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ABSTRACT

Relevance: This study analyzes the health status of women diagnosed with ovarian cancer, with a particular focus on identifying
factors that influence their quality of life and evaluating their access to healthcare services and the level of disease-related awareness.
Ovarian cancer remains one of the most prevalent oncological conditions affecting women, and its frequent late-stage diagnosis
significantly contributes to poor prognostic outcomes. It is important to understand how different aspects of a patient’s life affect their
emotional and physical well-being.

The study aimed to investigate the impact of socio-economic and psychological factors on the quality of life of women diagnosed
with ovarian cancer in the Abay Region, and to evaluate the existing relationships between factors within the framework of a multicenter
study.

Methods: The study included 35 women with a verified ovarian cancer. Data was collected using a questionnaire comprising items
related to travel time to healthcare facilities, educational attainment, marital status, financial circumstances, caregiving responsibilities,
and the range of symptoms experienced by participants. Both quantitative and qualitative analytical methods were applied to interpret
the collected data.

Results: A total of 68.6% of participants reported a travel time of 30 to 60 minutes to reach a healthcare facility, a factor that
may negatively influence their overall well-being. Regarding educational attainment, 54.3% of the women had completed secondary
vocational education. Similarly, 54.3% of respondents were married, suggesting the presence of a potential source of social support.
In terms of economic status, 48.6% rated their income as average, which may have implications for their ability to access timely
and comprehensive treatment. Additionally, 68.6% of participants reported having no caregiving responsibilities, potentially reducing
their emotional burden. The most frequently reported symptoms were general weakness (48.6%) and abdominal enlargement (57.1%).
Notably, the majority of respondents (42.9%) sought care from gynecologic oncologists.

Conclusion: The study found that socio-economic factors such as education level and financial status have a significant impact
on the quality of life of women with ovarian cancer. A considerable proportion of participants reported reasonable travel times to
healthcare facilities and access to medical specialists, underscoring the critical role of timely diagnosis and appropriate treatment in
managing the disease. However, there is a need to increase awareness of the disease and access to psychological support.

Keywords: ovarian cancer, quality of life, anxiety and depression, oncopsychology, emotional well-being, family support.

Introduction: Ovarian cancer (OC) is one of the most
dangerous gynecological malignancies. According to Glo-
bocan, in 2024, OC was the eighth most common cancer
among women, with 324,603 new cases reported world-
wide. The highest incidence was recorded in Europe and
the CIS countries, including Latvia and Russia. Forecasts in-
dicate a significant increase: up to 503,448 new cases are
expected annually by 2050, an increase of more than 55%
[1]. Five-year survival rates for OC in developed countries
are 36-46%, while in low- and middle-income countries
(LMICs) they are significantly lower [2].

In China, OC is the second most common gynecologi-
cal cancer in women and has one of the highest mortality
rates (21.6%) [3]. In the United States, 21,179 new cases of
OC and 13,230 deaths are expected in 2022. According to
data for 2024, 19,680 new cases and 12,740 deaths are ex-
pected, with a five-year survival rate of about 50.8% [4].

In Kazakhstan, ovarian cancer ranks 8th among all on-
cological diseases in women and is the third most common
gynecological cancer. In 2023, 1,251 new cases were regis-
tered, and the mortality rate was 5.3 per 100,000 women
[5]. The highest number of cases was detected in Almaty
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(228) and the Karaganda region (98), while the lowest rates
were observed in the Ulytau region (8 cases). In most re-
gions of Kazakhstan, an increase in the incidence rate is re-
corded, which may be due to improved diagnostics and in-
creased public awareness [6].

Ovarian cancer is asymptomatic in its early stages,
making early diagnosis difficult. Most diagnoses are made
at stages lll-IV of the disease, when the five-year survival
rate is less than 20% [7].

In addition to clinical and statistical aspects, it is essen-
tial to consider the disease’s impact on patients’ quality of
life. Treatment of ovarian cancer - primarily surgery and
chemotherapy - is associated with physical and psycholog-
ical stress: pain, fatigue, fear of relapse, depression, sleep
disturbance, and social adaptation [8]. Long-term side ef-
fects, lifestyle changes, and fear of disease progression sig-
nificantly worsen the general condition of patients [9].

Results of international studies show that socio-eco-
nomic status, level of education, marital status, mental
health, caregiving responsibilities, financial difficulties,
and level of awareness all have a significant impact on the
quality of life of women with ovarian cancer [10]. It has also
been shown that lack of support, especially emotional and
social, worsens the subjective perception of the disease
and reduces treatment adherence [11].

In the context of Kazakhstan, research on the quality
of life of women with ovarian cancer remains extremely
limited, especially at the regional level. The Abay region is
one of the country’s new regions, characterized by a pre-
dominantly rural population and limited access to special-
ized oncological care. This is why studying this population
within the framework of a multicenter study is justified
and relevant [12].

Studying the relationship between socio-economic
and psychological factors and quality of life will help iden-
tify vulnerable patient groups and develop more targeted
support measures, both at the clinical practice level and at
the regional healthcare program level [13].

