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ABSTRACT

Introduction: There is increasing awareness regarding the psychosocial needs of oral cancer (OC) patients with con-
straints in oral function due to cancer and its treatment. The current management strategies focus mainly on provid-
ing clinical care; with little emphasis given to other aspects of care. The objective of this study is to examine the role 
of social support (SS) and spiritual aspect (SA) in predicting psychosocial well-being (PSWB) among Malaysian OC 
patients with restricted oral-functioning (OF). Materials and methods: : A secondary data analysis was performed on 
health-related quality of life (HRQoL) dataset among 317 OC patients, collected from the Functional Assessment of 
Cancer Therapy–Head and Neck (FACT-H&N) Version 4.0 instrument between 2008 till 2015. Descriptive analysis, 
including correlation were undertaken using SPSS Version-20.0, followed by hierarchical multiple regression to ex-
amine the roles of SS and SA in predicting the association between OF and PSWB across three different visits name-
ly; at baseline (pre-treatment), 1 month; and 3 months-post treatment. Results: Multivariate analyses indicated that 
there were moderate-strong relationships between mean scores for OF, SS, SA and PSWB among a cohort of patients 
(n=96) attending the three visits. However, only OF and SS were found to be significant predictors of patients’ PSWB; 
in which SS was the strongest. Conclusion: The findings provided insight on how both SS and SA can contribute to 
an improved PSWB among patients presenting with compromised oral function, which could help clinicians make 
informed-decisions on the best holistic model of care for Malaysian OC patients.
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INTRODUCTION

There is increasing awareness towards the psychosocial 
needs of oral cancer (OC) sufferers, an aspect which is 
critically important for cancer care and management 
(1, 2). OC (ICD-10 codes C00-C06) (3) predominantly 
presents as oral squamous cell carcinoma (OSCC) (4) 
and has been acknowledged as a major public health 
problem globally (5), especially in Asia.

According to the recent GLOBOCAN 2020 report, lip-
OC was ranked as the sixteen most common cancer in 
the world, with an estimated 377,713 new cases and 
177,757 deaths recorded in that year (6). For Malaysia, 
lip and oral cavity cancer however were ranked lower 
at nineteenth as compared to other cancers recorded in 
the country (7).

Oral cancer can be even more debilitating than other 
forms of cancer, given that the disease itself and side-
effects of different treatment modalities impart a negative 
physical and psychosocial impact on the patients’ 
survivorship over time (1, 2). The negative effects on 
self-esteem and confidence, bring about feelings of 
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helplessness and depression (8), which eventually 
distress patients’ social and emotional well-being (9). 

The oral cavity performs vital functions for an individual 
including eating, chewing, swallowing and speech 
(10). Hindrance to eating and speaking has become of 
paramount concern in OC treatment as they affect a broad 
spectrum of patients’ social, family and work related 
roles as well as responsibilities, and subsequently, their 
psychosocial well-being (11). Therefore, there is a need 
to understand and provide social dimension of healing 
that addresses patients’ expectations and concerns to 
enhance patients’ health-related quality of life (HRQoL) 
during their survivorship. 

Current OC management strategies focus mainly on 
providing clinical care; with little emphasis given to 
other aspects such as supportive social and spiritual 
care. Despite the success of multimodality treatments 
employed for oral cancer, they have a major impact on 
the psychosocial well-being of oral cancer patients (2, 
12). This indicates that advanced treatment modalities 
alone to improve oral function is not sufficient to 
improve patients’ psychosocial well-being; but instead 
require a holistic. A study revealed evidence of unmet 
psychological needs among OC patients in Malaysia 
(13). Thus, the quality of supportive care is equally 
important as part of the treatment plan in order to 
improve and maintain patients’ HRQoL. Moreover, the 
support from surrounding people including facilitators, 
carers, or providers (14) can empower patients’ internal 
spirituality and strongly correlate with various health 
benefits, such as reduced chronic pain, increased coping 
skills and higher QoL (15). Spiritual well-being not only 
nurtures meaning, purpose, and comfort in life but also 
decreases any psychological and physical difficulties 
(16).

There is a need for an empirical measurement to 
understand and appreciate the value of HRQoL among 
oral cancer patients, specifically related to the functional, 
socio-psychological and physical effects of the cancer. 
Researchers should also examine how these aspects are 
related to each other to provide better supportive care 
(9, 17), suitable and advanced treatment modalities (18), 
social support (19), or spiritual aspect (16) for a better 
health outcome.

