorders in cancer patients, established by a structured clinical interview. The HADS-D
(depression) presented values of 0.76 for sensitivity and 0.66 for specificity, and the HADS-A
(anxiety) 0.66 and 0.71 respectively®. In the study of Hartung et al.3, involving cancer patients,
the HADS-D presented internal consistency (Cronbach’s Alpha) of 0.85. Schellekens et al.(®)
found good internal consistency values in lung cancer patients: HADS-A 0.88 and HADS-D

0.86.
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2.4. Procedures
Data Collect

The research project corresponding to this study was submitted and approved by a
Ethical Research Committee, recognized by the National Health Council (CNS) under the
number 63367316.0.0000.5336. After that, the hospital oncology department was contacted
and patients were invited to participate in the study. Those participants who accepted, signed
the Free and Informed Consent (TCLE) and answered, individually, the evaluation instruments
suggested, in a single meeting, with an average duration of forty-five minutes.

The individual’s participation was voluntary and confidentiality was assured
regarding the identity of the participants. When it was necessary, the patients were referred to
free Psychology services, offered by the community. The evaluation was performed by a

psychologist and two trained Psychology undergraduate students.

3. Data Analysis

The data description was made by absolute (n) and relative (%) frequencies for
qualitative variables, and by average and standard deviation for quantitative variables. The
student t-test was used to compare means of HADS considering the variables sex, previous
psychiatric history, family psychiatric history and family history of cancer.

The Spearman correlations — according to data non-normal distribution, pointed by
Kolmogorov-Smirnov test — was used to verify the relation between five personality factors
(big five) and symptoms of anxiety and depression, and the relation between sociodemographic
variables (age, time since diagnosis, education level) and symptomatologies.

After that, a Multiple Linear Regression analysis (enter method) was made to verify

the predictive power of the variables and the personality factors that presented significant statist
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relation with the symptomatologies. The version 17 of SPSS software was used for all analyzes,

considering a 5% level of significance.

4. Results

The sample was composed by 220 individuals, 138 (62.7%) women and 82 (37.3%)
men. The age mean was 54.66 (SD=13.30) years and the education level mean was 8.32
(SD=3.76) years of study. Besides that, 56.4% were married, 66.8% were not working at the
moment of the study and 78.6% claimed they are religious. More information about

sociodemographic and clinical data can be found in Table 1.

[INSERTAR TABLE 1]

The HADS results indicated that 47 patients (21.4%) scored above the established cut-
off point for depression and 77 (35%) above the cut-off point 7, considered for subclinical
cases, and only 23 (10.5%) above cut-off point 10, considered for clinical cases. Concerning
anxiety, 77 (35%) participants scored above cut-off point 07 (subclinical population) and 37
(16.8%) above cut-off point 10 (clinical population). The mean score for HADS-A was 6.50
(SD=4.29) and HADS-D was 4.63 (SD=3.92). It is important to highlight that 48 (21.8%)
participants were allegedly undergoing psychiatric treatment, and 41 of these (18.6%) declared
to take antidepressant.

The scoring means of each personality factor were: neuroticism 23.06 (SD=7.21);
extraversion 29.77 (SD=6.97); openness to experience 29.55 (SD=6.60); agreeableness 34.19
(SD=5.88) and conscientiousness 37.35 (SD=5.49). The correlation results between symptoms
of anxiety and depression, some sociodemographic variables and personality factors are

presented in Table 2.
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[INSERTAR TABLE 2]

The symptoms of depression presented a difference between gender [t(205)=-2.81,
p=0.005], indicating that women had higher mean values (M=5.16, SD=4.21) than men
(M=3.74, DP=3.20). Depressive symptoms were also significantly different between the
participants with and without previous psychiatric history [t(55)=-3.16, p=0.003]: participants
with this history had a higher mean (M=6.63, SD=5,13) than those who did not report this
information (M=4,10, SD=3.35).

Symptoms of anxiety diverged only between patients with and without previous
psychiatric history [t(61)=-3.48, p=0.001]. The mean score of the patients with this history was
higher (M=8.65, SD=4.91) than the average of patients without the history (M=5.93, SD=3.93).
The variables family psychiatric history and family cancer history did not indicate difference
between means regarding both symptomatologies.

The Multiple Linear Regression results are:

— Anxiety: the presented model explained 37.2% of the variance, and the personality factor
neuroticism was the only predictor of this symptomatology. The other variables
(conscientiousness, agreeableness and previous psychiatric history) didn’t show predictive
value, despite previous significant statistical association with symptoms of anxiety

— Depression: the model presented explained 30.4% of the variance. The presence of previous
psychiatric history and the personality factors neuroticism and extraversion were shown as
predictors of these symptoms. The other variables (agreeableness, conscientiousness, openness
to experience and gender) did not present predictive value, even indicating statistically
significant relation with symptoms of depression.

Table 3 presents the linear regression analysis detailed results, considering p<.05.

[INSERTAR TABLE 3]
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5. Discussion

The main goal of this study was to evaluate the presence of symptoms of depression
and anxiety in cancer outpatients. The results indicate that a significant part of the sample
shows both symptomatologies. Studies suggest that it is common to find these symptoms in
cancer patients, because of the diagnostic impact and treatment consequences. Therefore, these
findings agree with previous research@® 5712,

It is possible to perceive that the proportion of patients with symptoms of anxiety is
bigger than that with depressive symptoms. Anxiety can be considered a patient adaptive
answer to treatment adherence process or cancer screening.®”. In this way, it can be, somehow,
expected, considering the person current situation. However, in some patients, anxiety can
persist in a high and uncomfortable level?39),

The diagnostic time and HADS-A can help to explain this result. The majority of the
sample has a maximum of three years of disease diagnostic, which can result in higher degree
of uncertainty about treatment and future®?. On the other hand, even those with more time since
diagnosis or those called survivors —who attended the outpatient clinic only for routine annual
check-up, may still experience anxiety. They may feel anxiety focuses on the fear of recurrence,
which is common in survivors, possibly lasting for many years post-treatment®®. Other
potential sources of concern for these population, that may cause feelings of anxiety, are:
worries about recovery from treatment in long term and worry about the impact of cancer on
family, emotional and/or financial .

Beyond that, when answering the HADS scale, patients were asked to take last week
into consideration — before data collect. Thus, it is believed that the week before medical
appointment can increase patient’s anxiety, because he or she will possibly get updates about

treatment, exams results or prognostic information.
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The second objective of this research was to investigate the association between
symptoms of depression and anxiety and sociodemographic variables and to verify if these
variables have predictive value. The results pointed that previous psychiatric history is a
predictor of depressive symptoms. The presence of previous psychiatric disorders can increase
risk of comorbidity, like other mental disorder, for example, or even exacerbate the emotional
symptoms. The symptoms relapse also can occur, especially if they were not properly treated.
(41,42,43)

The third and last goal of this study was to investigate the relation between symptoms
of depression and anxiety and personality factors, and to verify the predictive value of these
factors. According to the results neuroticism and extraversion are predictors of depressive
symptoms and only neuroticism is a predictor of symptoms of anxiety. The result about the
predictive value of neuroticism fits with other studies results®-32444%), In a general manner,
neuroticism is connected with negative life feelings, pessimist relationships and self depreciate
thoughts, which make easier the emergence of feelings of sadness and ill-being®®).,

People with higher levels of neuroticism, frequently evaluate small uncomfortable
stimulus as having a higher potential of negative impact, and these threat perceptions can
develop affective and cognitive depressive symptoms®*”). Many times, these individuals present
more demanding and unrealistic expectations about themselves, which can increase anxiety
levels, impairing the coping of stress situations“®4%. One of the explanatory hypotheses is that
patients symptoms of anxiety, in this study, may have been triggered by this process, which
implies both neuroticism influence and coping of adverse situations, like cancer disease, for
example.

Another predictor factor of depression symptoms is extraversion that, in this research,
decrease the risk of symptoms. These results corroborate other studies found in the literature®®

53), A recent study, developed with brain tumor patients, also found a high correlation between
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depressive symptoms and low levels of extraversion®¥. The extroversion personality factor is,
in fact, linked to expansion behaviors, social stimulation, more optimistic relationships, and to
a more assertive attitude towards people®?5®, These characteristics have already pointed an
inverse and significant association with a lower ability to tolerate frustrations, emotional
instability, depressed mood, guilt, fatigue and loss of interest®®, features and symptoms found
in individuals with high levels of neuroticism.

It is possible to conclude that the prevalence of anxiety and depression symptoms in
cancer outpatients is high, and these symptomatologies are associated with some
sociodemographic variables and personality factors, like neuroticism and extraversion.
Therefore, these variables can be deemed risk factors for the development of these symptoms.
The association between some personality factors with anxiety and depression, as reported in
this article, seems to be already established in the literature. However, most of the mentioned
studies were developed with non-clinical populations, unlike the present study. For that matter,
it is believed that this association should also be considered mostly in cases of individuals with
cancer diagnostic, in face of the damage caused by symptoms of anxiety and depression to the
treatment and rehabilitation of cancer patients.