The study aimed to investigate the impact of so-
cio-economic and psychological factors on the quality of
life of women diagnosed with ovarian cancer in the Abay
region, and to evaluate the existing relationships between
factors within the framework of a multicenter study.

Materials and methods: This study is part of the in-
ternational Every Woman Study™ project organized by the
World Ovarian Cancer Coalition (WOCC) and the Interna-
tional Gynecologic Oncology Society (IGCS), and aimed at
assessing the epidemiological and clinical characteristics
of ovarian cancer in LMICs [14]. The project includes more
than 2000 women from 22 countries, with up to 10 centers
in each country. For several countries, this was the first ex-
perience of participating in national or international stud-
ies. During the data collection process, the researchers en-
countered several organizational and logistical challenges,
including the need to account for language barriers, litera-

cy levels, and access to the Internet (surveys were conduct-
ed in both paper and electronic formats), as well as ensur-
ing fair access to publications and funding.

The objectives of the Every Woman Study™ that are rel-
evant to our research are:

- To estimate the prevalence and incidence of ovarian
cancer in LMIC countries, taking into account age and eth-
nic characteristics;

— Determination of risk factors and prognosis of the
disease;

— Analysis of the availability and quality of medical care
(diagnostics, surgery, chemotherapy, palliative care);

- Identification of social, economic, cultural, and geo-
graphic barriers to accessing health care;

- Evaluation of the need and effectiveness of palliative
and psychosocial support.

Methodology of the local study: As part of the Kazakh-
stani part of the Every Woman Study, 35 women with a
confirmed diagnosis of ovarian cancer living in the Abay
region took part in the study. A structured questionnaire
adapted from the main toolkit of the Every Woman Study
[14] was used to collect data. The questionnaire included
sections on:

— socio-economic characteristics;

- access to health care;

- psychological aspects;

- symptoms and types of treatment;

- quality of life.

The analysis was conducted using quantitative meth-
ods, including correlation analysis and multiple regres-
sion, to identify relationships between socio-economic
and psychological variables and quality of life indicators
of patients.

Study cohort: A total of 35 women were surveyed, all
of whom live in Semey, Republic of Kazakhstan, and are
registered with the D-registration. They are observed
and undergo treatment at the Center for Nuclear Medi-
cine and Oncology of the Abay Region Health Administra-
tion (CNMO, Kazakhstan). All women included in the study
were also diagnosed at the CNMO.

Inclusion criteria:

—women aged 18 to 99 years;

- availability of informed consent to participate in the
study;

— The patient had been diagnosed with ovarian can-
cer within the previous five years (at the time of inclusion
in the study).

Exclusion criteria:

- The patient was at the diagnostic stage, and the diag-
nosis had not been established;

- The patient was unable (physically or emotionally) to
answer the questionnaire questions;

— The patient had been diagnosed with mental health
problems (dementia, delirium, psychosis) and/or has learn-
ing difficulties.

Oncology and Radiology of Kazakhstan, Ne3 (77) 2025 29



ORIGINAL INVESTIGATIONS

@) KazlOR

nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn

Results:

Demographic characteristics and anamnesis. When se-
lecting patients for the survey, in 6 cases (17.1%), women
were invited who had been observed in our center for the
past 5 years. Those who had recently visited an oncogyne-
cologist or had undergone special treatment (in particular,
chemotherapy courses) made up the majority of the sur-
veyed women, 23 (65.8%). Another 6 (17.1%) women who
were surveyed had already received special treatment at
the beginning of the study.

Table 1 - Age at diagnosis, years ( n = 35)

Table 1 presents the age at diagnosis of ovarian can-
cer. The lowest ages were 25, 33, 35, and 44 years, and the
highest were 67, 68, and 69 years.

Figure 1 shows the distribution of histological types of
ovarian cancer among the surveyed women.

The data in Figure 1 show that epithelial forms of ovarian
cancer, in particular without specifying the subtype, are the
most common among the women surveyed. This is impor-
tant information for understanding the epidemiology and
clinical features of ovarian cancer in this group of patients.

. . ) Percentile of patient age at diagnosis (years)
Unique Minimum Maximum Middle age Standard o
values age age deviation )
9 9 0.05 0.10 0.25 | median | 075 0.9 0.95
0.0% 23 69 56.63 10.59 34.40 44 53 58 64.50 | 67.60 69
Other type (indicate) 3 (8.6%)
Granule cell tumors of the ovary 2 (5.7%)
Epithelial (mucinous) ovarian carcinoma 1(2.9%)
Epithelial (subfebrile serous) ovarian cancer 9 (25.7%)
Epithelial (high grade serous) ovarian cancer 2 (5.7%)
Epithelial ovarian cancer (non-specified) 18 (51.4%)
5 10 15 20

Figure 1 - Histological types of ovarian cancer among the surveyed patients (n=35)

Staging of ovarian cancer in women included in the
study was performed mainly after surgical intervention — 32
(91.4%). Only three (8.6%) of the surveyed women had their
stage diagnosed based on examination and biopsy data.