Social support may also act as a moderator between 
depressive symptoms and QoL in the management 
of nursing care for cancer patients, particularly in the 
early phase of treatment or among newly diagnosed 
patients who may not know how to manage their health 
conditions (Huang & Hsu, 2013). This finding may 
help the development of social support interventions to 
enhance social support for cancer survivors.

Global literature has presented gaps, with regards to the 
impact of changes in oral function on psychosocial well-

being and the role of social support and spiritual aspect 
among OC patients (14), particularly in developing 
countries (20). Given the increasing OC survivorship; 
high psychosocial unmet needs and the importance of 
spirituality as a coping mechanism, which is deeply 
embedded in Eastern cultures (21), therefore the aim of 
this study is to examine the role of social support (SS) 
and spiritual aspect (SA) in predicting psychosocial 
well-being (PSWB) among Malaysian OC patients with 
restricted oral-functioning (OF).

MATERIALS AND METHODS 

Study design 
This is a secondary data analysis on a 3-month 
longitudinal study HRQoL dataset among a cohort of 
patients diagnosed with OC between 2008 till 2015 
(22). The dataset was extracted from the Malaysian Oral 
Cancer Database and Tissue Bank System (MOCDTBS), 
which were collected systematically based on standard a 
protocol from large cohort studies (23); and coordinated 
by the Oral Cancer Research & Coordinating Centre 
(OCRCC), University of Malaya. Ethics approval for 
the research was obtained from the Medical Ethics 
Committee, Faculty of Dentistry, UM (Reference 
number: DF CO2001/0004 (L).

HRQoL sub-scales of OF, SS and SA were assessed 
for their potential association with PSWB at three 
different visits, baseline (pre-treatment), one month-post 
treatment and 3 months- post treatment given there is 
potential change of association in patients’ HRQoL with 
time. The HRQoL changes denote potential variation in 
association between exposure (predictors) and outcome 
(criterion) at these three different visits. 

Primary data collection
The dataset retrieved from the MOCDTBS is HRQoL 
data which were collected using a validated instrument, 
Functional Assessment of Cancer Therapy–Head and 
Neck (FACT-H&N) Version 4.0 (24). This instrument was 
adapted from the combined version of (i) the FACT-G 
(Functional Assessment of Cancer Therapy- General), 
which consists of four sub-scales namely Physical well-
being (GP); Social well-being (GS); Emotional well-
being (GE); and Functional well-being (GF) (25) and the 
(ii) H&N sub-scale. The FACT-G is a general measure 
for overall cancer patients, whereas the H&N sub-scale 
specifically evaluates the additional concerns in respect 
to head and neck region and their function. In addition to 
that, the instrument contains a cross-culturally adapted 
version of Malaysian added questions (MAQ), as a 
supplementary and the sixth sub-scale for local setting. 

Study participants consisted of Malaysians aged 18 
years and older, who were histologically diagnosed 
with OSCC. Patients who were mentally compromised 
or terminally ill (verified from medical records) were 
excluded from data collection. The respondents’ 
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responses were based on their past 7 days’ experience, 
whereas baseline data was collected within 1–2 weeks 
of diagnosis. The English and Malay versions of the 
instruments were used in consideration of them being 
the most frequently spoken languages  in Malaysia (24).
 
Sub-scales
The 47 items from the six original sub-scales in the 
FACT-H&N Version 4.0 were used to inform the four 
new sub-scales (n = 29 items) of the present study as 
shown in Table I. A series of discussions with a content 
expert was also conducted before commencing analyses, 
including reviewing literature and analysing items based 
on whether it is a positive or negative statement for the 
purpose of scoring procedure. This was followed by 
internal reliability of each of the sub-scales to ensure 
good reliability items being selected under the new sub-

scales. 

Table I:The four subscales used in present study

New sub-
scales 

(present 
study)

Psychosocial well-being (PSWB) sub-scale                                           
(GS + GE [13 items])

Oral functioning (OF) sub-scale                                                 
( H& N + MAQ [8 items])

Social support 
(SS) sub-scale
( 7 items)

Spiritual 
(SA)      

sub-scale
( 1 item)

Malaysian 
original 
version/ 

No.

GS                      
[All items: 7 

items]

GE                    [All 
items: 6 items]

H & N                     
(7 items only)

MAQ            
[item No.2 only]

GS                             
[All items: 7 

items]

MAQ             
[item No.1 

only]

1
GS1 Do you feel 
close to your 
friends?

*GE1 Do you feel 
sad?