It is important that health professionals who treat and follow-up this population design
strategies to collect this information, in order to help patients manage to treatment the best way
possible. Finally, some limitations of the study need to be mentioned. The sample evaluated is
originated from only one health service establishments, which can difficult the results
generalization. Besides that, the patient’s cancer staging and the outcome of relative’s disease
of those participants with family cancer history were not assessed, and these variables could
help grounding the prevalence of symptoms of anxiety and depression in this sample. Future

research should be developed with different samples, coming from different health care
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settings, and including the evaluation of these clinical aspects of disease, which can also

influence the symptoms presence and/or magnitude.
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Table 1 — Sociodemographic and clinical data of the sample (N=220)

Variables N %
Sex Women 138 62.7
Men 82 37.3
Age (years) Mean (SD) 54.66 (13.30)
Education (years) Mean (SD) 8.32 (3.76)
Marital status Married 124 56.4
Single 49 22.3
Widowed 26 11.8
Divorced 21 9.5
Occupational Inactive 147 66.8
situation Active 53 24.1
Religion Yes 173 78.6

No 47 21.4




Family cancer history  Yes 152 70.0
No 68 30.0
Previous psychiatric ~ Yes 46 21.0
history No 174 79.0
Psychiatric Yes 48 21.8
medication No 172 78.2
Medication category ~ Antidepressant 41 18.6
Anxiolytic 05 2.2
Mood stabilizer 02 0.9
Family psychiatric Yes 55 25.0
history No 165 75.0
Time since diagnosis  Average (SD) 36.21 (39.8)
(months) 0to12 78 35.9
1310 36 76 35.0
37 to 60 30 13.8
> 60 33 15.0
Treatment Chemotherapy 158 71.8
Surgery 158 71.8
Radiotherapy 91 71.4
Type of cancer Mastology 61 21.7
Urology 37 16.8
Lung 37 16.8
Low Digestive 23 10.5
High Digestive 15 6.8
Hematology 13 59
Gynecology 10 45
Skin 09 4.1
Head and neck 07 3.2
Neurology (CNS) 04 1.8
Orthopedic/Traumatology 04 1.8

Source: Research data (2017).
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Table 2 — Spearman correlation analysis

Variable Depression Anxiety
Personality factors
Neuroticism r=.43** r = .59**
Extraversion r=-33** r=-.06
Agreeableness =-.15* r=-19**
Openness to experience r=-18** r=.03
Conscientiousness r=-.24** r=-19**
Sociodemographic variables

Age r=.02 =-12
Education level =-.03 r=.08
Diagnostic time r=-.09 r=-11

Note: r= correlation coefficient; * p<.05; ** p<.01.

Table 3 — Multiple Linear Regression analysis
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Variables B SE B t IC 95% R R4 F P
Depression

Previous 1350 575 140 2.346 216 — 2.484

psychiatric history

Neuroticism 181  .034 333 5.254 113 -.248

Extraversion -123 .037 -218 -3.328 -.195 - -.050

Constant 6.371 2.448 2.602 1545-11.197 571 .304 14.688 <.001
Anxiety

Neuroticism 332 .035 558 9.351 .262 — .402

Constant 1507 2.387 .631 -3.198 -6.212 .620 .372 33.491 <.001
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6.4 Artigo 4: Fatores preditores de adesdo ao tratamento em pacientes com cancer
Submetido a Revista Psycho-Oncology no dia 08 de agosto de 2018,

aceito no dia 17 de setembro de 2018.

Predictive factors of treatment adherence in cancer outpatients

Abstract

Objective: Identify which variables are predictors of treatment adherence in cancer patients.
Method: 220 cancer outpatients were evaluated by the following instruments: Questionnaire
on sociodemographic and clinical data, NEO-FFI Personality Inventory Revised (NEO-FFI-
R), Multidimensional Health Locus of Control (MHLC) Scale, Hospital Anxiety and
Depression Scale (HADS), Patient’s knowledge about cancer disease questionnaire and
Adherence Determinants Questionnaire (ADQ). A Logistic regression analysis was applied to
verify the predictive power of the variables and a network analyses were conducted through
the ggraph package. Results: the sample was composed by 138 (62.7%) women and 82
(37.3%) men. The mean age of participants was 54.66 (SD=13.30) and the education level
mean was 8.32 (DP=3.76) years of study. Powerful others locus of control and the personality
factors conscientiousness and agreeableness presented as predictors of high treatment
adherence. The variable family cancer history, on the other hand, was a predictor of lower
adherence levels. Conclusions: the powerful others LOC may be connected with more trust
and dependence in the health team, leading to better adherence. Specific characteristics of
personality factors can help individuals to co-operate with their caregivers and to follow
medical orders. The evaluated factors are interrelated and should be taken into account by
health professionals when developing interventions to modify health related behaviors and

treatment adherence.

Keywords: cancer, treatment adherence, locus of control, conscientiousness, agreeableness.
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Introduction

Adherence of treatment can be defined as a rigorous following of health professional’s
recommendations, which include orientations about medicines, life style changing and
preventive measures. The adherence is an attitude and a behavior: like attitude implies a willing
to follow the prescription recommendations; as a behavior, it is associated with the attainment
of specific orientations.*

The concept is not related only to taking or not medication by patients. Besides that,
it is related to: how patient administer his/her own treatment, behavior factors, perceptions and
ways of coping adversity, and elements related to health system which takes care of the
individual. Thus, both aspects related to patient or disease/treatment can influence the treatment
adherence.?

In this way, it is possible to understand that is difficult to define which are the factors
that have major significance and how they interact when influence the adherence behavior.®
Despite this, the issue of treatment adherence is essential, because it is a primary determinant
of treatment success.*

WHO has found that only 50% of patients with chronic diseases adhere to treatment
recommendations and there are consequences related to health and economic implications.®
Therefore, studies indicates some factors which could influence this process, such as: low
education level, cultural elements, social support, depressive symptoms, health beliefs and
patient’s personality.®

The level of control which an individual believes to have under his/her disease,
throughout the treatment, can influence his/her degree of adherence. In this process, patient
tries to manage the emergent hardships and to acquire some control under the experiences and

adverse symptoms triggered by disease.’
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Individuals perception about the control that they could have under their general
behavior and under their life events it is a construct definition named by locus of control (LOC),
which consists two different orientations: internal and external.® Health LOC refers to
individual’s general expectation about his/her health be controlled by his/her own actions or
by external sources/forces.® This construct have been applied to understand, predict and explain
behaviors, health care and treatment adherence.'® How individual perceive his/her sense of
control it is related to his/her beliefs about the influence and responsibility under life
circumstances.!!

Apart from LOC, personality factors are also important determinants of treatment
adherence and health behaviors. Surveys point that some specific personality factors can be
individual predictors of health behaviors and life style, leading to an impact on the development
or the increase of disease.!?

After this brief revision, it is possible to infer that the interaction between personal
and contextual factors influence health behaviors. Besides that, a lot of elements can intervene
in treatment adherence process. However, are still find, in higher number, published research
regarding treatment adherence in patients with other serious disease or in the general
population, rather than survey with cancer patients. It is noticed that the major existent
literature are still focused on registering treatment adherence rates, rather than the investigation
about associated variables to this process.™® Furthermore, few studies concerning factors that
interfere adherence have been carried out in emergent countries and, for that reason, more
research are needed to full fill this lack.?

Therefore, the objectives of this study are: 1) to evaluate the prevalence of treatment
adherence in cancer outpatients; 2) to evaluate if: family cancer history, previous psychiatric

history, education level, knowledge about disease, symptoms of anxiety and depression, locus
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of control and personality factors are associated to treatment adherence; and 3) to verify which

of this variables are predictors of treatment adherence.

Method
Participants

The sample consisted of 220 cancer treatment outpatients, selected by convenience.
The sample size was calculated to establish how many participants were needed, using a 5%
of sample error estimation and confidence level of 95%. The calculation was based on Brazilian
National Cancer Institute (Inca) 2016-2017 estimates for Porto Alegre, including new cases of

cancer and rates incidence (approximately 9,044).14

Instruments

a) questionnaire on sociodemographic and clinical data: instrument used to collect
sociodemographic and cancer data of the sample, for example, the family cancer history. This
variable was collected through the question: “do you have some closer relative with cancer?”

b) patient’s knowledge about cancer disease questionnaire, adapted from:
questionnaire of knowledge about Diabetes (QCD)*® and questionnaire to evaluate knowledge
of buccal cancer.® It is composed by questions connected to the identity of the disease, possible
causes (risk factors), treatment and possible treatment and disease complications;

¢) Multidimensional Health Locus of Control (MHLC) Scale®: it is a scale composed
by three locus of control dimensions: internal, powerful others (external, attribution to others
and Chance/Luck). The version applied was translated and validated in Brazil by Della
Coleta;’

d) NEO-FFI Personality Inventory Revised (NEO-FFI-R):* it is an inventory

composed by affirmative questions, with five possible alternatives for which question (likert
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scale). The five personality factors: Neuroticism, Extraversion, Openness to experience,
Agreeableness and Conscientiousness, are represented by six facets, totalizing a group of 30.
The applied version was the Brazilian version, developed by Flores-Mendonza; 1

e) Hospital Anxiety and Depression Scale (HADS):? it is a 14 iten self-evaluation
scale to measure symptoms of anxiety and depression, in two subscales, that score from 0 to
21. It was used the Portuguese translated version adapted to Brazil by Botega et al.?* The 08
cut-off point was adopted for both subscales;

f) Adherence Determinants Questionnaire:??> multifactor instrument that evaluate
elements that interfere in self adherence of cancer patients treatment, considering social,
behavioral and motivational variables. It was used the Portuguese version, adapted and

validated in the Brazilian context, by Lessa.?®

Procedures

Data Collect

The survey project corresponding to this study was submitted and approved by an
Ethical Research Committee, recognized by the National Health Council (CNS) under the
number 63367316.0.0000.5336. The data collect was conducted in a hospital’s waiting room,
where patients were being treated, while waiting for medical appointment. The patients were
invited to participate in the study and those who voluntarily accepted, signed down the Free
and Informed Consent (TCLE). The assessment of each patient was performed by a
psychologist and two trained Psychology undergraduate students, in a single meeting,

individually, with an average duration of one hour and thirty minutes.
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Data Analysis

The data description was made by absolute (n) and relative (%) frequencies for
qualitative variables, and by average and standard deviation for quantitative variables. The chi-
square test and Spearman were used to verify the relation between all variables involved in this
study.