At the first stage of the survey, it was also analyzed at
what stage, according to the FIGO (International Federa-
tion of Gynecology and Obstetrics) classification, the dis-
ease was diagnosed (Figure 2).

60.0%

0 10

20 Row1 30

Figure 2 — Distribution of disease stages
according to the FIGO classification among
the surveyed women (n=35)

Among the women surveyed, only 1 (2.9%) did not un-
dergo surgical intervention, while 8 (22.9%) patients had
radical surgery, and the rest — 26 (74.3%) — did not undergo
full surgical intervention.

Results of the survey. The average time spent by patients
on the way to the hospital was analyzed (Figure 3).

Time spent to travel to the Center for Nuclear Medicine
and Oncology of the Abay Region Health Department —
less than 15 minutes for 4 (11.8%) and 15 to 30 minutes for
8 (22.9%) women - significantly affected their well-being.
Most women spent 30-60 minutes on the road, with 10
(28.6%) doing so, while 4 of them (11.4%) — mainly city res-
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idents - had to travel for 1-2 hours. Out-of-town women
spent 2 to 5 hours on the road - 1 (5.7%), over 5 hours - 4
(11.4%), and more than 24 hours - 3 (8.6%).

Among the surveyed patients, one woman (2.9%) had
a basic education; most had secondary education - 10

(28.6%), secondary specialized or technical education - 19
(54.3%). Five (14.3%) of the surveyed women had higher
education.

The women surveyed indicated their marital status at
the time of diagnosis (Figure 4).

30.0 - 28.6%
25.0 1 22.9%
20.0 A
15.0 A
11.4% 11.4% 11.4%
10.0 A 8.6%
5.7%
5.0 1 I
0.0 T T T T
<15 15-30 30-60 1-2 hours 2-5hours >5hours <24 hours
minutes minutes minutes
Figure 3 - Average travel time among women surveyed (n = 35)
Not married,
14.3
Not married
Not married,
14.3% (n=5)
Divorced, 8.6
Divorced E
Divorced, 8.6%
(n=3)
) Widow, 22.9
Widow
Married, 54
Married Married, aried, 54,3
54.3%
(n=19)
0 10 20 30 40 50 60
[ percentage B absolute quantity

Figure 4 — Marital status of the women surveyed (n = 35)

The financial situation at the time of ovarian cancer di-
agnosis was also specified. Eight (25.7%) women assessed
their financial situation as “below average”, 16 (48.6%) pa-
tients reported the average income level, and 4 (12.5%)
women assessed their financial situation as “above aver-
age”. At the same time, 4 (12.5%) women surveyed pre-
ferred not to answer this question.

The quality of life, as well as emotional and physical
well-being, is also affected by caring for loved ones and

managing household responsibilities. The patients an-
swered the question about the presence or absence of re-
sponsibilities for caring for other family members (Figure 5).

At the time of diagnosis, most women had the status of
“employed” (n = 15) or were retired (n = 14), which reflects
the mixed social profile of the patients (Figure 6).

At the time of diagnosis, women had the following gy-
necological status (there could be several answers to the
question, as this affected the prognosis and identification
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of the presence of risk factors for the development of ovar-
ian cancer among respondents):

- menopause occurred - 11 (31.4%),

— absence of childbirth — 5 (14.3%),

—one birth -5 (14.3%),

— birth twice - 6 (17.1%),

- three or more births - 13 (37.1%),

- breastfeeding - 13 (37.1%),

- taking oral contraceptives before 5 years — 1 (2.9%),

- taking oral contraceptives from 5 to 10 years -
1 (2.9%),

- infertility treatment - 1 (2.9%).

No, no caregiving responsibilities

Yes, a spouse with iliness

Yes, an elderly relative

Yes, minor children

2(5.7%)

24 (68.6%)

4 (11.4%)

5 (14.3%)

0

10 20 30

Figure 5 — Presence or absence of care responsibilities in the family among
the women surveyed (n=35)

Others

Pensioners

Self-employed

Partial employment

Full-time employment

11.4% (4 people)

2.9% (1 person)

2.9% (1 person)

40.0% (14 people)

42,9% (15 people)

0

15 20

Figure 6 - Employment status of the women surveyed (n=35)

Taking into account the high risk of heredity in the
development of ovarian cancer, the oncologic histo-
ry of the women surveyed was assessed. At the same
time, 16 (45.7%) women indicated the presence of onco-
logic disease in relatives, 15 (42.9%) noted the absence
of an aggravated oncologic history, and some wom-
en — 4 (11.4%) - experienced difficulty in answering
this question.

Among the women surveyed, only 4 (11.4%) partic-
ipants knew enough information about the diagnosis of
ovarian cancer, 17 (48.6%) had heard about it, but did not
know full information, and 14 (40.0%) did not know any-
thing about the disease.

The symptoms that bothered the women before the
diagnosis were also assessed. The survey results are pre-
sented in Figure 7.