HN1 Are you 
able to eat your 
favourite foods?

*MQ2 Do you 
have difficulty 
in opening 
your mouth or 
restricted/limited 
mouth opening?

GS1 Do you feel 
close to your 
friends?

MQ1 Has 
your spiritual 
aspect of 
life been 
positively 
affected by 
your illness? 

2
GS2 Do you get 
emotional support 
from your family?

GE2 Do you feel 
satisfied with the 
way you are coping 
with your illness?

*HN2 Is your mouth 
dry?

GS2 Do you get 
emotional support 
from your family?

3
GS3 Do you get 
support from your 
friends?

*GE3 Do you feel 
you are losing hope 
in fighting this 
illness?

HN4 Is your voice 
normal (in terms 
of strength and 
quality?

 

GS3 Do you get 
support from your 
friends?

 

4
GS4 Has your 
family accepted 
your illness?

*GE4 Do you feel 
anxious?

HN5 Are you able 
to eat as much as 
you wanted?

 

GS4 Has your 
family accepted 
your illness?

 

5

GS5 Are you 
satisfied that your 
family is able to 
talk about your 
illness?

*GE5 Do you worry 
about dying?

HN7 Can you 
swallow naturally 
and easily?

 

GS5 Are you 
satisfied that your 
family is able to 
talk about your 
illness?  

6

GS6 Do you feel 
close to your 
husband/ wife (or 
the person who 
has been most 
supportive of me)?

*GE6 Do you worry 
your condition will 
get worse?

HN 10 Are you able 
to communicate 
with others? HN 11 
Can you eat solid 
foods?

 

GS6 Do you feel 
close to your 
husband/wife (or 
the person who 
has been most 
supportive of me)?

 

7
GS7 Are you 
satisfied with your 
sex life?

 

HN 12 Do you 
feel pain/burning 
sensation in my 
mouth, throat or 
neck?  

GS7 Are you 
satisfied with your 
sex life?

 

Note: * Reverse scoring

The present sub-scales for this study are (i) three potential 
predictors (exposure) namely oral functioning (OF: 8 
items), social support (SS: 7 items), spiritual aspect (SA: 
1 item), and (ii) the outcome of this study, psychosocial 
well-being (PSWB: 13 items) as shown in Table I. Each 
item was ranked by respondents with options of ordinal 
scores for 0 (not true at all); 1 (somewhat true); 2 (quite 
true); 3: (true) and 4 (very true). There is a recommended 
scoring guideline produced for the FACT - H&N Version 
4.0 to calculate the summing of total score. In this 
respect, data cleaning was performed on the responses, 
including the missing data. Reversed scoring was also 
performed on the negative statement before summing the 
individual items to ensure all scores are in an equivalent 
direction and positive statement. In this regard, higher 
score indicates better QoL.
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satisfied.
 
RESULTS

A total of 317 patients were included in this study at 
baseline. Given the high attrition rate, treatment groups 
and socio-demographic changes, subsequent analysis 
focused only on a cohort of 96 patients (instead of 317 
patients) who had attended all 3 follow-up visits.

Most of the respondents were aged 50-64 years old 
(41.7%), with an average age of 58.79 (SD=14.8); female 
(60.4%); of Indian ethnicity (38.5%); with primary 
educational background (51.0%) and married (61.5%). 
Variation in sample characteristics was noted according 
to cancer stage and treatment groups by age groups. For 
patients 64 years old and below (64.5%), most of them 
presented with late-stage disease (66.1%) and were 
treated with a combination of surgery + chemotherapy 
and/or radiotherapy (combined treatment modalities) 
(43.5%). Whereas, those presented with early-stage 
disease (33.9%) under this age-group, most of them 
were treated with surgery only (61.9%). Among patients 
older than 64 years old (35.4%), majority of them 
treated with combined treatments (44.1%) regardless 
their cancer staging; either early (29.4%) or late-stage 
(70.6%) cancer. 