The definition of which variables would be added into the correlation analysis, with
treatment adherence level, was based in published studies. Those included were: education
level, knowledge about disease, symptoms of anxiety (HADS-A), symptoms of depression
(HADS-D), internal locus of control, external powerful others locus of control, external chance
locus of control, and the personality factors neuroticism, conscientiousness, agreeableness,
openness to experience and extraversion. The other variables selected to be included in the
association analysis with treatment adherence were: family cancer history, previous psychiatric
history. Those were chosen by researcher’s previous clinical experience.

A Multiple Logistic Regression analysis (forward method) was made to verify if the
variables identified as statistically correlated, are predictive of treatment adherence. The
version 17 of SPSS software was used for all analyzes, considering a 5% level of significance.

Subsequently, network analyzes were conducted through the ggraph package?* from
statistical software R. Network analysis is an exploratory method based on graph theory. The
adjacency matrix is estimated by means of a regularized method (graphical least absolute
shrinkage and selection operator or GeLASSO.?® The matrix of partial correlations (i.e. the
peer-to-peer relationship conditioned to the set of variables investigated) is found between the
variables through the inverse of the standardized variance/covariance matrix. The
regularization method is used to fix in zero small values based on a series of tuning parameters.
Because coefficients are standardized, partial correlations are analogous to standardized partial

regression coefficients, or betas, and can be interpreted using the same rules (0.1 = small, 0.3
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= moderate and > 0.5 = large). After the application of different regularization tuning
parameters, the extended bayesian information criteria (EBIC)?, is used for selecting the best
fitted model to the current data. Then, the adjacency matrix is represented by using a graph
object containing vertices (variables) and edges (associations), which can vary in terms of
thickness and coloring to represent the magnitude and direction, respectively. A positioning
algorithm?’ it is used in order to plot the variables in a relative space, approximating the
variables that have moderate to large associations and repel those with small or close to zero

associations

Results

The sociodemographic and clinical characteristics of the sample can be checked in

Table 1.

INSERT TABLE 1

The results of Multidimensional Health Locus of Control Scale pointed prevalence of
external powerful others orientation (60.9%). The ADQ instrument indicated the prevalence of
high level of adherence (58.6%).

The correlation analysis results can be visualized in Table 2. Previous psychiatric
history was not associated significantly with treatment adherence, neither was correlated
significantly. Family cancer history variable was associated and correlated significantly with
treatment adherence (y*> = 9.001, p = 0.003; pr = -0.15, respectively). The final Logistic
Regression Analysis model explained 19% of the variance, and indicated that the powerful
others LOC, family cancer history, conscientiousness, and agreeableness are predictors of

treatment adherence. More information can be found in Table 3.



97

INSERT TABLE 2 AND TABLE 3

Figure 1 shows the network of remedied partial correlations. In this figure it is possible
to see that in addition to the previous predictive variables of treatment adherence, symptoms
of depression, neuroticism and openness to experience were also correlated to the outcome

variable, but with a smaller size effect.

INSERT FIGURE 1

Discussion

The main objective of this study was to identify predictive variables of oncological
treatment adherence. It was possible to find that family cancer history, external powerful others
locus of control and the personality factors conscientiousness and agreeableness are predictors
of adherence.

The instrument applied to assess health LOC showed prevalence of external powerful
others orientation, indicating that more than half of the patients believe that they have few
power over the factors that determine their health. So, their health it is controlled by powerful
others, as health professionals or physicians, for example. The external LOC prevalence seems
to help to reduce suffering related to a potential loss of control .8

Cancer is an intrusive and life-threatening disease, because is composed by extensive
treatments with uncertain results that can misled patient’s perceptions of control. This could
happen even in patients with good prognostic, once it is very difficult to interfere in clinical
disease progress. Besides, this disease frequently induces high levels of stress, because it

inflicts therapeutic demands above individual’s capacity.?
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Due to that, an external LOC orientation could help patients to maintain a more
positive psychological status, and grow a physical and mental adaptation, since they don’t try
to control the environment and the disease.>® Therefore, patients with that orientation can be
more receptive to health professional advice than those with LOC internal orientation and, as
a result, can be more likely to play a leading role in their health promotion?® and in the
adherence of their own treatment.

In this research, patients with prevalence of powerful others external LOC presented
higher level of adherence. One of the key factors of treatment adherence is the patient’s trust
placed in health team, and the prevalence of external LOC can be related to higher trust in
“others”. Some researchers also found association between powerful others LOC and greater
treatment adherence, indicating that the higher is the patient’s trust in physician’s control of
his/her health, the more he/she is attached to physician’s orientations.3!

Regarding the present study outcomes, it’s understandable that higher trust and
dependence of health professional can lead patient to follow prescribed orientations, resulting
in better adherence. Previous studies indicate that part of the placebo reaction to medical
treatments can stem from the patient’s beliefs and expectations about the physician and health
team.®? A recent study pointed out that medical support can be considered the main factor to
patient satisfaction regarding the health service®, which may also favor treatment adherence.
According to Christensen and Ehlers®*, patients with external LOC orientation report greater
adherence when the relationship with health professional follows an active-passive model.

Other result of this study pointed that the greater is conscientiousness, the greater is
treatment adherence, same correlation found in other studies.® This factor can be an important
coping resource for stressed situations, turning some individuals better prepared than others to
deal with these conditions.*® Dedication and proactive planning are some characteristics of this

factor which can support patients to follow medical commands and strict treatments easily.*’
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High conscientiousness is connected with lower levels of risk behaviors and higher
levels of healthy behaviors and self-care that enables better health outcomes in illness
scenarios.® Besides, this kind of people are also more prone to provide changes in their health
conducts®®, helping when it is necessary changing behaviors and habits during treatment. In
addition, they tend to have more forward-thinking, increasing their chances of better assessing
health consequences of their actions over time.*

Agreeableness was also a predictor of treatment adherence in this sample, that
corroborates other studies in literature.® People with high agreeableness are qualified as more
acceptable and tolerable, and can be less likely to do things in their own way, cooperating more
with their caregivers and following the health team recommendations.*! Other feature of this
personality factor, “willingness to please others” can lead people speak openly about their
doubts regarding treatment and request the opinion of family members and health professional,
causing a positive effect when these patients receive satisfactory and proper care.®

The presence of family cancer history was a predictor of treatment adherence as well,
although this variable decreases the level of treatment adherence. The family history of health
is capable of reflecting the consequences of interactions among genetical, environmental and
behavioral factors, serving as foundation to diseases prevention. People who have higher risk
of cancer, due to a family history of disease, should properly follow recommendations about
cancer screening and healthy life styles.*?

A possible explanation for these findings is that awareness about family cancer history
could be insufficient to lead people make health manners. Possibly, these people do not have
knowledge about the risk provided by their family history,* neither pursue greater
comprehension than general population about the relation between risk factors, life style and
cancer.*> Moreover, these individuals can maintain preexistent beliefs that influence their

emotional and behavioral response in the face of their own disease. It is also possible to inquire
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about the possible intergenerational transmission of life style behaviors, in which patients who
report family cancer history share similar behavioral risks with their relatives ones.*

Based on that, it is possible to presume that the participants with family cancer history
kept general beliefs similar to their family member’s ones. In this context, they may not believe
in the influence of shared behaviors or heredity that leads to a smaller sense of responsibility
about their condition, causing less self-care actions and habits, and also less frequent or
effective adherence behaviors.

Thereby, it is possible to conclude that in this research powerful others locus of
control, conscientiousness and agreeableness were predictors of high treatment adherence;
unlike, family cancer history, that even though relevant prevalence in this sample, it was a
predictor of lower treatment adherence. These results reinforce the complex network of
potential factors that affect behaviors related to health and sickness, as well as treatment
adherence.

As limitations, the outcome of family cancer cases reported by the participants was
not verified, and it is believed that this fact could be an indicator of how much patient adheres
or not to treatment. Moreover, the sample is originated from a specific health service
establishment, which can difficult the results generalization. It is suggested that future studies
could reach patients from different health centers, as well as apply instruments that evaluate
other variables, such as disease staging, social support and patient’s motivation to follow the
treatment. Those are considered important aspects that may also interfere in the levels of

adherence.
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Table 1 — Sociodemographic and clinical data of the sample (N=220)

Variables N %
Sex Women 138 62.7
Men 82 37.3
Age (years) Mean (SD) 54.66 (13.30)
Education (years) Average 8.32
SD 3.76
9 or more years 93 42.3
5 to 8 years 88 40.0
0 to 4 years 39 17.7
Marital status Married 124 56.4
Single 49 22.3
Widowed 26 11.8
Divorced 21 9.5
Occupational situation Inactive 147 66.8
Active 53 24.1
Family cancer history Yes 152 69.0
No 68 31.0
Previous psychiatric Yes 46 21.0
history No 174 79.0
Treatment Chemotherapy 158 71.8
Surgery 158 71.8
Radiotherapy 91 41.4

Source: Research data (2017).
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Table 2 — Spearman and partial correlations with treatment adherence

Variables pr
Education -011 -
Knowledge about disease .005 -
Internal LOC 1417 -
Powerful Others External LOC .188™ 0,11
Chance External LOC 123 -
Neuroticism -.249™ -0,07
Extraversion .087 -
Openness to experience 202" 0,05
Agreeableness .298™ 0,10
Conscientiousness 351" 0,21
Anxiety symptoms -.185™ -
Depression symptoms -.244™ -0,06

Note: r = correlation coefficient. pr = partial correlation coefficient. *.
Correlation is significant at the 0.05 level (2-tailed). **. Correlation is

significant at the 0.01 level (2-tailed).