Abdominal pain

Repeated urination

Low appetite

Altered defecation pattern (diarrhea, constipation)
General weakness and fatigability
Abdominal swelling

Fast saturation

Unexplained weight loss
Frequent urge to urinate

Pelvic pain

Abdominal distention

Other symptoms

P

Figure 7 - Symptoms present before the diagnosis of ovarian cancer was established in the surveyed
women (n=35)

Among the most common symptoms, women noted
general weakness and fatigue - 17 (48.6%), an increase in

abdominal size - 20 (57.1%), pain in the pelvis bothered 12
(34.3%) patients, while abdominal pain and frequent uri-
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nation were noted in 9 (25.7%) cases, respectively. The re-
maining symptoms bothered patients less often.

Upon discovering alarming symptoms, most wom-
en turned to specialized specialists: to a gynecologist in
13 (37.1%) cases and directly to an oncogynecologist in 15
(42.9%) cases. Only in 7 (20.0%) cases did patients turn to
other specialists (probably emergency doctors, general
practitioners, healers, gastroenterologists in connection
with non-specific complaints, an endocrinologist, etc.).

Significant delay in diagnosis is one of the main prob-
lems in ovarian cancer. In most cases, the diagnosis was es-
tablished only 2-6 months after the first visit to the doctor.

The main reasons included long waits for follow-up exam-
inations and surgery, infrequent visits to the doctor, and
territorial remoteness from medical institutions, which is
especially relevant for rural areas.

According to the survey, the time from diagnosis to treat-
ment was less than three months. At the same time, patient
satisfaction with the doctors’ actions during the examina-
tion, diagnosis, and treatment period was more than 70%.

When undergoing special treatment, all patients expe-
rience a wide range of side effects. When answering the
questionnaire, patients most often indicated the following
effects (Figure 8):

Anxiety

No side effects
Muscle pain

Joint pain
Constipation
Sleep disturbance
Paresthesia
Stomatitis

Loss of hair

Low appetite
Diarrhoea
Nausea, vomiting

General weakness and fatigability

37.1%

34.3%

34.3%

Figure 8 - Side effects during special treatment for ovarian cancer (n=35)

The questionnaire also inquired about the participation
of medical workers in addressing side effects and the effec-
tiveness of their actions. The results were distributed as fol-
lows: “yes, very” - 13 (37.1%); “yes, to some extent” - 19 (54.3%).
The remaining respondents answered negatively or refrained
from answering.

The questionnaire also included a question about the
use of alternative means (alternative medicine, dietary
supplements, etc.). The answers were “yes, all the time” -
3 (8.6%), “yes, at some point” - 6 (17.1%), “no, but | thought
about it” - 5 (14.3%), and “no” — 18 (51.4%)).

When asked about periods and moments of need foremo-
tional support, respondents answered as follows (Figure 9):

The questionnaire also included a multiple-choice
question: “Are there any particular problems you encoun-
tered?” Figure 1 shows the most common responses.

Patients, namely, did not select some answer options: fear
of death, difficulties returning to “normal life” after treatment,
partner or spouse leaving, feeling isolated, feeling unable to
connect with other people, loss of fertility, regaining sexual

intimacy with a partner, or overcoming menopause.

There was also a question about whether the women
met and talked with other women or groups of women with
ovarian cancer after diagnosis. The answers were as follows:
“yes, we talked in person” - 10 (28.6%), “yes, we talked as
part of an oncology group” - 6 (17.1%), “yes, we talked online
(social networks, chat, forum)” - 1 (2.9%), “yes, we talked on
the phone” - 2 (5.7%), and “no” — 16 (45.7%).

Other questions concerned the practical support that
patients needed in connection with the established dis-
ease of ovarian cancer (it was possible to choose several
answers) (Figure 12).

It was also specified who exactly provided the neces-
sary practical support. The answers were as follows: family
members — 23 (65.7%), friends — 5 (14.3%), someone else —
1 (2.9%), no one and/or herself — 0 (0.0%).

The questions also concerned financial problems. Fig-
ure 13 shows how the respondents’ answers to the ques-
tion “Did the diagnosis of ovarian cancer affect the finan-
cial situation?” were distributed.
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No need for emotional support

Other causes (incurability of the disease,
the need for constant monitoring, etc.)
for constant monitoring, etc.

During a relapse

After treatment

During treatment

i 22.9%
0.0%

B 2.9%
L
I 34.3%
During diagnostics | INNE M 60.0%

14.3%

0.0

20.0 40.0 60.0 80.0

Figure 9 — Periods and moments, when the respondents need emotional support
(n=35)

Others

Combating the stigma of-a cancer diagnosis
Problems related to family and friends

Difficulties returning to "normal life" after treatment
Fear that treatment will be inefficient

Fear of relapse

62,9%

42,9%

20,0 40,0 60,0 80,

Figure 10 - Specific problems encountered by surveyed women with ovarian cancer (n=35)

Doctor and/or nurse

Psychologist of psychotherapist

Family members or friends

Charity foundations

Religious orhganizations

2,9

Figure 11 - The parties women with ovarian cancer apply to when they need emotional support, in % (n=35)

The questionnaire included a question regarding infor-
mation and its necessary sources when identifying ovari-
an cancer in patients. Most often, respondents indicated
doctors as a source of information — 26 (74.3%) or nurses
- 3 (8.6%). One patient (2.9%) indicated that she contact-
ed charitable organizations. Some respondents answered
that they did not need help - 6 (17.1%).