Table II shows the mean score changes between pre-
treatment and two subsequent review visits. In general, 
there were significant differences in sub-scale mean 
scores for OF [F=25.467, 0.001], SS [F= 3.381, 0.046] and 
PSWB [F= 13.106, 0.001]. At 1-month post-treatment, 
the largest mean change observed was a significant 
deterioration in OF [mean difference of -4.19, 95%CI 
(-5.430, -2.945)] whereas, the PSWB sub-scale showed 
significant improvement [mean difference of 1.54, 
95%CI 0.315, 2.757)]. At 3 months post-treatment, the 
PSWB sub-scale continued to demonstrate significant 
improvement [mean difference of 3.06, 95%CI 0.315, 
2.757)]. Similarly, patients’ SS sub-scale also showed 
significant HRQoL improvement [mean difference of 
0.92, 95%CI 0.075, 1.759)]. There was also a small but 
significant improvement in OF at the second review visit 
from baseline. 

The domains used in this study were based on 
evidence from previous literature review (16, 26) . The 
respondents were asked to rank each item using ordinal 
scores for 0 (not true at all); 1 (somewhat true); 2 (quite 
true); 3: (true) and 4 (very true). The reliability for these 
domains illustrates a high internal consistency level with 
the Cronbach’s Alpha score range from between 0.711 
and 0.853. 

Initially, the sample size was 317. Given the high 
attrition rate at 1-month (45.4%) and 3-month (69.7%) 
review visits; a final cohort of 96 patients instead of 
317 patients were included in this study to examine 
and predict the follow-up relationship between these 
variables. 

Data analysis
All statistical analyses were completed using SPSS 
Version 20.0. The data analysis involved provided a 
description of the samples’ characteristics based on the 
HRQoL gradients. This was followed by correlations 
and a hierarchical multiple regression in examining the 
role of SS and SA in explaining the relation of interest 
between OF and PSWB. To investigate the extent to 
which OF, SS and SA predicted PSWB, a two-stage 
hierarchical multiple regression was conducted. OF and 
SS were entered at step 1 of the regression as the main 
predictors, to observe their effects on PSWB. Next, SA 
was entered at step 2; to investigate the influence that 
SA may have on these relationships.

Prior to conducting the hierarchical multiple regression, 
relevant assumptions of this statistical analysis were 
tested. A sample size of 96 was deemed adequate 
given that there were three independent variables to be 
included in the analysis; via the formula: N > 31 + 3m 
(where m is the number of independent variables) based 
on the table of both power analysis and the new rule-of-
thumb (27). Collinearity tests indicated that the data met 
the assumption of no multicollinearity. Furthermore, 
the data met the assumption of independent errors of 
Durbin-Watson. An analysis of standard residuals was 
also carried out, which indicated that the data contained 
no outliers. Residual and scatter plots indicated the 
assumptions of linearity and homogeneity were all 

CONTINUE

Table II: Pre-treatment and post-treatment HRQoL mean scores for a cohort group (n=96) (repeated measurement) 
Sub-scales 
mean scores

Baseline-pre
treatment

First review                  Mean difference

a P
- 

va
 

lu
e

Second review                   Mean difference

a P
- 

va
lu

e

P-  
value

1 month (95% CI for 
difference)

3 months (95% CI for 
difference)Mean ± SD Mean ± SD Mean ± SD

Oral 
functioning 
(OF)

18.25
±

5.64 14.06
± 6.45

-4.19 (-5.430, 
-2.945)

*0.001
14.41 ± 6.51 -3.84

(-5.230, 
 -2.457)

*0.001 *0.001

Social 
support (SS)

19.00
±

4.49
19.18 ± 4.84

0.18 (-0.632, 
0.983)

0.667
19.92 ± 4.67 0.92

(0.075, 
1.759)

*0.033 *0.046

Spiritual 
aspect (SA)

2.91
±

1.23
2.76 ± 1.28

-0.15 (-0.362, 
0.070)

0.550
2.73 ± 1.38 -0.18

(-0.409, 
0.054)

0.396 0.221
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The overall correlation matrix across three visits
In investigating the extent to which OF, SS and 

Table II: Pre-treatment and post-treatment HRQoL mean scores for a cohort group (n=96) (repeated measurement) (CONT.) 
Sub-scales 
mean scores

Baseline-pre
treatment

First review                  Mean difference

a P
- 

va
 

lu
e

Second review                   Mean difference

a P
- 

va
lu

e

P-  
value

1 month (95% CI for 
difference)

3 months (95% CI for 
difference)Mean ± SD Mean ± SD Mean ± SD

Psychosocial 
well-being 
(PSWB)

34.80
±

6.78
36.33 ± 7.05

1.54 (0.315, 
2.757)

*0.014
37.86 ± 7.36 3.06

(1.758, 
4.369)

*0.001 *0.001

Note: SD, standard deviation. 
aAdjustment for multiple comparisons: Bonferroni. 
*The mean difference is significant at the 0.05 level (repeated measures test)

OF and PSWB showed a weak, positive and significant 
correlation at baseline (r=0.374, p<0.001) and a 
moderate, positive and significant correlation at first 
and second review. Whereas a strong, positive and 
significant correlation was observed between SS and 
PSWB across three visits. In contrast, SA demonstrated 
very weak positive non-significant correlation at all 
three visits.