Table 3 — Logistic Regression Model: Treatment Adherence

95% C.I.
. Odds Lower ..
Variable Category ratio Limit Upper Limit P value
. . Yes 1 [ref] - -

Family Cancer History -\ 2.214 1.114 4.402 023
Powerful Others
External Locus of 1.100 1.019 1.188 .015
Control
Agreeableness 1.064 1.008 1.123 .023
Conscientiousness 1.130 1.063 1.202 <0,001
Constant .0001 <0,001
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1
© AD: Treatment adherence

2
© ANX: Symptoms of anxiety
DEP: Symptoms of depression

3

NEU: Neuroticism

EXT: Extraversion

OP: Openness to experience
AG: Agreeableness

CON: Conscientiousness

4

LOCI: Internal Locus of Control

© LOCo: External powerful others Locus of Control
o LOCc: External chance Locus of Control

5
© KNO: Knowledge about disease

6
© PPsyH: Previous psychiatric history
© FcanH: Family cancer history
© EDU: Education level

Figure 1 — Network of partial correlations by the GeLasso method. Vertexes represent variables and edges represent partial correlations. Blue edges represent
positive correlations and red edges represent negative correlations. The thickness of the edges represents the magnitude of the correlations, with the highest
being between symptoms of anxiety and symptoms of depression (pr = 0.36) and the lowest one between symptoms of depression and internal locus of
control (pr = -0.01).
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7 Discussao

O objetivo geral desta tese foi verificar se as variaveis: escolaridade, historico de
cancer familiar e historico psiquiatrico prévio, conhecimento sobre a doenca, sintomas de
ansiedade e depressdo, fatores de personalidade e l6cus de controle (LOC) séo preditoras de
adesdo ao tratamento em pacientes oncologicos. Verificou-se prevaléncia de alta adesdo ao
tratamento na amostra avaliada, e que LOC externo outros poderosos, fatores de personalidade
conscienciosidade e amabilidade e historico de cancer familiar sdo preditores de adesdo ao
tratamento, sendo que apenas a Ultima variavel interferiu de forma negativa na adesao.

Os objetivos especificos desta pesquisa foram também respondidos, e indicaram um
perfil de personalidade da amostra com baixos indices dos fatores abertura a experiéncia e
neuroticismo, e altos indices dos fatores conscienciosidade e amabilidade. A unido destes
fatores aponta para a existéncia de algumas caracteristicas de personalidade que podem estar
associadas ao cancer, como rigidez, embotamento afetivo, inibicdo da agressividade e alta
tolerancia a frustracéo.

Encontrou-se também uma prevaléncia de orientacdo de LOC externa outros
poderosos e conhecimento sobre a doenca de nivel moderado nos participantes. Além disso, a
escolaridade foi um preditor significativo do nivel de conhecimento e ambas as orientacGes
externas de LOC foram preditoras do nivel de escolaridade. Estes resultados, especificamente,
indicam que a populacdo estudada acredita ndo ser capaz de controlar sua prépria sadde, o que
requer a necessidade de “outro” assumir este controle. A partir desta crenga, ndo procura
informar-se sobre comportamentos de satde ou de prevengdo e nem alfabetizar-se em salde e,
quando o faz, apresenta dificuldade de compreensdo das informagGes, o que pode reforcar a

limitada busca pelas mesmas.
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Outros resultados encontrados indicaram prevaléncia de sintomas depressivos e de
ansiedade na amostra. Ademais, as variaveis historico psiquiatrico prévio e os fatores de
personalidade neuroticismo e extroversdo mostraram-se preditores de sintomas de depressao;
e apenas o fator de personalidade neuroticismo foi preditor de sintomas de ansiedade. Estes
achados corroboram outros estudos encontrados na literatura que apontam prevaléncia
significativa destas sintomatologias em pacientes oncologicos, bem como uma forte associagdo
entre altos niveis de neuroticismo em individuos com sintomas de ansiedade e depresséo.

No contexto deste estudo, a prevaléncia de I6cus de controle outros poderosos pode
ser compreendida por meio de duas hipoteses explicativas: 1) os pacientes podem ter adotado
esta orientacdo mediante o enfrentamento de uma doenca cronica, que apresenta pouca ou
quase nenhuma condicdo de ser controlada pelo paciente; 2) os participantes da pesquisa
desenvolveram esta crenca ao longo da vida, motivados pelo contexto familiar, e mantiveram
esta orientacdo durante o tratamento do cancer.

Referente a hipotese nimero um, entende-se que um nivel elevado de LOC externo
pode permitir que os pacientes se adaptem melhor a sua doenca, porque eles séo capazes de se
separar dela e vé-la como sendo responsabilidade de seu médico (“outro poderoso”) (Broers et
al., 2000). Compreende-se entdo que estes participantes acreditam que a equipe de salude detém
0 poder e o controle sobre sua salde e, dessa forma, procuram seguir toda e qualquer orientacao
recomendada. Dessa forma, LOC externo outros poderosos foi identificado como um preditor
de alta adesdo ao tratamento.

Christensen, Wiebe, Benotsch e Lawton (1996) indicam que a motivacdo de doentes
cronicos, para 0 comportamento relacionado a saude, pode ser mais fortemente afetada pela
equipe médica e pela dependéncia da confianga nos prestadores de cuidados de saude. Além

disso, as caracteristicas pessoais dos profissionais de salde sdo muito importantes para 0s



109

pacientes, especialmente empatia e confianca (Bendapudi, Berry, Frey, Parish, & Rayburn,
2006).

Em relacdo a segunda hipdtese levantada, acredita-se que individuos que
experimentam altos niveis de LOC externo tém a sensacdo de que sdo impotentes ao longo de
sua vida e incapazes de alterar suas circunstancias (Kennedy, Lynch, & Schwab, 1998). O
sujeito, por sua vez, pode ndo interessar-se em saber se corre maior risco de desenvolver uma
determinada doenca, como o cancer, por exemplo, mesmo sabendo que ha casos da doenca em
sua familia. Existem evidéncias de que o LOC da saude é um determinante do comportamento
de saude, e é provavel que essa crenca forme uma espécie de ancora, que influencia fortemente
a maneira pela qual as informac6es de risco subsequentes sao interpretadas pelo individuo, ao
longo da vida. E possivel também que as experiéncias da familia contribuam para preconceitos
de risco pessoal (Rees, Fry & Cull, 2001). Ou seja, 0s participantes desta pesquisa podem ter
desenvolvido um sistema de crencas que sofreu influéncia de familiares, e estas crencas
permearam a forma como todas as informacdes sobre risco, prevencao e comportamentos de
saude foram e sdo recebidas, compreendidas e incorporadas pelos individuos.

Recorda-se ainda, neste cenario, que os fatores de personalidade conscienciosidade e
amabilidade também foram preditores de alta adesdo. Acredita-se que passividade, cooperacédo
e facilidade para seguir obrigacdes — caracteristicas destes fatores — podem ter contribuido para
o0 nivel de adesdo encontrado, assim como a alta confianca despendida ao outro, manifestada
pela confiangca no médico. O desenvolvimento da personalidade ocorre por influéncia de
aspectos culturais, comportamentais e genéticos, compartilhados entre geracdes. McCrae e
Costa (1997) referem a existéncia de um conjunto de caracteristicas bioldgicas de nossa
espécie, representadas por tracos, que podem ser compreendidas como uma consequéncia

psicoldgica das experiéncias humanas da vida, compartilhadas em grupo.
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Segundo Israel et al. (2014), as diferencas de personalidade parecem interferir na
saude por distintos processos: 1) elas podem refletir a variacdo subjacente que existe em
sistemas biologicos relacionados a patogénese da doenca; 2) elas podem estar relacionadas as
diferentes maneiras pelas quais as pessoas reagem a doenga, incluindo como estas lidam com
0 estresse, se procuram atendimento médico ou ndo, e quando o fazem, se aderem ao tratamento
ou nao, e se estas pessoas se envolvem com outros individuos para receber apoio; 3) elas podem
estar associadas a uma ampla gama de comportamentos de salde que promovem ou atenuam a
doenca. No entanto, esses processos ndo sdo exclusivos e podem trabalhar juntos para interferir
nos resultados de saude (Israel et al., 2014).

Dessa forma, os fatores de personalidade parecem tanto estar relacionados aos
comportamentos que promovem a salde, como podem contribuir para o desenvolvimento de
doencas (Smith & MacKenzie, 2006). Percebe-se, entdo, que algumas caracteristicas de
personalidade da amostra, juntamente com a predominancia do LOC externo outros poderosos,
embasaram os altos niveis de adesdo ao tratamento nesta amostra. Conclui-se, assim, 0 quanto
é importante a avaliacdo destas varidveis e o conhecimento das caracteristicas de personalidade
dos pacientes.

A historia familiar e clinica também pode ser uma ferramenta importante para
compreender o enfrentamento e a adesdo do paciente ao seu tratamento. A variavel historico
de cancer familiar chamou a atencéo devido a estes resultados encontrados. No contexto deste
estudo, a presenca de historico familiar de cancer obteve alta prevaléncia na amostra estudada
e diminuiu o nivel de adesdo ao tratamento, possivelmente embasado em habitos de vida,
comportamentos pouco saudaveis e crengas compartilhadas entre familiares. Acredita-se que
estes familiares podem ter transmitido, por meio de agdes e comunicacdes verbais, crencas

relacionadas ao baixo risco de desenvolvimento de doencas e a baixa responsabilidade sobre
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0s acontecimentos da vida, o0 que pode ter contribuido para o desenvolvimento de uma crenca
voltada ao exterior — como o0 LOC externo.

A saude esté relacionada a adogé@o e a manutencdo de comportamentos de risco e de
saude ao longo da vida, o que é particularmente importante para individuos com risco
aumentado de cancer (Mulye et al., 2009; Williams, Holmbeck, & Greenley, 2002). Pesquisas
encontraram relagGes importantes entre a historia familiar e as percepcdes de risco pessoal de
cancer (DiLorenzo et al., 2006; Acheson et al., 2010; Wang et al., 2012), porém, a maioria das
pessoas desconhece a interacao entre 0s genes e 0 comportamento. Além disso, individuos com
baixos niveis de escolaridade podem ndo associar sua histéria familiar de cancer a uma
vulnerabilidade aumentada de desenvolver a doenca (Bostean, Crespi, & McCarthy, 2013;
Courtney et al., 2013).