Considering the relevance of digitalization of health-
care, the questionnaire included a question regarding the
information space: did patients search for information

about their diagnosis on the Internet, and several answer
options could be given. The patients answered: “yes, and
| found useful information in Kazakh” - 24 (68.6%), “yes,
but | did not find any useful information in Kazakh” — 7
(20.0%), “I do not have easy access to the Internet” — 1
(2.9%) and “no, | did not use the Internet to search for in-
formation” - 1 (2.9%).

There was also a question about how willing patients
were to participate in clinical research (multiple answer
options) (Figure 14).
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Help with daily household chores
Assistance with personal hygiene
(dressing, washing, wound care)

Adaptation to home
(use of wheelchair, handrails)

Assistance in caring for dependents
(parents, siblings, children)

Assistance with transportation, including
travel to and from the hospital

Financial support

No need for practical support

28.60%
17.10%
11.40%
11.40%
28.60%
25.70%
O.OIO% 10.(IJO% 20.(IJO% 30.(I)0% 40.60%

Figure 12 - Practical support required for women with ovarian cancer (n=35)

. 57

| prefer not to answer
Not at all

Not too much

Yes, to some extent

Yes, to a large extent

B 43

I 171

I 4.3
I 186

0

20 40 60

Figure 13 — Impact of ovarian cancer diagnosis on women'’s financial
situation (n=35)

8.6%

20.0%

25.7%

| would consider participation in a clinical study, even if it meant a trip to another hospital
| would be interested to participate in a clinical study in this hospital
= | would like to know more information first

54.3%

Figure 14 - Readiness of women with ovarian cancer to participate in clinical research (n=35)

In the final part of the questionnaire, answer options
were offered for improving the diagnosis and treatment of
women with ovarian cancer: what, in the opinion of wom-
en who have encountered this problem, requires develop-
ment and investment (from 1 to 3 answer options).

Participants were also asked to select the areas that
they believed were most important for improving ovarian
cancer care (multiple answer options) (Figure 15).

Discussion: The obtained results confirm the main
conclusions of the international study: social and psycho-
logical factors play a key role in the prognosis and quality
of life of patients with ovarian cancer. Detailed information
on global methodologies and conclusions is presented
in the article, “The World Ovarian Cancer Coalition Every

Woman Study: Identifying challenges and opportunities
to improve survival and quality of life,” and on the WOCC
website [15].

A detailed analysis of the study and comparison with
the results of other authors allows for a deeper under-
standing of the factors affecting the quality of life of pa-
tients with ovarian cancer. The study emphasizes the im-
portance of timely access to treatment and diagnosis. One
of the key problems for women from remote areas is the
long time they spend on the road to a medical facility,
which has a negative impact on their physical and emo-
tional state. These results are confirmed by studies, such
as one showing that long travel times and distance from
specialized medical centers reduce patient compliance
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and negatively affect survival [16]. This study also empha-
sizes the need to create local oncology centers, which will
facilitate access to treatment, reduce waiting times, and

improve the effectiveness of diagnosis and therapy, espe-
cially for women with limited financial means for transpor-
tation [17].

Screening with no symptoms

Free diagnostics

Reducing delays 4(11.8%)

Awareness of the symptoms 3 (8.8%)

Free treatment

Experienced surgeons
Access to new drugs
Identification by family history 1(2.9%)
Access to clinical studies 1(2.9%)
Funding of studies 4(11.8%)

Others

20 (58.8%)

9 (26.5%)

15 (44.1%)

9(26.5%)

11 (32.4%)

0.0 2.5 5.0 7.5

10.0 12.5 15.0 17.5 20.0

Number of respondents

Figure 15 - Respondents’ suggestions for improving care for ovarian cancer (n=35)

Social and family responsibilities have a significant im-
pact on the psycho-emotional state of women with can-
cer. For example, a study (2021) showed that caring for chil-
dren or elderly relatives significantly increases stress levels
among patients and negatively affects their quality of life.
Similar to this study, the authors’ work emphasizes the im-
portance of psycho-emotional support for women who
face additional burdens associated with family responsibili-
ties and financial difficulties. The study also highlighted the
need for comprehensive support, including the assistance
of specialists such as psychologists and social workers, as
well as the involvement of relatives to provide care [18].

The distance from a healthcare facility has a significant
impact on the physical and emotional well-being of pa-
tients. Our study found that 40% of women spend more
than 30 minutes on the road, and 25.7% of out-of-towners
spend more than two hours. These data confirm the find-
ings of a systematic review [19], according to which a long
distance to a healthcare facility is associated with increased
stress, decreased adherence to treatment, and later stages
of diagnosis, especially in patients from rural areas.