The regression analysis between the role of SS and SA 

SA correlated with PSWB at every visit, Pearson’s 
correlations were computed as seen in Table III.  

Table III: The overall correlation matrix between oral functioning (OF), social support (SS), spiritual aspect (SA) and 
psychosocial well-being (PSWB) across three visits among a cohort of OC patients (n=96)

Visits Variables PSWB OF SS SA

Baseline

PSWB 0.374** 0.760** 0.043
OF 0.307**  0.238*
SS -0.126
SA

1st Review  (1 month)

PSWB   0.588** 0.773** 0.236*

OF 0.427**  0.382**

SS 0.202*

SA      

2nd Review (3 months)
PSWB 0.517** 0.744** 0.086
OF  0.240*  0.335**
SS -0.087
SA      

Note: * p < 0.05, ** p < 0.001

Table IV: The hierarchical regression analysis between the role of social support and spiritual aspect on the relationship of 
interest֘ across three visits among a cohort of OC patients (n=96) 

V
is

its

Indep- 
endent 
Varia- 
bles

Step 1 (exclusion of SA) Step 2 (inclusion of SA)

Unstandar- 
dized 

Coefficient

Standar- 
dized 
Coeffi-
cients

P-
 v

al
ue

R R
2

A
dj

us
te

d 
R

2 Unstandar- 
dized 

Coefficient

Standar- 
dized 
Coeffi- 
cients

P-
 v

al
ue

R R
2

A
dj

us
te

d 
R

2

B
SE B        
(std. 
Error)

β t B
SE B        
(std. 
Error)

β t

B
as

el
in

e

Oral 
functi- 
oning

0.187 0.083 0.155 2.253 *0.027

*0
.7

75

0.
60

0

0.
59

2 0.148 0.086 0.123 1.717 0.089

*0
.7

81

0.
61

0

0.
59

7

Social 
support

1.076 0.104 0.713 10.346 *0.001 1.111 0.106 0.736 10.511 *0.001

Spiritual 
aspect

0.583 0.378 0.106 1.544 0.126

1st
   

R
ev

ie
w Oral  

functi- 
oning

0.344 0.071 0.315 4.852 *0.001

*0
.8

24

0.
60

0

0.
59

2 0.350 0.076 0.321 4.632 *0.001

*0
.8

24

0.
67

9

0.
66

9

Social 
support

0.930 0.095 0.639 9.831 *0.001 0.931 0.095 0.639 9.782 *0.001

Spiritual 
aspect

                -0.086 0.352 -0.016 -0.244 0.808

on the relationship of interest
At baseline, the hierarchical multiple regression revealed 
that at step 1, OF and SS contributed significantly to the 
regression model, (F (2, 93) = 69.780, p < 0.001). The 
relationship between variables were strong (R = 0.775) 
and accounted for approximately 60% (ΔR² = 59.2%) of 
the variance in PSWB mean scores. Both OF and SS had 
a statistically significant impact on PSWB at baseline 
(Table IV). 

CONTINUE
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PSWB at baseline was SS. A summary of this relationship 
is depicted in Figure 1. 

functioning and psychosocial well-being of OC patients 
from the point of diagnosis up to three months follow-
up. Due to the high attrition rate, treatment groups and 
socio-demographic changes particularly in patients’ 
age-group at review visits, subsequent analysis focused 
on a cohort of 96 patients attending three visits (instead 
of 317 patients recruited at baseline) in order to provide 
meaningful data for holistic patient management. 

The present study found that there were moderate-strong 
relationships between oral functioning (OF), social 
support (SS) and spiritual aspect (SA), and psychosocial 
well-being (PSWB) among patients in Malaysia. This 
suggests the importance of integrating these factors early 
in the management and psychosocial healing process of 
these patients in Malaysia. 