Apbs a retomada dos principais resultados desta pesquisa, acredita-se ser essencial
apresentar dois pressupostos que originaram dos resultados desta pesquisa, e que podem
auxiliar ainda mais na compreensdo global dos achados. O primeiro deles diz respeito as altas
taxas de adesdo encontradas. De acordo com Peterman, Victorison e Cella (2014), individuos
diagnosticados com cancer recebem uma grande responsabilidade pessoal em relagdo a adesao
as recomendacdes de tratamento; ao desempenho de comportamentos de saude, durante e apds
0 tratamento; ao acompanhamento e a vigilancia adequada para detectar recorréncias,
metéstases e efeitos tardios de tratamento, 0 mais cedo possivel. Neste processo, 0 paciente
deve compreender que sdo necessarios esforcos durante o tratamento, como mudancas de
habitos e comportamentos, uma atencdo redobrada em relacdo a sintomas adversos e ao
aparecimento de novos sintomas e a efetivacdo de comportamentos de prevengdo contra o
retorno da doenca.

Neste contexto, acredita-se que a amostra estudada, por suas crencas e caracteristicas

de personalidade pode, na verdade, apresentar alta conformidade com o tratamento e néo alta
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adesdo. Conformidade (compliance) pode ser definida como “a medida em que o
comportamento do paciente corresponde as recomendacdes do prescritor”, referindo-se a uma
relacdo unilateral, em que o profissional / médico decide qual o tratamento mais adequado, e 0
paciente deve cumpri-lo sem questionamentos (Haynes, Taylor, & Sackett, 1979; Horne,
Weinman, Barber, Elliott, & Morgan, 2005; Jin, Sklar, Min Sen Oh, & Chuen Li, 2008).

Além de sua conotacdo um tanto pejorativa, evidéncias apresentadas na literatura
mostram que a conformidade, ou ndo conformidade, muitas vezes ndo é totalmente explicada
pelas caracteristicas sociodemograficas dos pacientes, a natureza da doenca, a eficacia e
tolerancia dos medicamentos, a complexidade dos regimes de tratamento, ou atributos
psicossociais dos pacientes, como estados de humor (depressdo e ansiedade) ou fatores de
personalidade (Horne et al., 2005; Sabate, 2003; Vermeire, Hearnshaw, Van Royen, &
Denekens, 2001). Apesar disso, acredita-se que o conceito de conformidade parece adequar-se
melhor ao perfil de personalidade encontrado na populacéo estudada e a prevaléncia de LOC
externo outros poderosos.

O conceito de adesao foi implementado para substituir o de conformidade, na busca
por colocar a relacdo terapéutica em uma perspectiva mais adequada. Esta nova definicéo
enfatiza um processo no qual o tratamento apropriado € decidido apds discussdao e
entendimento entre o prescritor/médico e o paciente. Em sua conceituacdo atual, a adesao
também é um termo mais amplo, pois sua defini¢do inclui iniciar um regime de tratamento
especifico, sequir recomendac6es sobre dieta ou estilo de vida, persistir com o regime acordado
e seguir as recomendacdes do prescritor, em relacdo a um extenso conjunto de comportamentos
relacionados ao tratamento (Berk et al., 2010; Horne et al., 2005; Sabate, 2003; Sluijs et al.,
2006), enfocando o envolvimento ativo do paciente em seu proprio plano de tratamento.

Apesar das diferencas entre os conceitos, revisoes recentes convergem na concluséo

de que a ndo conformidade / ndo adesdo é muito melhor reconhecida do que compreendida.
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Dificuldades na conformidade / adesdo sdo complexas, multidimensionais e frequentemente
determinadas por diversas variaveis relacionadas ao tratamento e ao individuo, tais como:
crencas e atitudes do paciente em relacdo a tomada de medicamentos, acdes e apoio de seus
cuidadores/familiares, efeitos colaterais do tratamento, conhecimento do paciente sobre a
doenca, suas causas e tratamento, barreiras como custos de tratamento ou acesso inadequado,
relacdo médico-paciente, qualidade de vida do paciente, satisfacdo e aceitacdo do tratamento e
muitos outros (Jin et al., 2008; Julius, Novitsky, & Dubin, 2009; Leo, Jassal, & Bakhai, 2005;
Marder, 2003).

O segundo pressuposto levantado é que as variaveis identificadas como preditoras de
adesdo ao tratamento, na amostra estudada, podem também ter contribuido para o
desenvolvimento da prépria doenca, considerando as caracteristicas dos fatores de
personalidade, a crenca na falta de controle sobre a satde e o comportilhamento de habitos e
comportamentos de saude entre pacientes e familiares.

Gochman (1997) definiu comportamentos de salde como “padrGes de
comportamento, acles e habitos que se relacionam com a manutencao, restauracao e melhoria
da salde”. Comportamentos de saude podem ser classificados de duas formas: 1)
comportamentos que melhoram a salde e 2) comportamentos que prejudicam a saude. Dentre
0s que prejudicam a salde esta, por exemplo, qualquer acdo menor que a maxima adesdo as
orientacdes médicas. Os comportamentos que melhoram a salde conferem beneficios ao
individuo, protegendo-o do inicio de doencas ou da progressao das mesmas (Bennett, Conner,
& Godin, 2004). O comportamento pode exercer influéncia sobre a salde de trés maneiras
bésicas: produzindo mudangas biologicas diretas; transmitindo riscos para a salde ou
protegendo contra eles; e/ou conduzindo a detecgdo precoce ou tratamento da doenga (Baum

& Posluszny, 1999).
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Neste sentido, é importante pensar que os comportamentos de satde dos individuos
devem ser conhecidos e compreendidos para a detec¢do precoce de enfermidades e, ainda, para
uma possivel prevencao da doenca. Esta medida deve ser incluida nas possiveis intervencdes a
esta populacdo, ndo no sentido de aumentar o nivel de adesdo, mas no sentido de conscientiza-
la sobre comportamentos preventivos e de salde, considerando os beneficios de uma mudanca
de comportamento, também possivel no sistema de crencas.

A historia familiar, incluindo a historia do cancer, tem um papel importante na préatica
clinica e na melhoria da saude, porém, alguns estudos indicam que este histérico ndo é coletado
com precisdao ou de forma consistente durante consultas a clinica de cuidados primarios
(Acheson, Wiesner, Zyzanski, Goodwin, & Stange, 2000; Murff, Byrne, & Syngal, 2004) e,
por isso, faltam evidéncias sobre estas informacdes (Berg et al., 2009). Dessa forma, seria
importante maior conscientizacdo sobre a importancia da coleta precisa de informac6es sobre
o historico familiar dos individuos, bem como aumentar o conhecimento geral sobre o cancer
dentro das comunidades. Proporcionar este conhecimento pode encorajar individuos a estarem
mais dispostos a falar sobre isso com outras pessoas, seja compartilhando informac6es sobre
seus préprios diagnosticos ou coletando informacgdes sobre o diagnostico de seus familiares
(Mai et al., 2011).

Por outro lado, estudiosos apontam que informar as pessoas que elas correm risco de
desenvolver uma doenca relacionada ao estilo de vida raramente é suficiente para mudar o
comportamento (Wardle et al., 2000), e € improvavel que o conhecimento da histéria familiar
seja suficiente para iniciar mudancas no comportamento. Acredita-se que, para uma efetiva
mudanca de comportamento, deve haver uma avaliagdo do sistema de crengas do individuo.
Alguns autores afirmam que é possivel modificar a orientagdo de LOC (Moshki, Beydokhti, &

Cheravi, 2014; Zimbardo, Johnson, McCann, & Birnie, 2009), por isso, é essencial que sejam
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abordadas crencas erréneas e lacunas no conhecimento, motivando os individuos a mudarem
seu estilo de vida (Claassen et al., 2010).

Além disso, uma intervencdo preventiva, para familiares ndo doentes de pacientes com
cancer — como uma especie de aconselhamento de risco —, pode ser eficaz na construcdo de
uma percepcgao precisa sobre os riscos, levando em conta a estrutura de crengas preeexistente
baseada nas experiéncias pessoais (Rees, Fry, & Cull, 2001). Equipes de saude devem
considerar o aconselhamento sobre comportamento de satde, quando atendem pacientes com
cancer, porque estes podem exibir 0s mesmos comportamentos negativos que, provavelmente,
contribuiram para o cancer de seus parentes (Townsend, Steele, Richardson, & Stewart, 2013).

Essa perspectiva reforca a relevancia de intervencbes preventivas de promocgao de
comportamentos que melhoram a salde, em oposicdo a intervencdes destinadas a tratar ou
mudar comportamentos que comprometem a saude (Institute of Medicine, 2001). De forma
geral, reforca-se que qualquer modalidade de intervencdo a esta populacdo deve englobar,
igualmente, familiares, membros da comunidade e outros individuos com os quais o0 paciente
tem relacdes sociais, pois este tipo de intervencdo tem apresentado maior efeito na mudanca de
comportamento dos individuos (Institute of Medicine, 2001).