Socio-economic difficulties also play a key role. In our
study, 25.7% of patients rated their financial situation as
below average, which limited their ability to seek medical
care on time. Comparable data are presented in a review
[19], which emphasizes that economic vulnerability limits
access to specialized treatment, especially in conditions of
lack of insurance coverage or transportation accessibility.

Family responsibilities increase the burden on patients;
in our study, 31.4% of women reported having to care for

children, elderly relatives, or a spouse with a health issue.
Such additional responsibilities may interfere with regular
therapy and impact recovery. Other studies [19] also show
that the role of primary caregiver negatively impacts treat-
ment adherence.

Low awareness of the disease remains a problem. In
the study, almost half (40%) of patients were previously
unaware of their ovarian cancer diagnosis, despite the ma-
jority having typical symptoms. These findings are consist-
ent with a study from Palestine [20], which also found low
awareness, particularly among women under 50 and those
living in rural areas, leading to delays in diagnosis.

Finally, the problem of insufficient support from medical
personnel is also confirmed, as only 37.1% of our respond-
ents reported receiving a high level of professional atten-
tion. This emphasizes the need to improve the system of
psychological and informational support during the treat-
ment process, which is also reflected in the systematic re-
view [21], which emphasizes the importance of a patient
navigation program and empathy from doctors to improve
overall well-being and quality of life during therapy.

The data of the present study are also supported by the
results presented in a systematic review [22], which exam-
ined the impact of distance to cancer centers on the stage
of diagnosis, stress, and adherence to treatment. The re-
sults of our study coincide with the key findings of this re-
view: patients from remote areas are more likely to expe-
rience delays, emotional instability, and low engagement
in therapy. In addition, a study [23] conducted in Palestine
noted insufficient awareness of women about the symp-
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toms of ovarian cancer, which is also similar to our data.
There was a clear link between low awareness and late
seeking of medical care. Comparison of these results with
our data allows us to state that the described barriers are
cross-country in nature and require adaptation of commu-
nication and infrastructure solutions.

The results of this study are consistent with the data of
the international Every Woman Study project, which also
noted significant delays in diagnosis, low awareness of dis-
ease symptoms among women, and limited access to spe-
cialized care [10]. For example, in Canada, as part of the
Every Woman Study™: Canadian Edition study, 557 women
diagnosed with ovarian cancer from 11 Canadian provinc-
es were surveyed. The study showed that only 46% of pa-
tients sought medical care within the first month after the
onset of symptoms, despite a high level of awareness and
the availability of genetic testing in 75% of women. Access
issues were especially acute for women living in remote
regions, who reported significant logistical, financial, and
emotional difficulties [24]. These findings are consistent
with the results of our study, which also identified prob-
lems of geographic remoteness, delays in diagnosis, and
insufficient systemic support. The similarity in the results
highlights the universality of the barriers identified and
the need for integrated approaches to addressing access
and awareness issues at both national and global levels.

Conclusion: The results of this study confirm the signif-
icant impact of various factors on the quality of life of pa-
tients with ovarian cancer. Thus, the data analysis revealed
that long travel times to the medical center are a signifi-
cant obstacle for women, especially those residing in re-
mote areas. This creates a need to create local oncology
centers, which will improve access to timely treatment and
reduce waiting time.

Patient awareness of ovarian cancer symptoms also
leaves much to be desired: a significant proportion of
women do not have sufficient information about the dis-
ease. This delays seeking medical care and highlights the
importance of educational programs aimed at increasing
cancer awareness, especially among women with low lev-
els of education and income.

Support from healthcare professionals and loved ones
is also crucial for patients’ psychological well-being. Al-
though many women experience side effects from treat-
ment, the level of support from healthcare profession-
als is often insufficient. This urges the need for improved
communication between doctors and patients, which can
contribute to increased patient satisfaction and overall
well-being.

Overall, the study highlights the importance of a com-
prehensive approach to treating ovarian cancer that in-
cludes not only medical aspects but also social, education-
al, and psychological factors. Investing in these areas can
significantly improve the quality of life of women affected
by the disease.
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AHAJIBIK BE3 OBBIPBI BAP O EJJEPIIH OMIP CYPY CAITACBIHA DJIEYMETTIK-
3KOHOMUKAJIBIK KOHE NCUXOJOT USIIbIK ®AKTOPJIAPbIH OCEPI
(KA3BAKCTAH, ABAM OBJIBICHI MBICAJIBIH/IA)

JI.P. Kaiioaposa', P.O. Boraméexosa®, O.5. Anopeesa’, b.A. Ancanuxos*, A.b. Acmaesa®,
' K. Kymaposa®, A.A. JKonamanoea®, O.F. Kynicosa*, bB.b. Axpi16exos*