Falagas et al. (28) reported that SS is one of the parameters 
that is significantly correlated with at least one of the 
psychosocial variables. Similarly, present findings 
indicate that both OF and SS were important predictors 
of patients’ PSWB across the three visits. SS was the 
most important predictor on the relationship of interest 
between OF and PSWB. SA, however, did not directly 
contribute to patients’ PSWB. In this sense, SS did not 
act in isolation, but with other predictors of PSWB such 
as spiritual enhancement and a well-functioning oral 
cavity. 

PSWB refers to inter- and intra-individual levels of 
positive functioning that can include one’s relatedness 
with others (29). The psychosocial health of cancer 
patients, in general, is commonly affected by self-
esteem, social stress, social support, and psychological 
support (8, 28). Similarly, numerous studies involving 
OC patients (9, 30), including the present study reported 
these domains and associations; encompassing oral 
functioning as commonly affecting patients’ social 
and emotional distress at baseline and review visits. 
Psychosocial complications related with cancer 
treatment can extend from pre-treatment throughout 
treatment duration, as patients progress into recovery, 

Table IV: The hierarchical regression analysis between the role of social support and spiritual aspect on the relationship of 
interest ֘ across three visits among a cohort of OC patients (n=96) (CONT.) 

V
is

its

Indep- 
endent 
Varia- 
bles

Step 1 (exclusion of SA) Step 2 (inclusion of SA)

Unstandar- 
dized 

Coefficient

Standar- 
dized 
Coeffi-
cients

P-
 v

al
ue

R R
2

A
dj

us
te

d 
R

2 Unstandar- 
dized 

Coefficient

Standar- 
dized 
Coeffi- 
cients

P-
 v

al
ue

R R
2

A
dj

us
te

d 
R

2

B
SE B        
(std. 
Error)

β t B
SE B        
(std. 
Error)

β t

2nd
  R

ev
ie

w Oral 
functio- 
ning

0.405 0.069 0.359 5.887 *0.001

*0
.8

22

0.
67

5

0.
66

8 0.394 0.074 0.348 5.297 *0.001

0.
82

2

0.
67

6

0.
66

5

Social 
support

1.036 0.096 0.658 10.803 *0.001 1.044 0.098 0.663 10.650 *0.001

Spiritual 
aspect

                0.143 0.342 0.027 0.418 0.677

Note: *Significant level at 0.05 
*Dependent and residual dependent are assumed to be normally distributed. 
*Scattered plot within ± 3 [data is homoscedastic]; *Tolerance> 0.2; VIF values < 5 [no mulitcollinearity].  
֘ Relationship of interest: OF and PSWB

Figure 1: Social support and oral functioning as predictors to 
psychosocial well-being at baseline.

At both first and second review visits, OF and SS also 
contributed significantly to the regression model and 
had a statistically significant impact on PSWB at step 
1. Adding SA in step 2, both the SS and OF remained 
significant predictors of PSWB; in which the most 
important predictor was SS (Table I). SA was neither 
statistically significant as predictor nor correlated. A 
summary of these relationships can be found in Figure 

Figure 2: Social support and oral functioning as predictors to 
psychosocial well-being at first and second review visit

DISCUSSION
 
The aim of this study was meant to give an overview 
of factors predicting the association between oral 
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and even during possible recurrence phases (30).

Oral cancer patients are considered as the most 
distressed, compared to other cancer patients as the 
cancer hinders their daily function, particularly eating 
and speaking (10), and subsequently affects their PSWB 
(11), as similarly noted in this study. Nevertheless, some 
study contrastingly demonstrated that an improvement 
of physical functioning did not influence patients’ 
PSWB at subsequent visits (31). This is probably due to 
the psychosocial and emotional support received from 
significant others (20), which helped to reduce their 
discomfort and increase their coping skills, thus enabling 
them to positively adjust to the impact of the disease 
and treatment (32). As such, repairing and restoring OF 
is and should be considered to be equally essential as 
other factors in OC patient management. 

Given that PSWB comprises social and emotional 
domains, it is no surprise that SS predicts PSWB. 
Moreover, SS being a strong predictor for PSWB in this 
study could be attributed to the cohesiveness of family, 
relatives’ and friends’ support, an inherent characteristic 
ingrained in Asian culture, as compared to other 
cultures (21). Family relationships are an important and 
supportive factor of PSWB that patients can access in 
times of need and has significant meaning for cancer 
patients in general (11). Moreover, it has a direct and 
positive effect on one’s physical and emotional health 
by satisfying their basic social requirements such as 
love, affection, self-esteem and sense of belonging (17). 
As such, the influence of social factors on an individual’s 
spiritual aspect are a crucial element to address the 
psychosocial impact of oral health. 