Apesar de os resultados encontrados apontarem contribuicdes a literatura cientifica
sobre esta temaética, esta pesquisa apresenta limitagdes. Acredita-se que algumas variaveis
poderiam ter sido coletadas e incluidas na analise de dados, pois poderiam interferir nos
resultados finais do estudo. O desfecho dos casos de cancer familiar dos pacientes que
reportaram este historico, o estadiamento da doenca dos pacientes e se estes recebiam ou ndo
suporte familiar satisfatorio poderiam influenciar na compreensédo dos resultados. Além dessa
limitacdo, o fato de a amostra ser proveniente de um Unico centro de saude dificulta a

generalizacdo dos resultados.
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Por fim, sugere-se que pesquisas futuras possam incluir um mapeamento do sistema
de crencas (LOC) de familias com multiplos casos e/ou familias com diagndstico de cancer
hereditario. Pesquisas podem ainda desenvolver outros instrumentos que avaliam adesdo ao
tratamento e varidveis como comportamentos de salde, crencas e histérico de cancer familiar.

Apds esta explanacdo, conclui-se que os objetivos desta pesquisa foram alcangados,
indicando que os fatores de personalidade conscienciosidade e amabilidade, LOC externo
outros poderosos e historico de cancer familiar séo preditores da adesdo ao tratamento em
pacientes oncologicos, bem como apontando que existem correlacdes entre outros aspectos do
individuo. Conclui-se também que a adesdo ao tratamento / conformidade pode ser
compreendida como uma manifestacdo observavel do comportamento do paciente perante seu
tratamento, e que existem outros fatores intervenientes neste processo. No entanto, estes fatores
— pouco observaveis ou dificeis de identificar em um primeiro momento — sdo, na verdade,
determinantes para o sucesso do tratamento.

Os dois pressupostos apresentados anteriormente também apresentam-se interligados.
Considerando que: 1) a amostra avaliada exibe altos niveis de conformidade e ndo altos niveis
de adesdo ao tratamento, e 2) as varidveis preditoras — por serem varidveis intrinsecas,
desenvolvidas antes do surgimento da doenca — podem também ser identificadas como
intervenientes do desenvolvimento do cancer; compreende-se que existe alta probabilidade de
esta populacdo manter os mesmos habitos e comportamentos de salde, apos a finalizacdo do
tratamento, ou em periodo de remissdo da doenca, correndo, dessa forma, maior risco de
recidiva, de desenvolvimento de outras doencas ou de surgimento de novos casos de cancer em
seus familiares mais proximos.

Assim, a avaliacdo adequada destas varidveis e 0 planejamento de intervencdes
especificas podem, além de favorecer uma melhor adesdo ao tratamento, contribuir, a longo

prazo, para possivel prevencdo da doenca dentro das familias e comunidades ou, ao menos,
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para a deteccdo precoce da mesma, o que seria ainda mais benéfico ao individuo, a sua familia,

a comunidade e ao sistema de saide como um todo.
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Apéndice A — Questionario de Identificacdo de Dados Sociodemograficos e Clinicos

NOME: ..o CPF:
Data de NasCIMENtO: ........cceveiierierericrereeeee e ldade: ...oooveiiiiee
Sexo: ( )M ( )F Escolaridade:.......ccccoevveveiieinciieennen,

Naturalidade (estado): .......cccccevvvrrvennens Procedéncia (estado): ........ccccevvervennnns

Raca: ( ) branco ( )negro ( ) pardo/mulato ( ) oriental

Estado CIVil: ..o, NOFIlROS: .o
ProfiSS80: ..covevecieciee e Ativo: ( )sim () ndo —

Se ndo: () desempregado () afastado por doenca () aposentado
Religido — Frequenta? ( )ndo ( )sim — Qual: ..o,
Historico de cancer na familia: ( ) ndo ( ) sim

Se sim, parentesco € 10Cal: ........ccccevveiecii i

Historico psiquiatrico familiar? ( )ndo ( ) sim
Grau de parentesco: ........occevvevveiverrrenenne Diagnostico: .....ocvveevveiieiieiec,
Toma medicacdo psiquiatrica (antidepressivo ou ansiolitico)?

()ndo ()sim — Se sim, qual (is)?

Atendimento psicoldgico prévio? () ndo ()sim

Especialidade do atendimento oncolOgiCo: ........cccovreriiiereiniieree e
Localizag8o do tumor: ........cccccceeeevieviecieceee e

Tempo de diagnostico até 0 MomMeNto: ..........ccevevevveerieseennnn

Tratamento: Ja realizou:

Quimioterapia: ( )ndo ( )sim

Radioterapia: ( )ndo ( )sim

Cirurgia: ( )ndo ( )sim
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Apéndice B — Questionario de Avaliacdo do Conhecimento do Paciente sobre a
Doenca Oncologica

[Adaptado dos instrumentos: Questionario dos conhecimentos da diabetes (QCD; Sousa,
2003) e Questionario para avaliacdo de conhecimento sobre cancer bucal (Rodrigues, 2011)]

IDENTIDADE

1. Vocé acha que o cancer € uma doenca contagiosa?
( )Sim ( )Nao

2. Vocé acha que o cancer é uma doenca fatal (que pode levar a morte)?
( )Sim ( )Né&o

3. Vocé acha que o cancer ocorre devido ao crescimento desordenado das células do
corpo humano?
( )Sim ( )Nao

4. Vocé acha que o cancer ocorre devido a penetracdo de virus nas células?
( )Sim ( )Né&o

CAUSAS

1. Vocé acha gque o tabaco pode causar cancer?
( )Sim ( ) Nao

2. Vocé acha que o consumo excessivo de bebidas alcodlicas pode causar cancer?
( )Sim  ( )Né&o

3. Vocé acha que a alimentacdo inadequada pode causar cancer?
( )Sim ( ) Nao

4. Vocé acha que a exposi¢do continua a fatores ambientais como poluicdo, produtos
quimicos, agrotdxicos, sol, entre outros, pode causar cancer?
( )Sim  ( )Né&o

5. Vocé acha que alteragdes genéticas podem causar cancer?
( )Sim ( ) Nao

6. Vocé acha que a falta de atividade fisica pode causar cancer?
( )Sim () Nao

7. Vocé acha que ter familiares com cancer pode causar cancer?
( )Sim ( )Né&o
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TRATAMENTO
1. Quais séo os principais tipos de tratamento para o cancer?
) Cirurgia
) Quimioterapia

(

(

() Radioterapia
() Medicacbes
(

) Transplante de 6rgéos

2. Durante o tratamento do cancer ndo é recomendado:

) Fumar

) Ingerir bebida alcodlica

) Praticar exercicios fisicos

) Dormir pouco

) Viajar durante horas continuas

) Deixar de tomar a medicacao prescrita pelo médico
) Faltar as consultas médicas agendadas

) Expor-se ao sol durante horas continuas

) Ingerir alimentos enlatados e industrializados

AN AN AN AN AN N N N /SN

) Ingerir alimentos crus

COMPLICACOES
1. O tratamento do cancer pode causar outros tipos de doencas e/ou complica¢cbes como:
) Depresséo
) Transtornos de ansiedade

) Dificuldades visuais e auditivas

(

(

(

() Insonia
() Perda de cabelo

() Manchas e queimaduras na pele
() Perda de peso

(

) Ganho de peso
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Apéndice C —Termo de Consentimento Livre e Esclarecido

TERMO DE CONSENTIMENTO LIVRE E ESCLARECIDO

O(a) Senhor(a) estd sendo convidado(a) como
voluntario(a) a participar do estudo ADESAO AO TRATAMENTO ONCOLOGICO:
FATORES DE PERSONALIDADE, LOCUS DE CONTROLE, SINTOMAS DE
ANSIEDADE E DEPRESSAO, que tem como objetivo verificar se a adesdo ao tratamento

relaciona-se com conhecimento sobre a doenca, prevaléncia de sintomas de ansiedade e
depressdo, fatores de personalidade e l16cus de controle em pacientes com cancer. Acredita-se
que este estudo é importante para conhecer e compreender quais fatores influenciam o nivel de
adesdo ao tratamento do paciente. A partir disso, seré realizada uma intervencdo, a fim de
minimizar fatores de interferéncia negativa e instrumentalizar os pacientes, no processo de

melhor adesdo ao tratamento.

PARTICIPACAO NO ESTUDO

A sua participacao no estudo referido sera da seguinte forma: profissionais da area da
Psicologia realizardo a administracdo de cinco instrumentos psicolégicos, em um espaco
disponivel e adequado, no ambulatério do Hospital Sdo Lucas. A avaliacdo sera realizada em

um dia, em uma sessdo, com duracao aproximada de uma hora e 30 minutos.

RISCOS

Esta atividade oferecera riscos minimos, como certo desconforto durante a avaliagéo,
cansaco durante a administra¢do dos instrumentos psicoldgicos e mobilizacdo emocional pelo
conteudo questionado, sobre os quais medidas serdo tomadas para sua reducao, tais como
intervalo durante a atividade e oferecimento de &gua, cha e café durante a aplicacdo dos

instrumentos.

BENEFICIOS
A pesquisa possivelmente trard como beneficio a sua contribui¢cdo pessoal para o
desenvolvimento de um estudo cientifico, acerca dos fatores que podem auxiliar o paciente

oncoldgico a aderir ao seu tratamento de forma mais adequada.
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SIGILO E PRIVACIDADE

Como participante de pesquisa, sua privacidade sera respeitada, seu nome e qualquer
outro dado de identificagdo serdo mantidos em sigilo. Os pesquisadores se responsabilizam
pela guarda e confidencialidade das informacdes, bem como pela ndo exposi¢éo dos dados de

pesquisa.

AUTONOMIA

Seré garantida assisténcia durante toda a pesquisa, assim como o livre acesso a todas
as informacdes e os esclarecimentos sobre 0 estudo e suas consequéncias, ou seja, tudo 0 que
queira saber antes, durante e depois de sua participacdo. VVocé pode se recusar a participar do
estudo ou retirar seu consentimento a qualquer momento sem precisar se justificar e, caso esta

seja sua vontade, ndo sofrera prejuizo algum na assisténcia recebida.