1«C.XK. AcheHamnapoB aTbiHAarbl Kazak ynTTbik MeguuuHa yHusepcuteti» KEAK, Anmatbl, Kasakcran Pecny6ankacl;
Z«AnIMaTbl OHKONOTUSAIbIK 0PTaNbIFbl», AnMarel, KazakctaH Pecnybankace;
3A6aii 067bICbI AeHCayNblK CaKTay 6ackapMacbiHbIH «APonbIK MeANLIMHA XaHe oHKonorna opTanbiFbi LXK KMK, Cemeit, KazakctaH Pecnybankace;
4«Cemeit MeguumHa yusepauteTi» KeAK, Cemeii, Kasakcran Pecny6nukacsl;
S«N 6 emxata» XLUC, Cemeii, KasakctaH Pecny6amkachl

Oszexkminizi: 3epmmey ananvix 6e3 iciei OuacHO3bl KOUbLI2AH 9Ue0epOily 0eHCAYIbIK Hea20alblh manoayead, o1apobly OMIp cypy
canaceina ocep ememin hpakmopaapovl aHbIKmayad, COHOAll-ax MeOUYUHALbIK Kbl3Memmepae KOAANCeMIMOLLIK neH aKknapammaHnobipy
Oeneellin bazanayea apuanzan. Ananvix 6e3 iciei otiendep apacvlHOd Key mapaizat OHKOI02USIbIK AypPyaapObly 6ipi 6oabin mabwliadvl,
OHbl Keul AHbIKMay KoOiHece JHcaablMCbl3 Homudcenepee okenedi. Haykac emipiniy opmypni acnekminepi OHblH IMOYUOHANObIK HCOHE
Qu3UKaANBIK ON-AYKAMbIHA KAIAl 9cep ememinin myciny Manbi30b.

3epmmeyoin maxcamol — Abail ayoanvinoazel (Kazaxcman Pecnybnuxacet) ananvix 6e3 oovipvinan 3apoan uieeemin atiendepoin
OMIp CYpY canacvlna 91eyMemmir-9KOHOMUKANBIK JHCOHE NCUXONOSUSILLK, PAKMOPAAPOblY dCePin AHLIKMAY JCOHE KON OPMALbIKM b
sepmmey wenbepinoe haxmopnap apacviHoazbl KaIblNMacKan 6aiiansicmapovl 6azanay.

Aoicmepi: 3epmmeyze ananvik 6e3 icici ouacnosvl Kotviiean 35 ouen xamvicmol. [epexmepee Oellinei Jicon yaKvlmul,
Oinim Oeneelli, omOACHIILIK dHCA20Albl, KAPAHCHLIBIK HCA20Albl, HCAKLIHOAPBIHA KYMiM Kepcemy MiHOemmepiniy 601yvl HcoHe
HayKacmapovl Ma3aiaimvlh CUMNIMOMOAp Mypaisl CypaKxmapobl KAMMUmslH cayaiHama apKulibl HCUHAN0bl. AnbiHean depekmepoi
unmepnpemayuALay yuin Canoblk H#oHe Canaiblk manioay o0icmepi Ko10aHbLaObL.

Homuaicenepi: Oiiendepoiy 68,6%-i meduyunanviy mexemeze 30-60 mumym jwinde ocememinin, OY1 0aapObly JHCAINbL
Jcazoativina ocep ememinin kepcemmi. Ouendepoiy 54,3%-i opma rocinmik 6inimee ue 6ondvl. Pecnondenmmepoiy 54,3%-i
yilneneen, oOyn oneymemmix Ko10ay oap exenin 6indipedi. iiendepoiy 48,6%-i mabvicmapein opmawa oen bazanazamn, 6yn emoeyee
Konoicemimoinikke ocep emyi mymkin. Pecnonoenmmepoiy 68,6%-inde kymim kopcemy mindemmepi 6oamazam, 6y IMOYUOHATObIK
HcyKmemeni azatmyvl MymKin. Ey kon anayoamxan mocenenepoiy KamapulHOa sHcaansl oaciz30ik (48,6%) swcone iwumiy yaxeroi (57,1%)
6010b1. Konmeeen otiendep onxkoeunexonoemapeaa sxcyzineen (42,9%).

Kopvimuinowi: 3epmmey xepcemrenoeil, Oinim OeHeell JHCOHe KaAPICHLIbIK 24ca20all CUAKMblL oAeyMemmik-3KOHOMUKALIK
Gaxmopnap ananvlk Oes icicimMeH ayblpamvlH oiie0epOiH OMIp CyPY CAnachlHa aumapivikmaii ocep emeoi. Ouendepoiy aumapivlkmai
naivl3bl MEOUYUHALBIK MeKeMeze YAKbIMbIHOA JHeeme Al2aH JHCoHe MeOUYUHATbIK MAMAHOAP2a KONl JCemKi3eeH, Oyl VaKblmblibl
0uUaeHo3 KO MeH emoeyoi KamMmamacwvl3 emyoiy Maybl30blibleblH Kopcemeoi. Anaiida, aypy mypanvl aKnapammanovipy 0eHyeeuin
HCOHE NCUXONOUANBIK KOIOAY2d KOAHCEMIMOLNIKMI apmmulpy Kasxcem.