An increased spiritual well-being is able to assist cancer 
patients in re-evaluating life goals, priorities, and 
meaning (16). It not only nurtures one’s life meaning 
and purpose but also decreases any psychological 
and physical difficulties experienced (16, 17). A strong 
family and social support system can empower patients’ 
spirituality which strongly correlates with various health 
benefits, such as increased coping skills and higher 
HRQoL (16). 

The findings discussed above is in line with the three 
proposed theoretical perspectives by Lakey & Cohen 
(33). First, the stress and coping perspective proposes that 
support contributes to health by protecting people from 
its adverse effects. Patients need a good relationship, 
especially from family to enhance their self-esteem and 
enable them to express and share their feelings, stress 
and problems (15). Second, the social constructionist 
perspective proposes that support directly influences 
health by promoting self-esteem and self-regulation, 
regardless of the presence of stress. This reflects that SS 
may have an indirect effect in masking the contribution 
of the spiritual enhancement. Third, the relationship 

perspective predicts that the health effects of SS cannot 
be separated from relationship processes that often co-
occur with support, such as companionship, intimacy, 
and low social conflict (33). In this regard, understanding 
the importance of family support using the concept of 
social integration in different circumstances is critical to 
understand the impact of the disease holistically. 

Based on these benefits, indirect impacts of both 
emotional support from immediate people and spiritual 
aspect as presented in the present study could be a 
valuable symptom management strategy for Malaysian 
OC patients to adjust and uphold their health and well-
being condition.

Strengths and limitations
This is the first study to evaluate the role of SS and SA 
on the association of interest between OF and PSWB 
of OC patients using multiple linear regression. The 
findings indicate the potential of SS and SA as predictors 
in improving these patients’ PSWB. 

A cross-culturally validated instrument, the FACT-H&N 
V.4.0 was used to obtain OC patients’ HRQoL data; 
thus providing relatively useful comparisons, in which 
one additional and adapted section was added for the 
Malaysian setting (24). The internal consistency of the 
questionnaire items (present study) was acceptable with 
Cronbach’s alpha values ranging from 0.711 to 0.853.

In this study, multiple linear regression was adopted to 
understand the complexity and dynamic nature of health 
issues in a holistic way, specifically in capturing various 
HRQoL parameters for this specified target group. 
Unlike simple linear regression, the use of multiple 
linear regression benefited the researchers in allowing 
the addition and removal of predictor variables from the 
regression model systematically, in order to test specific, 
theory-based hypotheses.

Several limitations of this study need to be considered 
when interpreting the findings. First, most of the sample 
across the visits were elderly patients, treated with 
chemotherapy and/or radiotherapy and were fragile and 
highly dependent on others. Thus, the attrition rate was 
observed to be very high. In addition, the FACT’s five-
option response format may have proved difficult for the 
elderly patients as most have lower educational levels. 
The length of the questionnaire may have also been 
challenging to these groups of patients (34). Hence, the 
findings, may not be suitable for generalising about the 
whole study population or future cohorts of oral cancer 
patients. The findings may also have been different if 
all of these patients with different socio-demographic or 
disease-treatment characteristics took part in this study 
across all these visits. In addition, there is potential 
bias introduced by the utilization of secondary data 
that necessitate caution whilst handling and analysing 
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secondary data.

Furthermore, only one supplementary MAQ item rather 
than the FACIT–Spiritual Well-Being scale (35) was used 
to assess patients’ spiritual aspect in this study as this 
singular item emerged as being relevant to Malaysian 
OC patients during the previous FACT H&N V-4.0 
cross-cultural adaption and validation phase (24). 
Thus, this may have compromised its’ measurement. 
Moreover, there is a need to review and update the 
present research findings regularly given that patients 
may provide different perspectives about their HRQoL 
at different time points in their life due to the possible 
effect of response shift.    
   
CONCLUSION

To conclude, the findings point towards the potential 
positive influence of social support such as from family/
carers and friends and spiritual aspects to enable and 
enhance OC patients’ PSBW. As such, concerted efforts 
to integrate these elements into patient management 
cannot be overemphasised enough for optimal 
patient outcomes and improved quality of life during 
survivorship.
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