RESSARCIMENTO E INDENIZAQAO

Caso vocé tenha qualquer despesa decorrente da participacdo na pesquisa, tais como
transporte, alimentacdo entre outros, (bem como o seu acompanhante, se for o caso), havera
ressarcimento dos valores gastos em forma de dinheiro ou mediante depdsito em conta

corrente.

CONTATO

Os pesquisadores envolvidos com o referido projeto sdo Manuela Polidoro Lima e
Tatiana Quarti Irigaray da PUCRS e com eles vocé pode manter contato pelo telefone 3353-
7743 ou (54) 9680-9929, e pelo e-mail: manuela.lima@acad.pucrs.br.

O Comité de Etica em Pesquisa (CEP) é composto por um grupo de pessoas que
trabalham para garantir que seus direitos como participante de pesquisa sejam respeitados. O
grupo tem a obrigacdo de avaliar se a pesquisa foi planejada e se esta sendo executada de
maneira ética.

Se vocé considerar que a pesquisa ndo esta sendo realizada de tal forma ou que esta
sendo prejudicado(a) de alguma maneira, entre em contato com o Comité de Etica em Pesquisa
da Pontificia Universidade Catélica do Rio Grande do Sul (CEP-PUCRS), localizado na Av.
Ipiranga, 6681, Prédio 50, Sala 703, Bairro Partenon, Porto Alegre/RS, também disponivel pelo
telefone (51) 3320-3345 ou e-mail: cep@pucrs.br, de segunda a sexta-feira, das 8h as 12h e
das 13h30 as 17h.
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DECLARACAO

Declaro que li e entendi todas as informacOes presentes neste Termo de
Consentimento Livre e Esclarecido e tive a oportunidade de discutir as informacoes
relacionadas a pesquisa. Todas as minhas perguntas foram respondidas e eu estou satisfeito(a)
com as respostas. Entendo que receberei uma via assinada e datada deste documento e que
outra via assinada e datada sera arquivada pelo pesquisador responsavel pelo estudo.

Por fim, fui orientado(a) a respeito do que foi mencionado neste termo e compreendo a natureza
e 0 objetivo do estudo e manifesto meu livre consentimento em participar, estando totalmente

ciente de que ndo ha nenhum valor econdémico a receber ou a pagar por minha participagéo.
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Itens a serem financiados Valor Valor _ Fonte
o Viabilizadora
S ] Unitario Total ]
Especificacdes Quantidade R$ R$ (ver ao pé da
folha)
Canetas 5 1,00 5,00 4
Teste NEO-FFI-R 9 blocos com 25
folhas de respostas 330,00 2.970,00 4
Fotocopias 2.640 0,15 396,00 4
Pacotes de folha de oficio |2 15,00 30,00 4
Ad
Total 3.401,00
=Y
——Taxowa (_ NLedD L gromasy

1- Patrocinador

Pesquisadora Profa. Dra. Tatiana Quarti Irigaray

2- Agéncia de Fomento (Anexar comprovante)

3- Servigo
4- Pesquisador
5- Outros

Matricula 10085346
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Apéndice E — Artigos publicados

Artigo 3 da tese, entitulado “Symptoms of depression and anxiety in cancer outpatients:

predictive variables”

(oo ARTICULOS

Psicooncologia
ISSN: 1696-7240 EDICIONES

=] COMPLUTENSE

http://dx.doi.org/10.5209/PSIC.61443

Symptoms of depression and anxiety in cancer outpatients: predictive
variables

Manuela Polidoro Lima'"; Daiane Santos de Oliveira®; Tatiana Quarti Irigaray®

Recibido: 3 de junio de 2018 / Aceptado: 4 de septiembre de 2018

Abstract: Objectives: The objectives of the present study are to investigate the association among
symptoms of depression and anxiety, sociodemographic variables and personality factors and also verify
the predictive power of these variables in cancer outpatients. Method: The sample was composed by 220
ndividuals, 138 (62.7%) women and 82 (37.3%) men. The instruments used were: Questionnaire on
sociodemographic and clinical data; NEQ-FFI Personality Inventory Revised (NEOQ-FFI-R.) and Hospital
Anxiety and Depression Scale (HADS). The ¢ test and the Spearman correlation were used to verify
the relation between sociodemographic and clinic variables and symptoms of anxiety and depression. A
Multiple Linear Regression analysis was made to verify the predictive power of sociodemographic and
clinic variables and personality factors. Results: The personality factor neuroticism was predictor of
anxiety symptoms. The variable previous psyechiatric history and the personality factors neuroticism and
extraversion were predictors of depressive symptoms. Conclusion: Depression and anxiety symptoms
are associated with some sociodemographic variables and personality factors, and these variables can
be deemed risk factors for the development of these symptoms. It 1s important that health professionals
who follow-up this population design strategies to collect this information, in order to help patients
manage treatment the best way possible.

Keywords: Cancer; personality factors; anxiety; depression.

[es] Sintomas de depresion y ansiedad en pacientes con cancer: varia-
bles predictivas

Resumen. Objetivos: Los objetivos del presente estudio son investigar la asociacion entre sintomas
de depresion y ansiedad, variables sociodemograficas y factores de personalidad y también verificar
el poder predictivo de estas variables en pacientes con cancer. Método: La muestra estuvo compuesta
por 220 individuos, 138 (62,7%) mujeres v 82 (37.3%) hombres. Los instrumentos uvtilizados fueron:
Cuestionario sobre datos sociodemograficos y clinicos; NEO-FFI Personality Inventory Revised (NEO-
FFI-R) and Hospital Anxiety and Depression Scale (HADS). La prueba f y la correlacién de Spearman
se usaron para verificar la relacién entre las vanables sociodemograficas v clinicas v los sintomas

—

Manuela Polidoro Lima. Postgraduate Program in Psychology at Pontificia Universidade Catolica do Rio Gran-
de do Sul, Porto Alegre/ RS, Brazil
E-mail: manuela lima@acad pucrs.br

Submetido a Revista Psicooncologia no dia 04 de junho de 2018, aceito no dia 04 de
setembro de 2018.
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Artigo 4 da tese, entitulado “Predictive factors of treatment adherence in cancer outpatients”

Received: 8 August 2018 Revised: 6 September 2018 Accepted: 17 September 2018

DOI: 10.1002/pon.4897

PAPER

WILEY

Predictive factors of treatment adherence in cancer

outpatients

Manuela Polidoro Lima

Department of Psychology, Pentifical Catholic
University of Rio Grande do Sul, Porto Alegre,
Brazil

Correspondence

Manuela Polidoro Lima, Postgraduate Program
in Psychology, Department of Psychology,
Pontifical Cathalic University of Rio Grande do
Sul, Av. Ipiranga, 6681, Building 11, 9th Floor,
Porto Alegre, Brazil,

Email: manuela.lima@acad. pucrs.br

| Wagner de Lara Machado | Tatiana Quarti Irigaray

Abstract

Objective: Identify which variables are predictors of treatment adherence in cancer
patients.

Methods:  Two hundred twenty cancer outpatients were evaluated by the following
instruments: questionnaire on sociodemographic and clinical data, NEO-FFI Personal-
ity Inventory Revised (NEO-FFI-R), Multidimensional Health Locus of Control (MHLC)
scale, Hospital Anxiety and Depression Scale (HADS), patient's knowledge about
cancer disease questionnaire, and Adherence Determinants Questionnaire (ADQ). A
logistic regression analysis was applied to verify the predictive power of the
variables, and network analyses were conducted through the ggraph package.
Results: The sample was composed of 138 (62.7%) women and 82 (37.3%) men.
The mean age of participants was 54.66 (SD = 13.30), and the education level mean
was 8.32 (DP = 3.76) years of study. Powerful others locus of control (LOC) and the
personality factors conscientiousness and agreeableness are presented as predictors
of high treatment adherence. The variable family cancer history, on the other hand,
was a predictor of lower adherence levels.

Conclusions: The powerful others LOC may be connected with more trust and
dependence in the health team, leading to better adherence. Specific characteristics
of personality factors can help individuals to cooperate with their caregivers and to
follow medical orders. The evaluated factors are interrelated and should be taken into
account by health professionals when developing interventions to modify health-

related behaviors and treatment adherence.

KEYWORDS

Submetido a Revista Psycho-Oncology no dia 08 de agosto de 2018, aceito no dia 17 de

setembro de 2018.
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Apéndice F — Comprovantes de submissao dos artigos

Artigo 1 da tese, entitulado “Are there personality traits associated with cancer?”
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Manuela Polidoro Lima <manuela.ima@acad pucrs.or> © 3dejulde 20181416 Yy 4
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Boatarde
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Manuela Polidoro Lima
CRP @7/21787
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Artigo 2 da tese, entitulado “Locus of control, education level and knowledge about disease

in cancer outpatients”
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Thank you for submitting your manuseript to Psychology, Health & Medicine.

Yours Sincerely
Psychology. Health & Medicin Editorial Office
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Anexo A — Inventério de Personalidade NEO-FFI Revisado (NEO-FFI-R)

(Costa & MacCrae, 1992; Flores-Mendoza, 2007)

» Néo foi anexado por se tratar de teste psicologico, que apresenta uso restrito a

psicologos, conforme orientagdo do Conselho Federal de Psicologia (CFP).



Anexo B — Multidimensional Health Locus of Control Scale (MHLC)

(Wallston, Wallston & Devellis, 1978; Della Coleta, 1990; 1995; 1996)
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Este € um questionario sobre o que as pessoas pensam e fazem sobre sua saude. Para cada frase
0 (a) senhor (a) deve dizer se esta totalmente de acordo, se concorda apenas em parte, se esta
indeciso, se discorda em parte ou se discorda totalmente. Ndo existem respostas certas ou
erradas, 0 que importa é a sua opinido pessoal sobre todas as questdes.

Concordo

Totalmente

Concordo

em parte

Estou

indeciso

Discordo

em parte

Discordo

totalmente

01.