Tyiiinoi co30ep: Ananvix Oe3 Kamepaui iciel, OMIp canacwl, Mazacvi30bIK JCOHe 0EnPeccusi, OHKONCUXOI02US, OMOACHLIbIK KOLOAY,
IMOYUOHANObL dI-AYKAM.
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Axkmyanvnocme: Hcciedosanue nocesiuyeno ananu3y coCmosiHusi 300pP08bsl JHCEHUWUH ¢ OUACHO30M PAKA SUYHUKOS, BbISGIEHUIO
Gaxkmopos, BAUAIOWUX HA UX KALECMBO HCU3HU, A MAKIICE OYeHKe OOCTNYNA K MEOUYUHCKUM YCIY2aM U YPosHIo ungopmuposannocmu. Pak
AUYHUKOB ABAAEMCS OOHUM U3 CAMBIX PACNPOCMPAHEHHBIX OHKO3A001e6aANULl CPEOU HCEHWUH, €20 NO30Hee 8bIABACHUEe YACTO NPUBOOUTN
K HeO1a2onpusimubl;M ucxooam. Basicno nonumamo, KAk pasiudnble ACnekmol JCU3HYU NAYUEHMOK GIUSION HA UX IMOYUOHATILHOE U
Qusuueckoe cocmosinue.

Lens uccnedosanus — 6oisa6UMb GAUIHUE COYUATLHO-IKOHOMUYECKUX U NCUXOL02UYECKUX (PAKMOPO8 HA KA4eCMB0 HCUZHU JHCCHUUH,
cmpaoarowux om paxa sudnuKos, ¢ oonacmu Abaii (Pecnybauxa Kazaxcman), a maxaice oyenums cyujecmeayiowue 63aumocesizu Mexicoy
Gaxkmopamu 6 pamrax MyIbmuyenmpo8o20 Uccie008aHusl.

Memoowi: B uccnedosanuu npunsiu yuacmue 35 dceHWUH ¢ YCMAHOBICHHBIM OUACHO30M PAKA AUYHUKOS. [lantble Obliu cOOpaHbl
MemoOoOM AHKemuposanusi. Ankema eKuouaida 60NPOCyL 0 PEMeHU 8 nymu 00 6OAbHUYbL, YPOGHE 00PA306AHUL, CEMEUHOM NOIOICCHUU,
Gunancosom cocmosHuy, HAAUNUIO 003AHHOCMEl NO YX00Y 34 ONUKUMU, d MAKJICEe CUMAMOMAX, OeCnOKOSWUX NAYUEHMOK.
Hcnonv3o6anucy konuiecmeenHble U Ka4eCmaeenHble Memoobl AHAAU3A Ol5i UHMEPNPEMAayull NOY4eHHbLX OAHHbLX.

Pesynomamer: 68,6% owcenuun O0obupanucs 00 aeuebnoco yupescoenusi ¢ meuenue 30-60 munym, umo 6IUsIO HA UX
obugee camouyscmeue. 54,3% owcenwun umenu cpeoue-cneyuaivhoe obpazosanue. 54,3% pecnonoenmos OvbLiu 3aMydHCEM, UMO
ceudemenbcmeyenm 0 CoyuanbHol noooepicke. 48,6% dceHuun oyeruIu cou 00X00bl KaK cpeoHue, Unmo Moxicen 6ausims Ha 00Cmyn
K aeuenuio. 68,6% pecnondenmos ne umenu 0053aHHOCMeEN No YX00Y, Yno MOJCem CHU3UNMb dIMOYUOHAIbHYIO Hazpy3Kky. Hauborvuee
becnokotlicmeo 8vi3bleanu oobujas crabocms (48,6%) u ysenuuenue pazmepos scugoma (57,1%). bonvuwuncmeo sscenujun obpawanucy K
oHkoeunexonozam (42,9%).

3aknrouenue: Hccneoosanue nokasano, 4mo coyuaibHo-3KOHOMUYECKUE (PaKmopbl, maxue Kaxk ypogehb 00pazoeans u punancogoe
nonodicenue, OKA3bIBAIOM 3HAYUMENbHOe GAUAHUE HA KAYeCME0 JICUZHU JICEHWUH C PAKOM SUYHUKOS. Bvicoxuil npoyenm ocenuyun,
dobuparowuxcs 00 OOTbHUYbL 8 PA3YMHBIE CPOKU U UMEIOWUX OOCMYN K MEOUYUHCKUM CReYUATUCTAM, CBUOeMeNbCHEYent 0 8AACHOCTIU
obecneyenus ceoespemennoll ouaznocmuku u revenus. OOHaKo HeobXo0UMo nOGLIULAMDb YPOBEHb UHPOPMUPOBAHHOCMU O 3a001e8aHUU
U 00Cmyn K NCUXo102uyeckoll noodepicKe.
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