Se eu ficar doente, a minha
recuperacdo rapida vai
depender do meu
comportamento.

02.

Né&o importa o que eu faca,
se for para eu ficar doente,
eu fico mesmo.

03.

Para mim, a melhor maneira
de evitar doencas é fazer
consultas regulares com meu
medico.

04.

Muitas coisas que afetam
minha salde acontecem por
acaso.

05.

Toda vez que eu ndo me
sinto bem de salde eu
consulto um médico.

06.

Eu posso controlar minha
salde.

07.

Se eu estou doente ou com
salilde, minha familia tem
muito a ver com isso.

08.

Quando eu fico doente,
normalmente eu sou o
culpado.

09.

A sorte é muito importante
para eu me recuperar de uma
doenca.
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10. Q~uem coptrola minha salde 5 4 3 5 1
séo 0s médicos.

11. Minha salde é
principalmente uma questéo 5 4 3 2 1
de sorte ou azar.

12. A principal coisa que afeta a
minha salde é 0 que eu 5 4 3 2 1
mesmo faco.

13. Se'eu me cuidar bem, posso 5 4 3 5 1
evitar doencas.

Concordo | Concordo Estou Discordo Discordo
Totalmente | em parte | indeciso | em parte | totalmente

14. Quando eu saro de uma
doenca, em geral foi porque
as_pessoasICL_udaram bem de 5 4 3 5 1
mim (o médico, a esposa, a
enfermeira, 0s amigos, a
familia, etc).

15. Nao importa o que eu faca, é
sempre possivel que eu fique 5 4 3 2 1
doente.

16. Se/for meu destino, eu terei 5 4 3 5 1
saude.

17. Seeu f_|zer,as coisas certas, 5 4 3 5 1
eu terei saude.

18. Para ter salde, eu tenho que 5 4 3 5 1

obedecer ao meu médico.




156

Anexo C — Hospital Anxiety and Depression Scale (HADS)

(Zigmond & Snaith, 1983; Botega, Bio, Zomignani, Garcia Junior, & Pereira, 1995)

Este questionario vai nos ajudar a saber como vocé esta se sentindo. Leia todas as frases.
Marque com um “X” na resposta que melhor corresponder a como vocé tem sentido na
ULTIMA SEMANA. Marque apenas uma resposta para cada pergunta.

A 1) Eu me sinto tenso ou contraido:
3 ( ) A maior parte do tempo

2 () Boa parte do tempo

1 ( ) De vez em quando

0 ( ) Nunca

D 8) Eu estou lento (lerdo) para pensar e fazer as
coisas:

3 () Quase sempre

2 () Muitas vezes

1 ( ) De vez em quando

0 ( ) Nunca

D 2) Eu ainda sinto gosto (satisfacdo) pelas
mesmas coisas de antes:

0 ( ) Sim, do mesmo jeito que antes

1 () Néo tanto quanto antes

2 () S6 um pouco

3 () Ja ndo sinto mais prazer em nada

A 9) Eu tenho uma sensacédo ruim de medo, como
um frio na barriga ou um aperto no estbmago:

0 ( ) Nunca

1 () De vez em quando

2 () Muitas vezes

3 () Quase sempre

A 3) Eu sinto uma espécie de medo, como se
alguma coisa ruim fosse acontecer:

3 () Sim, e de um jeito muito forte

2 () Sim, mas ndo téo forte

1 () Um pouco, mas isso ndo me preocupa

0 ( ) Nao sinto nada disso

D 10) Eu perdi o interesse em cuidar da minha
aparéncia:

3 ( ) Completamente

2 () Néo estou mais me cuidando como deveria
1 () Talvez ndo tanto quanto antes

0 ( ) Me cuido do mesmo jeito que antes

D 4) Dou uma risada e me divirto quando vejo
coisas engracadas:

0 ( ) Do mesmo jeito que antes

1 ( ) Atualmente um pouco menos

2 () Atualmente bem menos

3 ( ) Néo consigo mais

A 11) Eu me sinto inquieto, como se eu ndo
pudesse ficar parado em lugar nenhum:

3 () Sim, demais

2 () Bastante

1 ( ) Um pouco

0 ( ) N&o me sinto assim

A 5) Estou com a cabeca cheia de preocupacoes:

3 ( ) A maior parte do tempo
2 () Boa parte do tempo

1 ( ) De vez em quando

0 ( ) Raramente

D 12) Fico esperando animado as coisas boas que
estao por vir:

0 ( ) Do mesmo jeito que antes

1 ( ) Um pouco menos do que antes

2 () Bem menos do que antes

3 () Quase nunca




157

D 6) Eu me sinto alegre:

3 ( ) Nunca

2 () Poucas vezes

1 () Muitas vezes

0 ( ) A maior parte do tempo

A 13) De repente, tenho a sensacao de entrar em
panico:

3 () A quase todo momento

2 () Vérias vezes

1 () De vez em quando

0 ( ) Néo sinto isso

A7) Consigo ficar sentado a vontade e
me sentir relaxado:

0 ( ) Sim, quase sempre

1 () Muitas vezes

2 () Poucas vezes

3 ( ) Nunca

D 14) Consigo sentir prazer quando assisto a um
bom programa de televiséo, de radio ou quando leio
alguma coisa:

0 ( ) Quase sempre

1 () Vérias vezes

2 () Poucas vezes

3 ( ) Quase nunca
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Anexo D — Escala Adherence Determinants Questionnaire — Verséo Brasileira (ADQ-VB)

(Dimatteo, Hays, Gritz et al., 1993; Lessa, 2012; Lessa et al., 2015)

Questionario de Determinantes de Adesao

Indique, na escala do tipo likert de 5 pontos, a op¢ao que mais se adequa a sua realidade:

Concordo
Completamente

Concordo

Nem Concordo e
Nem Discordo

Discordo

Discordo
Completamente

I — Aspectos interpessoais do cuidado
(percepcdes do cuidado interpessoal)

1. Os médicos e outros profissionais da
salide as vezes ndo se importam com o que
digo a eles.

2. Os médicos e outros profissionais da
salide escutam com atencdo o que tenho a
dizer.

3. Os médicos e outros profissionais da
salde respondem todas as minhas
perguntas.

4. As vezes os médicos e outros
profissionais da satde usam palavras sem
explicar o que significam.

5. Eu acho que os médicos e outros
profissionais da salde tém interesse no
meu bem-estar.

6. Os médicos e outros profissionais da
salide agem como se estivessem perdendo
Sseu tempo comigo.

7. Os médicos e outros profissionais da
salde me tratam de forma simpética e
educada.

8. Os médicos e outros profissionais da
salde demonstram pouca preocupacao
comigo.

Il — Suscetibilidade percebida (crengas
sobre a susceptibilidade a doenca)

9. Seguir meu tratamento ira me ajudar a
ficar saudavel.

10. Eu acredito que meu tratamento ird me
ajudar a prevenir que eu tenha céancer
novamente.

11. E dificil acreditar que meu tratamento
ird me ajudar.

12. Ha pouca esperanca para quem tem o
tipo de cancer que eu tenho.

13. Minhas chances de desenvolver cancer
novamente sao altas.

14. Eu espero estar livre do cancer no
futuro.

15. Néo importa 0 que eu faca, hd uma
grande chance de desenvolver céncer
novamente.




Concordo
Completamente

Concordo

Nem Concordo e
Nem Discordo

Discordo
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Discordo
Completamente

16. Meu corpo ira combater o cancer no
futuro.

5

4

3

2

1

111 — Normas subjetivas (percepcéo
subjetiva de normas sociais para aderir)

17. Meus familiares mais proximos acham
que eu devo seguir meu tratamento.

18. Eu quero fazer o que meus familiares
mais préximos acham que devo fazer em
relacdo ao meu tratamento.

19. Meus amigos mais préximos acham
que eu devo seguir meu tratamento.

20. Eu quero fazer 0 que meus amigos mais
préximos acham que devo fazer em relagéo
a meu tratamento.

21. Meus parentes acham que devo seguir
meu tratamento.

22. Eu quero fazer o que meus parentes
acham que devo fazer em relacdo ao meu
tratamento.

IV — Intengdes (intencdo de aderir,
avali¢do de custos e beneficios da adeséo
percebidos pelo paciente)

23. Os beneficios do meu tratamento séo
maiores do que as dificuldades que eu
possa ter em segui-lo.

24. Por causa da dificuldade do meu
tratamento, ndo vale a pena segui-lo.

25. Seguir meu tratamento é melhor para
mim do que n&o tratar.

26. Eu ficarei saudavel mesmo se nado
seguir meu tratamento.

27. Eu me comprometi a seguir meu
tratamento.

28. Seguir meu tratamento ndo estd em
meus planos.

29. Eu pretendo seguir o meu tratamento.

30. Eu ndo tenho a intengdo de seguir o
meu tratamento.

V - Apoio/severidade percebida
(crengas sobre a gravidade da doenca,
percepcdo de suporte disponivel e
auséncia de barreiras a adesao)

31. Meu tratamento é muito dificil para o
resultado final.

32. Existem muitas doencas mais graves
que o tipo de cancer que eu tenho.

33. O tipo de cancer que eu tenho ndo € tao
ruim quanto dizem.

34. O tipo de cancer que eu tenho é uma
doenga terrivel.

35. Muitas coisas interferem para que eu
siga meu tratamento.
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Concordo c d Nem Concordo e Di d Discordo
Completamente oneordo | Nem Discordo ISCOrdo | completamente
36. Eu preciso de mais assisténcia para
- 5 4 3 2 1
seguir meu tratamento.
37. Eu tenho a ajuda de que preciso para
. 5 4 3 2 1
realizar meu tratamento.
38. Eu sou capaz de lidar com qualquer
problema que ocorra durante meu 5 4 3 2 1

tratamento.
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